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Confucius  say: 


Your  practice  management 
software  could  be  costing  you  a 

fortune. 

Unreliable  practice  management  software  exposes  you  to  a lot:  lost  billing,  lost  patients, 
excess  costs,  and  increased  legal  risk.  If  you're  using  an  outdated  system,  why  not  take 
a look  at  a new  solution?  Fox  Meadows  Practice  Management  Software  is  feature  rich, 
affordable,  and  easy  to  use. 


Call  us  at  800-754-7213 
for  a free  no-obligation 
consultation  and  free 
demo,  or  clip  and  mail  or 
fax  803-736-0733  the 
coupon.  We'll  be  happy  to 
discuss  your  software 
needs. 

www.foxmeadows.com 


Mail  to:  Fox  Meadows  Software,  Limited 

3031  Scotsman  Drive  • Columbia,  SC  29223 

Your  Name: 

Practice: 

Address: 

Address  2: 

City,  St,  Zip: 

Phone: 
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Who's 


WATCHING  OUT 

For  You? 


From  providers  to  community  leaders,  researchers  to  educators,  and  government 
officials  to  citizens,  the  National  Rural  Health  Association’s  members  seek  to 
improve  the  health  care  of  rural  Americans  through  advocacy,  communications, 
education  and  research. 

Shrinking  populations,  stalled  economic  conditions,  reduced  health  care  dollars  and 
elderly  patient  bases  create  challenges  for  communities  and  health  care  providers  alike.  In 
rural  communities  across  America,  concerned  community  leaders  and  citizens  pool  their 
energies  to  make  high-quality  health  care  available  and  affordable. 

The  National  Rural  Health  Association  and  its  members  work  to  overcome  rural 
health  care  challenges.  They  focus  on  reforming  and  strengthening  health  care  to  meet  the 
needs  of  rural  areas.  While  government  funding  continues  to  dwindle,  this  multi- 
disciplinary group  of  health  professionals  and  leaders  finds  innovate  solutions  to  complex 
dilemmas. 


National  Rural  Health  Association  — Caring  for  the  Country 


For  more  information,  contact  the  NRHA, 

One  West  Armour  Boulevard,  Suite  301 , Kansas  City,  MO  64111; 
8 1 6-756-3 1 40;  fax  8 1 6-756-3 1 44. 


Or  visit  us  on  the  World  Wide  Web  at  http:Wwww.NRHArural.org 


NOTICE 


Is  your  claims  processing  in  need  of  treatment  in  the 
following  areas?: 

•Too  many  REJECTIONS! 

•Too  many  SUSPENDED  CLAIMS  adding  up! 

•Too  many  ERRORS  made  in  filing  claims! 

•You  are  waiting  a month  or  more  to  get  “1”  claim  paid! 

•You  are  constantly  calling  insurance  companies  about 
“WHY  IS  YOUR  MONEY  BEING  HELD  UP”! 

Swift  Health  Claims  Management  will  find  the  right  cure  for 
your  growing  pains  by  ELECTRONICALLY  filing  your  claims 
EFFICIENTLY!  Suspended  & rejected  claims  will  be  quickly 
processed  and  your  average  payment  time  will  be  7-14  days! 

We  will  reduce  your  overhead  & clerical  cost! 

Call  today  for  a FREE  cost  analysis  & an  absolutely  FREE,  no 
obligation  trial  period.  Give  you  & your  staff  the 
“peace  of  mind”  they  deserve! 


Electronic  processing  may  not  be  ‘FREE’  but  it  will  seem  like  it! 
We  will  make  you  money!! 


Lloyd  Welton 
Account  Manager 


21  Fenlaw  Court 
Irmo,  SC  29063 
Office:  803-732-1923 


Opening  the  door  to  hope 


The  Muscular  Dystrophy  Association’s  support 
services  help  Americans  live  with  40  neuromuscular 
diseases.  And  our  cutting-edge  research  offers  hope 
for  a future  without  these  disabling  disorders. 


Call  our  lifeline.  It’s  toll-free. 

1-800-572-1717 

www.mdausa.org 


Muscular  Dystrophy 
Association 


President's  Page 


IS  ANYONE  OUT  THERE? 

Welcome  to  the  new  Millennium!  In  case  you  had  not  noticed,  it  is  the  year  2000!  What  does  this  next 
thousand  years  hold  for  you,  me  and  all  our  offspring?  I hope  you  have  an  imagination  that  can  compete 
with  those  who  are  planning  our  futures  for  us.  For  if  we  don't  have  imagination  and  desire  to  craft  our  own 
future,  rest  assured  my  friends,  it  will  be  done  for  us.  Maybe  I should  say  it  will  be  done  TO  US! 

The  last  few  years  have  not  been  kind  to  medicine  and  to  health  care  in  general.  Cuts  in  Medicare  reim- 
bursements as  a result  of  the  Balanced  Budget  Amendment  of  1997  have  been  devastating  to  all  in  health  care. 
Managed  care  has  not  been  the  “savior”  it  was  purported  to  be  by  those  in  control  of  this  form  of  reimbursement. 
Not  only  has  Medicare  ratcheted  down  on  reimbursement  and  services,  so  have  all  the  other  “players.” 

We  have  seen  hospitals  pitted  against  each  other,  as  well  as  against  physicians  and  other  practitioners  of  the 
healing  arts.  We  have  seen  physicians  pitted  against  each  other  as  never  before.  Our  fight  for  survival,  not 
growth  and  well  being,  has  led  us  into  a sorry  mess  today.  And  where  are  the  patients  in  all  of  this?  They  are 
lost  in  these  epic  battles  over  turf — forgotten  as  we  try  to  elbow  our  way  somewhere — anywhere  where 
things  seem  to  be  a little  better.  Those  we  are  charged  to  care  for  are  finding  themselves  as  pawns  on  a chess 
board,  moved  to  another  office,  referred  to  a different  hospital,  no  longer  able  to  have  their  lab  studies 
performed  in  the  offices  where  they  receive  their  care. 

Put  yourself  in  the  shoes  of  these  folks.  Try  to  feel  what  it  is  like  to  be  confused  by  all  that  is  happening  to  them. 
Try  to  understand  the  hurt  they  must  feel  because  you  can  no  longer  spend  an  extra  minute  with  them  during  their 
monthly  visit.  Try  to  understand  when  the  look  on  the  patient’s  face  says,  “don’t  I count  anymore?.” 

My  friends  out  there  in  the  medical  wastelands  of  America,  you  can  continue  to  remain  fragmented  in  your 
approach  to  care.  You  can  continue  to  believe  that  someone  else  will  speak  for  you  in  the  halls  of  the 
legislature.  You  can  continue  to  count  on  the  Bill  Hesters,  the  Steve  Imbeaus,  the  Nelson  Westons,  the 
Walter  Roberts  and  the  Randy  Smoaks  and  other  previous  leaders  of  organized  medicine  in  this  wasteland  to 
continue  to  “carry  the  water  for  you!”  You  can  continue  to  skip  your  county  medical  society  meeting 
because  you  “want  to  get  home  to  your  family.” 

HELLO!  IS  ANYONE  OUT  THERE?  Let’s  wake  up  physicians!  As  long  as  WE  remain  divided  and 
fragmented  in  our  approach  to  care — as  long  as  WE  don’t  develop  a sense  of  responsibility  for  our  patients, 
our  fellow  physicians  and  most  of  all.  for  our  own  actions,  WE  will  certainly  pay  a toll  that  will  be  hard  to 
calculate.  It  will  be  calculable  by  the  bodies  we  step  over  and  walk  around,  the  bodies  of  our  colleagues,  the 
bodies  of  our  hospitals  and  yes,  probably  the  bodies  of  our  own  egos  and  single-mindedness. 

My  friends,  we  must  work  together!  We  must  put  specialty  differences  behind  us!  We  must  participate  in 
organized  medicine  at  all  levels.  We  must!  We  must! 


William  H.  Hester,  M.  D. 
President 
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THE  INTERIM  MEETING  OF  THE  AMA 
SAN  DIEGO,  CALIFORNIA 
DECEMBER  5-8,  1999 

REPORT  OF  THE  SCMA  DELEGATION 

WALTER  J.  ROBERTS,  JR.,  M.  D.* 


The  Interim  Meeting  of  the  House  of  Delegates  of 
the  American  Medical  Association  was  held  De- 
cember 5-8,  1999  in  San  Diego,  California.  Rep- 
resenting South  Carolina  was  our  delegation 
consisting  of  four  delegates  and  four  alternate  del- 
egates plus  SCMA  President,  Dr.  Bill  Hester.  The 
Speaker  of  the  SCMA  House  of  Delegates,  Dr.  Bob 
Sade  of  Charleston  also  attended  and  added  much 
to  our  South  Carolina  contingent,  participating  in 
our  caucuses  and  actively  and  articulately  engag- 
ing in  reference  committee  discussions.  SCMA’s 
CEO,  Bill  Mahon  and  COO,  Ron  Fitzwater  pro- 
vided the  usual  excellent  staff  support  we  enjoy. 

As  I have  observed  in  previous  reports  to  you,  our 
delegation  is  also  augmented  by  South  Carolinians 
who  are  delegates  from  various  specialty  societ- 
ies. In  my  opinion,  it  will  be  in  joint  collaboration 
with  the  specialty  organizations  that  the  future  suc- 
cesses of  AMA  will  be  accomplished,  and  toward 
that  end,  the  restructuring  of  the  Federation  which 
comprises  the  AMA  has  resulted  in  substantial  in- 
creases in  the  number  of  specialty  society  del- 
egates. I have  mentioned  the  names  of  these 
physicians  in  the  past  reports  to  you:  Ed  Kimbrough 
from  the  orthopedic  groups,  Marion  Burton  from 
the  pediatricians,  Greg  Shlachta  from  the  urolo- 
gists, Steve  Imbeau  from  the  allergists,  and  Jay 
Sculley  from  the  psychiatrists.  These  physicians 
not  only  represent  the  interests  of  their  specialty 
organizations,  but  represent  all  of  the  physicians 
of  South  Carolina  at  the  national  level.  I thank  them 
once  more  for  their  involvement. 

As  you  all  know,  Dr.  Randy  Smoak  of  Orangeburg 
is  the  President-Elect  of  the  American  Medical  As- 
sociation and  will  become  President  at  the  Annual 
Meeting  in  June.  Randy  actively  participates  with 


us  in  our  discussions  as  well  as  performing  in  his 
usual  exemplary  fashion  as  one  of  the  most  pro- 
lific and  effective  voices  in  all  of  American  medi- 
cine. We  are  very  proud  that  he  is  one  of  us. 

In  addition,  I assumed  the  chairmanship  of  the 
Southeastern  Delegation  at  this  meeting.  It  is  my 
great  pleasure  to  head  this  coalition  for  the  next 
two  years.  The  Southeastern  is  the  largest  and  one 
of  the  most  effective  of  the  various  coalitions  in 
AMA,  comprised  of  14  states  and  Puerto  Rico.  In 
our  efforts  to  support  policy,  legislative  and  regu- 
latory efforts,  election  of  our  leaders,  and  devel- 
opment of  ethical  agendas  of  AMA,  there  is 
strength  in  bringing  together  bodies  of  similar  per- 
suasion. The  Southeastern  states  generally  agree 
on  such  issues. 

As  I have  pointed  out  on  my  previous  reports  to 
you,  the  AMA  meetings  address  many  vital  issues 
pertaining  to  the  health  of  our  nation  and  the  con- 
duct of  medical  practice.  Much  of  the  dialogue  sur- 
rounds the  impact  of  governmental  entities  such 
as  Congress,  the  administration,  and  HCFA  on  our 
patients  and  how  we  run  our  practices.  Reports  are 
generated  by  the  AMA  Board  of  Trustees  and  by 
the  various  councils,  including  those  which  con- 
sider items  relating  to  medical  services,  medical 
education,  scientific  endeavor  and  ethical  opinion. 
Some  100  such  reports  are  presented  to  the  House 
of  Delegates.  In  addition,  generally  some  200  reso- 
lutions are  brought  to  the  House  by  state  organiza- 
tions, specialty  societies,  and  individuals,  each  to 
be  acted  upon  in  reference  committee  discussions 
and  House  of  Delegates  debates.  Obviously,  I can- 
not report  all  of  these  actions  to  you,  but  I will  try 
to  pick  out  those  things  I think  are  of  greatest  in- 
terest and  importance  to  you,  the  constituency  of 
South  Carolina’s  AMA  delegation. 
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• A resolution  was  endorsed  by  the  House  of  Del- 
egates directing  AMA  to  “quickly”  initiate  discus- 
sions with  state  and  national  organizations  about 
allocation  of  tobacco  settlement  funds.  This  is  cer- 
tainly germane  to  South  Carolina,  where  there  is 
already  vigorous  lobbying  by  tobacco  acreage 
owners  to  ferret  off  large  amounts  of  money  which 
should  probably  be  used  to  educate  against  the  use 
of  tobacco  and  for  the  treatment  of  tobacco-related 
illnesses.  In  my  opinion,  this  is  unconscionable, 
and  it  is  my  genuine  hope  that  our  Governor  and 
our  legislature  will  not  bend  to  the  pressures  being 
applied.  Some  12,000  names  — hundreds  of  whom 
do  not  even  live  in  South  Carolina  — are  on  this 
list,  apparently  hoping  to  “allocate”  this  settlement 
money  to  themselves.  Also,  in  many  states,  the 
money  is  being  siphoned  off  and  diverted  to  gen- 
eral funds  where  it  will  be  used  to  run  programs 
such  as  highway  and  other  infrastructure  needs. 
AMA’s  efforts  will  be  directed  at  trying  to  preserve 
the  money  for  health  care,  where  it  was  designed 
to  be  used. 

• Just  prior  to  the  meeting,  there  was  considerable 
media  attention  to  a report  from  the  Institute  of 
Medicine  regarding  the  incidence  of  “medical  er- 
rors.” Earlier  in  the  nineties,  a study  by  the  Harvard 
Medical  Practice  had  claimed  a large  number  of 
deaths  had  occurred  due  to  such  errors,  but  the 
study  did  not  generate  the  publicity  of  the  current 
report.  The  IOM  report  states  that  errors  in  record- 
ing and  transmission  of  medical  orders,  in  admin- 
istering medications  to  the  wrong  patient,  in 
performing  surgical  procedures  incorrectly,  and 
similar  events  violating  safety  standards  have  led 
to  this  cause  becoming  the  eighth  leading  reason 
for  death  in  the  United  States.  President  Clinton 
and  congressional  leaders  have  called  for  manda- 
tory reporting  of  such  incidents,  perhaps  to  a gov- 
ernmental entity.  The  AMA  has  responded  in  a very 
proactive  fashion  to  the  report,  but  has  concerns 
over  the  process,  properly  supporting  the  premise 
that  such  reporting  should  be  confidential  in  order 
for  the  plan  to  work.  The  House  of  Delegates  dis- 
cussed the  issue  and  has  indicated  its  desire  to  ag- 
gressively confront  the  issue  of  medical  errors 
and  safety  violations. 

• During  the  years  1998  and  1999,  payments  to 
physicians  under  Medicare  were  $3.2  billion  less 


than  they  should  have  been.  HCFA  admitted  that 
errors  in  the  Sustainable  Growth  Rate  (SGR)  had 
miscalculated  the  payments  to  this  level.  Some  of 
the  problems  were  corrected  by  the  Balanced  Bud- 
get Refinement  Act  passed  in  November,  but  HCFA 
has  indicated  no  willingness  to  “repay”  the  under- 
payments which  occurred.  AMA  has  filed  suit  in 
Federal  Court,  demanding  this  payment  for  physi- 
cians be  made. 

• The  Council  on  Ethical  and  Judicial  Affairs 
(CEJA)  rendered  a report  on  the  thorny  issue  of 
physician  reporting  of  impaired  drivers.  Weighing 
the  patient’s  desire  to  drive  against  the  public  safety 
has  always  been  a sticky  decision  for  physicians. 
CEJA’s  seven  recommendations  make  good  sense, 
stating  that  physicians  should  use  their  best  judge- 
ment when  reporting  to  the  DMV  a patient  who 
has  ignored  advice  to  stop  driving,  that  the  physi- 
cian should  explain  his  reporting  responsibility  to 
the  patient,  that  reasonable  security  measures 
should  be  used  in  handling  sensitive  information 
and  that  physicians  should  work  with  state  medi- 
cal societies  to  create  statutes  which  uphold  the 
interest  and  safety  of  patients  and  the  community. 

• CEJA  also  rendered  an  opinion  of  surgical  co- 
management of  patients.  In  this  report,  the  opin- 
ion expressed  is  that  such  arrangements  are  not 
unethical  per  se,  but  that  such  arrangements  may 
have  “ethical  pitfalls,”  and  should  be  based  on  the 
premise  that  the  best  in  quality  care  is  being  pro- 
vided, that  a single  physician  should  be  respon- 
sible for  care  being  provided  in  a coordinated 
fashion,  and  that  the  co-management  agreement  is 
not  made  on  the  basis  of  referral  expectations.  At 
the  reference  committee,  a representative  from  the 
American  College  of  Surgeons  criticized  the  prac- 
tice of  co-management  as  a practice  which  abro- 
gated responsibility  for  postoperative  management. 

• Referred  back  to  the  Board  of  Trustees  was  a 
CEJA  report  on  medical  student  involvement  in 
patient  care.  The  report  stated  that  medical  students 
should  let  patients  know  that  they  are  students,  that 
consent  should  be  obtained  from  the  patient  be- 
fore students  participate  in  the  patient’s  care,  and 
that  the  student  caring  for  a patient,  or  involved  in 
the  patient’s  care,  should  be  monitored  attentively. 
The  reason  for  referral  back  to  the  board  mostly 


centered  on  what  type  of  consent— written  or  ver- 
bal—was  necessary.  CEJA  will  report  back  on  the 
issue. 

• Two  resolutions  were  presented  regarding  the  is- 
sue of  access  to  emergency  contraception.  Some 
hospital  emergency  rooms  and  even  some  phar- 
macy chains  refuse  to  carry  or  administer  such 
“contraception,”  the  decision  clearly  based  on  the 
issue  of  whether  this  constitutes  a technique  of 
abortion.  Decision  was  made  to  refer  the  issue  for 
study,  as  one  of  the  resolutions  suggested. 

• One  of  the  contentious  issues  which  was  voted 
upon  at  this  meeting  involved  the  “Pain  Relief  Pro- 
motion Act  of  1999.”  This  act,  which  was  passed 
by  the  U.S.  House  in  late  October,  was  supported 
by  AMA,  though  it  was  recognized  by  AMA  that 
some  of  the  elements  of  the  act  are  objectional  to 
physicians.  For  example,  the  act  as  written  allows 
the  establishment  of  federal  protocols  and  regula- 
tions for  pain  management  and  palliative  care. 
Many  feel  this  usurps  physician  prerogatives  in 
managing  patients  with  life-ending  diseases  pro- 
ducing severe  pain,  and  usurps  the  right  of  the  states 
to  determine  their  laws  regarding  physician’s  use 
of  medications  and  physician-assisted  suicide.  Four 
resolutions  were  presented  for  action,  three  ask- 
ing AMA  to  “reconsider”  its  support  of  the  act.  In 
the  reference  committee  discussions,  much  testi- 
mony centered  on  the  scope  of  DEA  authority,  the 
need  to  oppose  the  criminalization  of  medical  prac- 
tice and  the  influence  on  the  state’s  efforts  at  de- 
veloping its  palliative  and  end-of-life  guidelines. 

Adopted  by  the  House  of  Delegates  was  a substi- 
tute resolution  which  stated  that  AMA  continue  its 
support  of  the  Pain  Promotion  Act  of  1999,  work- 
ing with  state  organizations  and  specialty  societ- 
ies to  improve  the  bill’s  language  and  to  delete  the 
part  about  federal  protocols  and  regulations.  Fur- 
ther, if  these  changes  are  not  achieved,  AMA  will 
withdraw  its  support  of  the  legislation,  and  will 
oppose  in  the  future  any  federal  governmental  ef- 
fort to  define  appropriate  medical  practice. 

It  must  be  understood  that  the  AMA  continues  to 
feel  that  physician-assisted  suicide  is  not  an  ac- 
ceptable medical  practice,  and  that  every  effort 


should  be  made  to  allow  physicians  to  render  ef- 
fective and  compassionate  palliative  care  and  pain 
relief  without  the  specter  of  criminalization  by  us- 
ing narcotic  and  other  medications  in  that  effort.  It 
is  my  considered  opinion  that  this  is  the  best  an- 
swer to  a very  controversial  issue. 

• There  were  five  resolutions  which  directed  at- 
tention to  the  problems  of  truth— or  absence  of 
truth,  more  correctly  — in  the  advertising  and  sale 
of  herbal  remedies,  dietary  supplements,  vitamins, 
and  the  like.  A substitute  resolution  was  adopted 
by  the  House  of  Delegates  which  asks  the  Food 
and  Drug  Administration  and  the  Federal  Trade 
Commission  to  require  labeling  of  these  substances 
to  include  statements  that  they  will  not  “diagnose, 
cure  or  prevent  disease,”  that  standards  of  purity 
and  quality  be  met,  and  that  any  adverse  effects  be 
reported.  If  the  demands  of  the  resolution  were  met 
by  these  hucksters  of  “health  products,”  most 
would  disappear  from  the  marketplace,  I am  con- 
fident. 

•Adopted  was  a strong  report  from  the  Council  on 
Medical  Services  regarding  non-physician  pre- 
scribing. This  report  states  that  AMA  will  develop 
programs  to  educate  the  public  about  the  differ- 
ence in  education  and  professional  standards  be- 
tween physician  and  non-physician  health  care 
providers,  and  that  AMA  will  continue  to  pursue 
appropriate  regulatory  and  legal  means  to  oppose 
any  efforts  at  allowing  non-physician  prescribing. 

• It  is  likely  true  that  cost-containment  activities 
brought  about  by  the  government  and  by  the  man- 
aged care  entities  have  influenced  quality  of  care 
and  clinical  outcomes  of  patient’s  problems.  In  an 
amended  resolution,  AMA  is  asking  the  Agency 
for  Healthcare  Research  and  Quality  to  study  this 
effect. 

As  you  surely  recognize,  I can  touch  on  only  a few 
of  the  many  important  reports  and  resolutions  pre- 
sented and  acted  upon.  Please  follow  recent  issues 
of  AMNews  for  others,  and  for  comments  on  the 
issues  I have  discussed  with  you.  Needless  to  say, 
these  issues  and  problems  are  of  critical  impor- 
tance to  you  in  your  practice,  and  even  more  im- 
portant, to  your  patients. 


This  was  the  last  AMA  meeting  for  one  of  the  most 
capable  and  dedicated  members  of  South 
Carolina’s  AMA  delegation,  Dr.  John  Simmons. 
John  has  been  recognized  by  physicians  over  the 
country  as  a leader,  thoughtful  and  articulate.  The 
House  of  Delegates  of  the  AMA  has  been  enriched 
by  his  presence.  The  physicians  of  South  Carolina 
owe  John  a debt  of  gratitude  for  his  exemplary  ser- 
vice. I personally  miss  his  wise  counsel  and  support. 


As  I have  stated  to  you  in  the  past,  our  delegation 
serves  at  your  pleasure  and  at  your  direction.  We 
will  do  our  best  to  reflect  your  ideas,  thoughts  and 
interests  at  a national  level.  The  American  Medi- 
cal Association  is  a powerful,  dedicated  organiza- 
tion working  on  behalf  of  you,  its  constituency, 
and  your  patients.  Call  upon  us,  your  SCMA  del- 
egation, if  we  can  be  of  service. 
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INTRODUCTION 

Sarcoidosis  is  a multisystem  granulomatous  dis- 
ease of  unknown  etiology.  The  lung  is  the  most 
common  organ  affected  with  sarcoidosis.  Pulmo- 
nary involvement  can  range  from  an  asymptom- 
atic state,  where  a radiographic  abnormality  is 
detected  on  a screening  chest  radiograph,  to  end- 
stage  fibrocystic  disease  that  may  result  in  respira- 
tory failure  and  death.  The  diagnosis  is  sometimes 
straight-forward  when  the  chest  radiograph  shows 
typical  findings  of  pulmonary  sarcoidosis,  but 
many  times  the  diagnosis  is  unsuspected  and  the 
patient  may  not  be  correctly  diagnosed  for  years 
after  the  onset  of  pulmonary  symptoms.  Treatment 
of  pulmonary  sarcoidosis  has  not  been  standard- 
ized. It  is  often  problematic  to  decide  which  pa- 
tients with  pulmonary  sarcoidosis  should  be  treated 
with  corticosteroids  and  how  to  monitor  patients 
whether  or  not  they  have  received  therapy.  This 
manuscript  will  outline  clinical  aspects  of  pulmo- 
nary sarcoidosis  and  hopefully  will  be  a useful  aid 
to  clinicians  caring  for  these  patients. 

THE  IMMUNOLOGIC  BASIS  OF 
PULMONARY  INVOLVEMENT 

The  early  sarcoid  reaction  is  characterized  by  the 
accumulation  of  activated  CD4  T-lymphocytes  and 
macrophages  causing  an  inflammatory  alveolitis.1 
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These  activated  T-lymphocytes  secrete  interferon- 
gamma,  IL-2  and  other  cytokines  that  lead  to  the 
formation  of  granulomas.  The  production  of  this 
set  of  cytokines  has  been  described  as  a T-helper  1 
(Thl)  response  that  has  been  observed  in  other 
granulomatous  diseases.2 

So  it  is  clear  that  macrophages  and  T-lympho- 
cytes  are  first  activated  causing  an  inflammatory 
alveolitis,  then  cytokines  are  produced  that  result 
in  granulomas.  But  what  causes  the  initial  activa- 
tion of  the  macrophages  and  lymphocytes?  The  an- 
swer to  this  question  remains  unknown,  and  the 
cause  of  sarcoidosis  remains  a mystery.  It  is  thought 
that  exposure  to  some  antigen  triggers  a cell-me- 
diated immunity  response  mediated  through  anti- 
gen presenting  cells  and  antigen-specific 
T-lymphocytes  which  eventually  leads  to  a more 
nonspecific  inflammatory  response  with  granuloma 
formation.  However  no  “sarcoidosis  antigen”  has 
yet  been  found. 

NATURAL  COURSE 

The  natural  course  of  pulmonary  sarcoidosis  is 
highly  variable.  Unlike  most  other  interstitial  lung 
diseases,  remission  and  resolution  are  common  so 
that  many  patients  are  best  served  by  avoiding  use 
of  potentially  toxic  therapy.  Thirty  to  60  percent  of 
patients  are  asymptomatic  such  that  sarcoidosis  is 
detected  by  an  incidental  finding  on  a chest  radio- 
graph.3 

Abnormalities  seen  on  the  chest  radiograph  of 
patients  with  untreated  pulmonary  sarcoidosis  re- 
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solve,  improve  or  stabilize  in  60  to  90  percent.4 
The  radiographic  response  is  better  and  complete 
resolution  occurs  more  frequently  in  patients  with 
hilar  adenopathy  alone  on  the  initial  chest  radio- 
graph (radiographic  Stage  I)  than  in  those  with 
varying  degrees  of  parenchymal  infiltration  (radio- 
graphic  Stages  II  and  III).5  Remissions  often  occur 
within  the  first  six  months  after  diagnosis,  although 
it  may  take  two  to  five  years.6 

Ten  to  thirty  percent  of  patients  develop  chronic 
pulmonary  disease.  Some  of  these  patients  have 
not  only  persistent  but  progressive  disease  result- 
ing in  severe  fibrotic  and  cystic  changes,  volume 
loss,  lung  distortion,  and  end-stage  honeycombed 
lung  (radiographic  Stage  IV).3  Fatalities  ascribed 
to  sarcoidosis  occur  in  one  to  six  percent  of  pa- 
tients, and  three-fourths  of  these  deaths  are  related 
to  chronic  progressive  pulmonary  disease7  includ- 
ing complications  from  aspergilloma. 

Because  sarcoidosis  is  a systemic  disease,  the 
prognosis  of  sarcoidosis  cannot  be  determined 
solely  on  the  outcome  of  pulmonary  involvement 


without  considering  the  extrapulmonary  manifes- 
tations of  the  disease.  As  mentioned  above,  three- 
fourths  sarcoidosis-related  deaths  are  the  result  of 
pulmonary  involvement.  Sarcoidosis  of  the  heart 
and  central  nervous  system  account  for  most  of  the 
remaining  deaths. 

The  prognosis  of  pulmonary  sarcoidosis  corre- 
lates with  several  extrapulmonary  factors.  The  pres- 
ence of  erythema  nodosum,  arthritis,  or  fever  at 
presentation,  known  as  Lofgren’s  Syndrome,  is  as- 
sociated with  a good  prognosis,  while  disfiguring 
cutaneous  lesions,  known  as  lupus  pernio,  splenom- 
egaly, or  bone  involvement  is  associated  with  a poor 
prognosis.5,6  The  disease  has  a worse  prognosis  in 
black  patients8  and  patients  with  disease  onset  af- 
ter age  40.6 

THE  LOCATION  OF  PULMONARY 
INVOLVEMENT 

The  granulomatous  inflammation  of  sarcoidosis 
can  occur  anywhere  in  the  lung,  but  it  has  a pro- 
pensity for  certain  locations.  Granulomas  are  seen 


Figure  1.  Chest  CT  scan  of  a patient  with  pulmonary  sarcoidosis  showing  alveolar  infiltrates.  The  left 
lung  infiltrates  are  most  prominent  along  the  bronchovascular  bundle:  note  how  the  infiltrates  follow 
the  airway  (arrow). 
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Figure  2.  Chest  radiograph  of  a patient  with  newly-diagnosed  sarcoidosis  demonstrat- 
ing bilateral  hilar  adenopathy,  right  paratracheal  adenopathy,  and  normal  lung  pa- 
renchyma - a stage  I chest  radiograph. 


throughout  both  lungs  but  tend  to  occur  in  the  up- 
per two  thirds  of  the  lung.  Granulomas  are  com- 
monly found  along  the  broncho  vascular  bundles, 
in  subpleural  locations,  and  in  the  intralobular 
septa.  Granulomas  are  found  in  airways  in  45  to 
70  percent  of  patients,  and  sometimes  cause  sig- 
nificant airway  distortion  resulting  in  airflow  ob- 
struction. 

Sarcoidosis  commonly  affects  intrathoracic 
lymph  nodes,  and  bilateral  hilar  lymphadenopa- 
thy  (often  with  concomitant  right  paratracheal  ad- 
enopathy) is  found  in  50  to  85  percent  of  cases.3 
Although  bilateral  hilar  adenopathy  may  be  found 
with  malignancy  (particularly  lymphoma),  malig- 
nancy rarely  causes  bilateral  hilar  adenopathy  in 
the  absence  of  symptoms,  and  sarcoidosis  is  al- 
most always  the  correct  diagnosis  in  these  cases.9 

As  mentioned  above,  ten  to  30  percent  of  pa- 
tients with  sarcoidosis  develop  progressive 
fibrocystic  disease  with  lung  distortion  and  hon- 
eycombing. Bronchiectasis  may  be  seen  in  these 
cases  as  this  lung  distortion  affects  airways.  This 
may  lead  to  severe  airflow  obstruction.  Sarcoido- 


sis may  involve  the 
pulmonary  vascula- 
ture and  occasionally 
cause  significant  pul- 
monary hyperten- 
sion. Although  one 
third  of  sarcoidosis 
patients  who  undergo 
pleural  biopsy  have 
evidence  of  pleural  in- 
volvement, only  one 
percent  have  radio- 
graphic  evidence  of 
pleural  disease  with 
pleural  effusion  or 
thickening. 

CLINICAL 
FEATURES 

The  symptoms  of 
pulmonary  sarcoido- 
sis are  nonspecific. 
Cough  and  dyspnea 
are  common.  Chest 
pain  is  also  common 
and  is  usually  sub- 
sternal  and  pleuritic.10  Although  sarcoidosis  is 
thought  of  as  an  interstitial  lung  disease,  as  previ- 
ously mentioned  the  disease  can  involve  the  air- 
ways and  wheezing  may  be  a predominant 
symptom.  Systemic  symptoms  such  as  fever,  night 
sweats  and  weight  loss  are  frequent.  Patients  may 
also  present  with  extrapulmonary  symptoms  of  dis- 
ease such  as  Lofgren’s  syndrome  (erythema 
nodosum,  arthritis,  fever  with  hilar  adenopathy  on 
chest  radiograph),  uveitis  or  other  eye  manifestions, 
or  skin  lesions.  End-stage  fibrocystic  sarcoidosis 
patients  may  have  profound  dyspnea,  copious  spu- 
tum production  if  they  have  bronchiectasis,  and  he- 
moptysis if  they  have  bronchiectasis  or  an 
aspergilloma. 

The  chest  exam  is  usually  unrevealing  in  sar- 
coidosis. Unlike  other  interstitial  lung  diseases,  the 
chest  is  usually  silent  in  pulmonary  sarcoidosis  and 
crackles  are  rarely  heard.  The  physical  exam  is  of- 
ten most  useful  in  identifying  extrapulmonary  mani- 
festations of  disease  such  as  skin  lesions,  eye 
abnormalities,  hepatosplenomegaly,  parotid  en- 
largement, peripheral  lymphadenopathy,  and  neu- 
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rologic  abnormalities  (eg.  Bell’s  Palsy). 

Chest  radiographs  are  abnormal  in  more  than 
90  percent  of  patients  with  pulmonary  sarcoido- 
sis.3 The  most  characteristic  finding  is  bilateral  hi- 
lar adenopathy  in  50  to  85  percent  of  cases. 
Concomitant  right  paratracheal  adenopathy  is  com- 
mon. Lymph  node  enlargement  is  less  common  at 
other  nodal  sites  but  can  often  be  detected  on  chest 
CT.  Thoracic  lymphadenopathy  can  be  identified 
on  chest  CT  in  most  interstitial  lung  diseases11;  but 
when  the  thoracic  lymph  nodes  are  greater  than 
1.5  cm,  the  diagnosis  is  usually  sarcoidosis.11  Ob- 
viously malignancy  (eg.  lymphangitic  spread  of 
carcinoma)  needs  to  be  excluded  in  these  cases. 
Parenchymal  infiltrates  are  present  in  25  to  50  per- 
cent of  cases.3  These  infiltrates  are  often  bilateral 
and  preferentially  involve  the  upper  lobes.  These 
infiltrates  are  usually  central  which  is  consistent 
with  the  fact  that  the  disease  predominates  along 
the  bronchovascular  bundles  (Figure  1).  These  in- 
filtrates are  usually  reticular,  reticulonodular,  or 
focal  alveolar  opacities.3 

A radiographic  staging  system  for  sarcoidosis 
was  developed  four  decades  ago  (Table  1 , Figures 
2,3.)12  When  examining  groups  of  patients  of  dif- 
ferent radiographic  stages,  patients  of  higher  ra- 
diographic stage  have  more  severe  pulmonary 
dysfunction,  lower  remission  rates,  and  higher 
mortality. 3-6,9  However  there  is  significant  overlap 
between  the  groups  such  that  predictions  for  indi- 
vidual patients  are  not  reliable  by  radiographic 
stage  alone.  One  consistent  finding  is  that  patients 
with  stage  IV  chest  radiographs  almost  never  un- 
dergo spontaneous  remission.3 

The  severity  of  disease  on  chest  radiograph  cor- 
relates poorly  with  clinical  or  functional  impair- 
ment.3 Pulmonary  function  may  be  normal  in 
patients  with  significant  parenchymal  disease  on 
chest  radiograph  (stage  II  or  III),  although  it  is  un- 
usual for  pulmonary  function  to  be  normal  in  pa- 
tients with  fibrocystic  disease  (radiographic  stage 
IV).  Pulmonary  function  tests  may  show  a restric- 
tive ventilatory  defect  and  a decreased  diffusing 
capacity  typical  of  an  interstitial  lung  disease.  How- 
ever, some  patients  with  significant  airway  involve- 
ment may  demonstrate  an  obstructive  ventilatory 
defect,  and  such  patients  are  sometimes  a misdi- 
agnosed as  having  asthma. 


DIAGNOSIS 

The  diagnosis  of  pulmonary  sarcoidosis  requires  a 
compatible  clinical  presentation,  histologic  dem- 
onstration of  noncaseating  granulomas  and  exclu- 
sion of  other  diseases  capable  of  producing  a 
similar  histologic  or  clinical  picture.  Specifically, 
tuberculosis  and  fungal  pulmonary  disease  need  to 
be  excluded,  and  stains  and  cultures  for  mycobac- 
teria and  fungi  should  routinely  be  obtained  when 
performing  a lung  biopsy  for  the  diagnosis  of  sar- 
coidosis. Another  disease  that  needs  to  be  excluded 
is  chronic  beryllium  disease  that  can  mimic  pul- 
monary sarcoidosis  radiographically  and  histologi- 
cally. Patients  with  presumed  sarcoidosis  should 
be  questioned  about  beryllium  exposure,  although 
patients  may  be  unaware  of  exposure;  a minor  ex- 
posure can  cause  disease.  A lymphocyte  stimula- 
tion test  for  beryllium  (blood  test)  is  moderately 
sensitive  and  highly  specific  for  chronic  beryllium 
disease. 

Transbronchial  lung  biopsy  is  the  recommended 
method  to  obtain  adequate  lung  biopsy  specimens 
for  the  diagnosis  of  pulmonary  sarcoidosis.  Five 
biopsy  specimens  are  usually  adequate  to  demon- 
strate noncaseating  granulomas.13  The  sensitivity 
of  transbronchial  biospy  ranges  from  60  to  97  per- 
cent.3 Although  the  yield  is  usually  higher  in  pa- 
tients with  parenchymal  disease,  the  yield  is  over 
70  percent  in  patients  with  normal  lung  parenchyma 
on  chest  radiograph  and  bilateral  hilar  adenopathy 
(stage  I).3 

There  are  several  instances  where  lung  biopsy 
is  not  required  to  diagnose  pulmonary  sarcoidosis. 
The  patient  may  have  evidence  of  extrapulmonary 
sarcoidosis  that  may  be  more  easily  or  safely 
biopsied.  For  example,  a patient  may  have  a chest 
radiograph  consistent  with  sarcoidosis  and  a skin 
lesion  that  may  be  biopsied.  Although  there  may 
not  be  histologic  confirmation,  pulmonary  sarcoi- 
dosis can  be  assumed  if  the  clinical  presentation  is 
compatible  with  sarcoidosis,  a biopsy  of  an 
extrapulmonary  site  demonstrates  noncaseating 
granulomas,  and  a chest  radiograph  shows  diffuse 
infiltrates,  bilateral  hilar  adenopathy,  and/or  upper 
lobe  fibrosis.14 

Another  instance  in  which  a lung  biopsy  may 
not  be  required  for  the  diagnosis  of  pulmonary  sar- 
coidosis is  when  the  clinical  presentation  is  typi- 
cal of  the  disease.  An  example  would  be  Lofgren's 
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Figure  3.  Chest  radiograph  of  the  sarcoidosis  patient  from  Figure  1 taken  two 
years  later.  The  hilar  and  paratracheal  adenopathy  is  still  present  but  has  de- 
creased in  size.  Pulmonary  infiltrates  are  now  seen  - stage  II  chest  radiograph. 


Syndrome:  hilar  adenopathy  on  chest  radiograph, 
erythema  nodosum  skin  lesions,  fever,  and  arthri- 
tis. Unless  some  other  cause  of  this  clinical  syn- 
drome can  be  identified  (eg.  coccidiodmycosis), 
most  clinicians  would  accept  this  clinical  presen- 
tation as  specific  enough  to  make  a clinical  diag- 
nosis of  sarcoidosis.  As  mentioned  previously, 
asymptomatic  patients  with  bilateral  hilar  adenopa- 
thy almost  always  have  sarcoidosis  and  a biopsy  is 
usually  not  required  in  these  patients.9  An  elevated 
angiotensin  converting  enzyme  level  is  never  di- 
agnostic of  sarcoidosis  because  it  is  nonspecific 
and  elevated  in  several  other  diseases. 

TREATMENT 

The  decision  to  treat  a medical  condition  depends 
upon  several  factors  that  include  the  natural  his- 
tory of  the  disease,  the  expected  response  to  treat- 
ment, and  the  toxicity  of  therapy.  Pulmonary 
sarcoidosis  poses  unique  treatment  dilemmas  be- 
cause, unlike  most  interstitial  lung  diseases,  the 
disease  may  remit  or  stabilize  without  therapy. 

Since  corticosteroids  may  cause  significant  tox- 


icity, their  use  is  not  jus- 
tified in  asymptomatic 
patients  or  those  with 
mild  disease  that  may 
spontaneously  remit.  For 
patients  with  clinical 
findings  that  predict 
spontaneous  remission 
(e.g.  erythema  nodosum), 
the  benefits  of  treatment 
are  often  exceeded  by  the 
toxicity  of  systemic  cor- 
ticosteroids. Often  these 
patients  can  be  managed 
with  palliative  therapy: 
non-steroidal  anti-in- 
flammatory agents  for 
arthralgias  and  fever,  or 
bronchodilators  and  in- 
haled corticosteroids  for 
wheezing  and  cough. 

Many  patients 
with  pulmonary  sarcoi- 
dosis will  have  spontane- 
ous improvement  or 
remission  within  six 
months  of  diagnosis.15  Therefore,  it  is  recom- 
mended that  patients  with  mild  to  moderate  pul- 
monary sarcoidosis  be  observed  for  two  to  six 
months,  if  possible.1516  Patients  who  improve  will 
have  avoided  the  toxicity  of  corticosteriods,  while 
patients  who  deteriorate  over  this  period  should  be 
treated.  Patients  with  pulmonary  dysfunction  who 
neither  improve  nor  deteriorate  during  the  obser- 
vation period  are  often  given  a corticosteroid  trial.15 

Patients  with  severe  pulmonary  dysfunction  or 
pulmonary  symptoms  causing  significant  impair- 
ment should  be  treated  with  corticosteroids.  Pa- 
tients with  chronic  pulmonary  sarcoidosis  are  often 
treated  for  prolonged  periods;  sometimes  therapy 
is  life-long.  These  patients  need  long-term  moni- 
toring of  their  pulmonary  status  if  corticosteroids 
are  discontinued,  as  disease  exacerbation  can  oc- 
cur years  later.  Table  2 outlines  general  guidelines 
concerning  corticosteroid  treatment  decisions  for 
sarcoidosis. 

Corticosteroids  have  been  shown  to  improve 
radiographic  findings  and  spirometry  relative  to 
placebo  for  several  months  as  initial  treatment  of 
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Figure  4.  The  six  phases  of  corticosteroid  treatment  of  acute  pulmonary  sarcoidosis.  Initial  dosing  (phase  1)  is 
with  high-dose  corticosteroids  which  is  tapered  to  a maintenance  dose  (phase  2).  Maintenance  dosing  (phase  3) 
is  continued  until  a decision  is  made  to  taper  off  corticosteroids  (phase  4).  Patients  must  be  monitored  once 
therapy  has  been  discontinued  (phase  5).  Therapy  must  be  reinstituted  if  relapse  occurs  (phase  6). 


pulmonary  sarcoidosis.1718  However,  a long-term 
benefit  of  corticosteroids  has  not  been  demon- 
strated (five  or  more  years  after  therapy.)1719  A re- 
cent study20  suggested  that  corticosteroids  may 
promote  relapse  of  sarcoidosis,  although  this  study 
was  retrospective  and  the  untreated  and  corticos- 
teroid groups  were  not  matched. 

The  granulomatous  inflammation  from  sarcoi- 
dosis usually  lasts  from  several  months  to  years. 
The  initial  intent  of  anti-inflammatory  therapy  is 
suppression  of  the  acute  inflammation.  Subse- 
quently, anti-inflammatory  therapy  is  required  to 
avoid  recrudescence  of  a clinically  significant  in- 
flammatory response.  At  some  point,  a decision  to 
withdraw  anti-inflammatory  therapy  is  made  and 
the  patient  is  monitored  for  relapse.  Therefore, 
treatment  of  pulmonary  sarcoidosis  with  corticos- 
teroids can  be  categorized  into  six  different  phases21 
(Figure  4):  initial  dosing,  taper  to  maintenance, 
maintenance  dosing,  corticosteroid  taper,  monitor- 
ing off  therapy,  and  treatment  of  relapse.  Neither 


the  doses  nor  the  time  period  of  these  six  phases 
has  been  standardized. 

Initial  dosing : The  initial  starting  prednisone 
dose  is  usually  30  to  40  mg  daily,16-22  although  one 
mg/kg/day  has  also  been  recommended.23  It  has 
been  suggested  that  higher  initial  dosing  may  be 
required  if  concomitant  neurologic,  myocardial,  or 
severe  ocular  lesions  are  present  or  for  severe  hy- 
percalcemia.22 

Taper  to  maintenance : Symptomatic  improve- 
ment usually  occurs  within  a month,  and  tapering 
from  these  corticosteroid  doses  is  usually  begun 
within  two  to  six  weeks.16-23  Failure  to  improve 
within  one  month  suggests  either  that  the  disease 
is  steroid-resistant  or  pulmonary  sarcoidosis  is  not 
responsible  for  the  pulmonary  dysfunction.  It  is  un- 
usual for  longer  trials  at  these  high  doses  to  be  suc- 
cessful.16 Tapering  to  a maintenance  dose  is  usually 
completed  in  one  to  three  months,22-23  although  a 
slower  taper  to  maintenance  over  six  months  has 
also  been  suggested. 
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The  decision  to  taper  corticosteroids  is  based 
on  improvement  in  pulmonary  symptoms  and  pul- 
monary function.16,23  Spirometry  is  adequate  to  as- 
sess pulmonary  function  in  most  cases. 
Measurement  of  diffusing  capacity  rarely  adds  ad- 
ditional information,  since  spirometry  and  diffus- 
ing capacity  have  a concordant  response  in 
two-thirds  of  cases;  these  tests  move  in  opposite 
directions  only  five  percent  of  the  time.24  Some  au- 
thors15 have  used  the  chest  radiograph  to  monitor 
the  clinical  status  of  pulmonary  sarcoidosis  pa- 
tients. However,  pulmonary  function  and  chest  ra- 
diographic findings  are  insufficient  indications  for 
corticosteroid  modification  without  compelling 
pulmonary  symptoms.20 

Since  most  patients  with  acute  pulmonary  sar- 
coidosis will  improve  with  the  initial  high  doses 
of  corticosteroids,  monitoring  for  relapse  first  be- 
comes an  issue  during  the  “taper  to  maintenance” 
phase.  In  terms  of  monitoring,  it  is  important  to 
note  that  measurements  of  “active”  granulomatous 
inflammation  such  as  1)  serum  angiotensin  con- 
verting enzyme  (SACE)  2)  bronchoalveolar  lav- 
age (BAL)  cell  count  differentials  and  3)  gallium 
radionuclide  scans  are  not  routinely  used  to  guide 
treatment  decisions  because  no  data  exist  to  sup- 
port the  contention  that  therapy  based  solely  on 
the  results  of  any  of  the  indices  of  activity  will  al- 
ter the  eventual  outcome  of  a patient  with  sarcoi- 
dosis. This  is  because  the  granulomatous 
inflammation  detected  by  these  tests  often  sponta- 
neously resolves  in  sarcoidosis.  Most  permanent 
organ  dysfunction  in  sarcoidosis  relates  to  the  de- 
velopment of  fibrosis,  and  it  is  unclear  if  this  is 
dependent  solely  on  the  presence  or  degree  of  the 
granulomatous  inflammation  or  if  other  additional 
factors  are  required.1 

Maintenance  dosing : The  recommended  main- 
tenance corticosteroid  doses  is  ten  to  15  mg  daily,22 
although  0.25  mg/kg/day  has  been  suggested.23  The 
duration  of  maintenance  is  controversial.  Some 
have  suggested  that  corticosteroids  can  be  discon- 
tinued as  early  as  six  months  after  starting  therapy.16 
However,  others  have  shown  that  when  corticos- 
teroid therapy  is  continued  for  at  least  one  year 
relapse  is  less  common23  and  long-term  pulmonary 
function  is  slightly  improved.24  These  benefits  must 
be  weighed  against  the  increased  risk  of  side-ef- 
fects from  prolonged  therapy,24  almost  all  of  which 


are  transient  (e.g.  weight  gain,  gastrointestinal  dis- 
turbance, acne).  Alternate  day  dosing  may  reduce 
the  prevalence  of  corticosteroid  side-effects,  but 
patient  compliance  with  this  dosing  schedule  is 
often  poor.22 

Corticosteroid  taper.  The  maintenance  dose  is 
usually  continued  until  the  decision  to  taper  the 
patient  completely  off  corticosteroids  is  made, 
which  is  usually  done  over  a six  week  to  three 
month  period.23  Doses  are  not  routinely  tapered 
more  rapidly  than  every  two  weeks,  since  this  is 
usually  the  minimal  amount  of  time  for  clinical 
relapse  to  occur  if  anti-inflammatory  therapy  is 
inadequate. 

Monitoring  off  therapy.  Pulmonary  symptoms 
and  spirometry  are  the  most  useful  parameters  to 
monitor  when  deciding  if  corticosteroid  therapy 
should  be  reinstituted.  Tests  of  active  granuloma- 
tous inflammation  such  as  SACE,  BAL  and  gal- 
lium scans  are  not  useful  guides  for  therapy, 
relapse,  or  prognosis  and  should  not  be  used  for 
monitoring  purposes. 

Although  it  has  been  recommended  that  patients 
be  monitored  for  one  year  off  therapy  until  sarcoi- 
dosis is  considered  arrested,  20  percent  of  relapses 
occur  more  than  one  year  after  cessation  of  corti- 
costeroid therapy,  and  ten  percent  beyond  two 
years.20  In  a retrospective  review,20  chest  radio- 
graphic  stage  and  race  did  not  correlate  with  the 
rate  of  relapse.  Relapse  was  more  frequent  in  pa- 
tients who  were  treated  with  corticosteroids,  al- 
though the  corticosteroid  group  may  have  had  more 
severe  disease  at  baseline.  Erythema  nodosum  at 
presentation  was  associated  with  a lower  rate  of 
relapse.  Based  on  these  data,  it  seems  intuitive  to 
observe  patients  who  have  been  treated  with  corti- 
costeroids for  pulmonary  sarcoidosis  for  at  least 
two  years.  Spirometry  and  pulmonary  symptoms 
should  monitored. 

Relapse : Relapses  occur  in  20  to  50  percent  of 
patients  in  whom  corticosteroids  are  discontin- 
ued.22 Relapses  are  treated  identically  to  initial 
treatment  with  reinstitution  of  high  dose  corticos- 
teroids for  two  to  six  weeks  followed  by  an  identi- 
cal tapering  scheme.23  Some  authors  have 
recommended  higher  maintenance  doses  or  pro- 
longing the  maintenance  period  in  patients  who 
relapse.23  Alternative  anti-inflammatory  medica- 
tions, either  used  alone  or  as  steroid-sparing  agents, 
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should  be  considered  if  daily  prednisone  doses  of 
20  mg  or  more  are  required  to  avoid  exacerbations 
of  pulmonary  sarcoidosis. 

TREATMENT  OF  CHRONIC  PULMONARY 
SARCOIDOSIS 

As  mentioned,  most  deaths  from  sarcoidosis  result 
from  progressive  pulmonary  disease.  Three-quar- 
ters of  pulmonary  sarcoidosis  patients  who  require 
corticosteroids  for  five  or  more  years  will  relapse 
when  corticosteroids  are  withdrawn.25  Almost  all 
of  these  relapses  occur  within  one  to  two  months 
of  corticosteroid  withdrawal.  Over  90  percent  of 
these  patients  can  be  maintained  on  15  mg  or  less 
of  daily  prednisone,  and  65  percent  on  ten  mg  or 
less.25  In  general,  complications  from  corticoster- 
oids are  not  frequent  or  serious  in  nature  (weight 
gain  is  most  common.)25 

Corticosteroid-dependence  should  not  be  con- 
sidered corticosteroid  failure.  The  relatively  suc- 
cessful long-term  use  of  corticosteroids  and 
relatively  few  side-effects  must  be  kept  in  mind 
when  considering  alternative  therapies,  such  as 
other  toxic  pharmacotherapy  or  lung  transplanta- 
tion. Low-dose  corticosteroid  dependence  may  be 
superior  to  alternative  therapies,  or  to  no  therapy, 
which  has  a high  likelihood  of  severe  relapse. 

ALTERNATIVE  THERAPY 

Alternative  agents  should  be  considered  for  patients 
with  pulmonary  sarcoidosis  who  fail  to  respond  to 
corticosteroid  therapy  or  cannot  tolerate  corticos- 
teroid side  effects.  Table  3 outlines  these  medica- 
tions. Of  the  alternative  agents,  methotrexate  has 
been  studied  in  most  detail.  Acute  pulmonary  sar- 
coidosis patients  given  methotrexate  (10  mg/week) 
were  shown  to  have  similar  improvement  in 
spirometry  as  patients  given  corticosteroids  (40  mg 
daily  for  two  months,  then  20  mg  daily.)26  Meth- 
otrexate is  the  only  alternative  agent  that  has  been 
shown  to  be  effective  for  chronic  sarcoidosis,  but 
long-term  treatment  with  this  drug  may  be  ham- 
pered by  the  cumulative  risk  of  hepatotoxicity. 
Other  alternative  medications  for  acute  sarcoido- 
sis that  have  shown  some  usefulness  include  aza- 
thioprine  and  pentoxifylline.  Chlorambucil  is  also 
effective  for  acute  flares  of  sarcoidosis  but  cumu- 
lative toxic  reactions,  including  the  risk  of  malig- 
nancy, prevent  its  long-term  use.  Hydroxychloroquine 


has  been  found  useful  for  cutaneous  sarcoidosis,  but 
its  efficacy  for  pulmonary  sarcoidosis  is  limited.  It 
may  be  useful  as  a corticosteroid-sparing  agent. 
Several  studies  of  inhaled  corticosteroids  for  pul- 
monary sarcoidosis  have  suggested  that  these 
agents  are  beneficial  in  pulmonary  sarcoidosis,  al- 
though other  studies  have  failed  to  demonstrate  a 
benefit. 

SUMMARY 

Pulmonary  sarcoidosis  has  a variable  natural  course 
from  an  asymptomatic  state  to  a progressive  life- 
threatening  condition.  Radiographic  abnormalities 
are  frequently  an  important  clue  to  the  diagnosis. 
The  diagnosis  usually  requires  a tissue  biopsy  that 
demonstrates  noncaseating  granulomas  that  can- 
not be  ascribed  to  another  clinical  condition.  The 
lung  may  be  biopsied,  but  extrapulmonary  sites 
may  be  biopsied  for  the  diagnosis  if  such  sites  are 
involved  with  disease.  When  the  lung  is  biopsied, 
a transbronchial  lung  biopsy  with  a flexible  bron- 
choscope is  the  procedure  of  choice,  even  if  the 
chest  radiograph  shows  thoracic  adenopathy  alone 
without  obvious  parenchymal  infiltration.  On  oc- 
casion the  diagnosis  can  be  made  on  clinical 
grounds  without  biopsy  when  the  presentation  is 
highly  specific  for  sarcoidosis,  such  as  Lofgren’s 
Syndrome.  Treatment  for  pulmonary  sarcoidosis 
has  not  been  standardized.  Since  many  patients 
have  spontaneous  remissions  and  the  benefits  of 
therapy  do  not  affect  the  long-term  outcome, 
therapy  is  reserved  for  patients  with  severe  or  pro- 
gressive pulmonary  symptoms  and/or  pulmonary 
dysfunction.  Corticosteroids  are  the  primary 
therapy  for  pulmonary  sarcoidosis.  Corticosteroid 
therapy  involves  six  phases:  initial  high  dose,  taper 
to  a maintenance  dose,  a maintenance  dose,  taper 
off  corticosteroids,  monitor  off  therapy,  and  treat- 
ment of  relapse  if  it  occurs. 
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Classification  of  Dementia  by  ICD-9-CM  Codes 

Alzheimer’s  Disease  Registry,  1998 

ALZHEIMER’S  DISEASE 

290.0  - 290.3 

Senile  or  presenile  dementia 

290.8  - 290.9 

331.0 

Alzheimer’s  disease 

MULTI-INFARCT  DEMENTIA 

290.4  - 290.43 

Arteriosclerotic  dementia 

DEMENTIA  IN  OTHER  CHRONIC  CONDITIONS 

291.2 

Alcohol  dementia 

292.82 

Drug-induced  dementia 

294.1 

Dementia  with  other  conditions 

310.10 

Organic  brain  syndrome 

331.1  - 331.9 

Other  cerebral  degeneration 

332.0-  332.1 

Parkinson’s  disease 

333.4 

Huntington’s  disease 

Table  1 


“A  population  explosion  is  occurring  among  South 
Carolina’s  older  residents.  The  65  and  older  popu- 
lation grew  by  37.1  percent  from  1980  to  1990, 
with  the  largest  percent  increase — 52.4  percent  — 
occurring  among  the  75  and  older  age  group.  South 
Carolina’s  mature  adult  population  comprised  11.3 
percent  of  the  1990  population  and  is  projected  to 
account  for  one  out  of  every  three  South  Carolin- 
ians by  the  year  2020.” 1 The  largest  increase  ex- 
pected is  in  the  over  85  age  group.  Alzheimer’s 
Disease  and  Related  Disorders  (ADRD)  are  a ma- 
jor robber  of  quality  of  life  among  this  older  popu- 
lation as  the  prevalence  of  AD  doubles  every  five 
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years  beyond  age  65. 2 Although  there  is  no  cure, 
and  treatment  is  limited,  understanding  the  changes 
associated  with  these  disorders  and  assistance  with 
how  to  cope  can  improve  the  lives  of  both  the  indi- 
vidual and  their  caregivers. 

Alzheimer’s  disease  (AD)  is  the  most  common 
cause  of  dementia  among  people  age  65  and  older. 
Dementia  can  be  defined  as  the  global  impairment 
of  intellectual  and  cognitive  functions  that  includes 
Alzheimer’s  disease,  multi-infarct  (vascular)  de- 
mentia, and  other  dementia-associated  illnesses 
including  alcoholic  dementia,  Parkinson’s  disease, 
and  Huntington’s  disease. 

The  University  of  South  Carolina  (USC)  School 
of  Public  Health,  in  cooperation  with  the  South 
Carolina  (SC)  Department  of  Health  and  Human 
Services,  the  SC  Department  of  Mental  Health,  and 
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Alzheimer's  Multi-infarct  Other 

Disease  Conditions 


□ Community  ■ Nursing  Homes 


Figure  1.  Percentage  of  Registry  cases  by  Dementia  Type 
and  Community  or  Nursing  Home  location 


60-C' 


Community  Nursing  Homes 


□ Under  65  H 65-74  ■ 75-84  D85+ 


Figure  2.  Percentage  of  AD  cases  by  Age  and  Community  or 
Nursing  Home  Location  and  Community  or  Nursing  Home 
location 


Community  Nursing  Homes 


□ White  ■African-American 


Figure  3.  Percentage  of  AD  cases  by  Ethnicity  and  Commu- 
nity or  Nursing  Home  Location 


the  USC  School  of  Medicine,  maintains  a 
statewide  registry  of  South  Carolina  residents 
diagnosed  with  Alzheimer’s  disease  and  related 
disorders  (ADRD).  All  cases  are  identified  from 
a computerized  medical  record  search  and  clas- 
sified into  three  categories  using  the  ICD-9-CM3 
codes  (Table  1). 

Since  January  1,  1988,  34,133  cases  of 
ADRD  have  been  followed.  In  1998,  the  reg- 
istry maintained  information  on  18,025  indi- 
viduals living  with  a diagnosis  of  ADRD. 
Highlights  of  the  1998  prevalence  data  in- 
clude:4 

• 74  percent  had  a diagnosis  of  Alzheimer’s 
disease 

• 14  percent  had  a diagnosis  of  dementia  due 
to  stroke. 

• 41  percent  of  those  with  Alzheimer’s 
disease  were  first  identified  to  the 
Registry  between  the  ages  of  75  and  84. 

• 46  percent  of  those  with  Alzheimer’s 
disease  are  currently  85  years  or  older. 

• 40  percent  of  those  with  Alzheimer’s 
disease  who  reside  in  the  community  are 
currently  85  years  or  older. 

• 51  percent  of  those  with  Alzheimer’s 
disease  living  in  nursing  homes  are 
currently  85  years  or  older. 

• More  women  than  men  are  affected  with 
Alzheimer’s  disease  and  multi-infarct 
dementia 

• African  Americans,  who  comprise  nearly 
30  percent  of  the  adult  South  Carolina 
population,  are  over-represented  in  all 
dementia  categories  (over  40  percent  in 
each  category). 

• 49  percent  of  those  with  Alzheimer’s 
disease  who  reside  in  the  community  are 
African  American. 

Estimates  for  the  year  2000  suggest  that, 
among  those  aged  65  and  older  in  South  Caro- 
lina, over  43,000  individuals  will  have  some 
form  of  dementia.  Approximately  65  percent 
of  those  with  dementia  have  Alzheimer's  dis- 
ease (approximately  28,000  individuals). 
These  numbers  will  almost  double  in  fifteen 
years.  Individuals  with  dementia  are  usually 
identified  to  the  registry  as  they  (or  their  fam- 
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Community  Nursing  Homes 


■ Married  □ Widowed/Divorced/Separated  □ Single 


Figure  4.  Percentage  of  AD  cases  by  marital  status  and  Com- 
munity or  Nursing  Home  location. 


ily  members)  require  public  provider  services. 

The  course  of  this  disease  varies  from  per- 
son to  person,  as  does  the  rate  of  decline.2 
Symptoms  can  last  from  two  to  twenty  years. 
Periodic  evaluations  are  necessary  to  docu- 
ment the  inevitable  changes  in  symptoms. 

The  patient’s  history  is  the  most  effective 
component  of  the  evaluation.  Having  a fam- 
ily member  or  close  friend  present  is  of  great 
importance  to  provide  additional  history,  to 
corroborate  the  patient’s  story,  and  assist  is 
identifying  needed  community  services. 

The  diagnosis  of  dementia  is  warranted 
only  if  there  is  demonstrable  evidence  of 
memory  impairment  that  along  with  the  other 
features  of  dementia,  is  of  sufficient  severity 
to  interfere  with  social  or  occupational  func- 
tioning. Other  features  of  dementia  include  im- 
paired abstract  thinking,  impaired  judgement, 
aphasia,  apraxia,  agnosia,  and  /or  personality 
change  according  to  the  DSMR-III.5  A careful  and 
targeted  history  regarding  symptoms  of  difficulty 
with  memory,  language  (finding  the  right  word), 
confused  thinking,  impaired  judgement,  lack  of 
insight  regarding  the  presence  of  these  changes  and 
later,  personality  changes  and  socially  inappropri- 
ate behavior  lead  to  a presumptive  diagnosis.  It  is 
important  to  identify  potentially  reversible  causes  of 
dementia,  including  polypharmacy. 

Opening  a discussion  of  dementia  symptoms  al- 
lows both  the  patient  and  caregiver  an  opportunity 
to  evaluate  what  is  occurring,  better  understand  the 
source  of  these  disturbing  symptoms  and  can  lead 
to  appropriate  community  support. 

Resources  are  becoming  more  available  for 
ADRD  patients.  The  Alzheimer’s  Resource  Coor- 
dination Center,  (ARCC)  established  in  1994  by  a 
Governor’s  Blue  Ribbon  Task  Force  and  the  Gen- 
eral Assembly  has  distributed  funding  statewide  to 
provide  group  and  in-home  respite  care  specifically 
for  dementia  clients  and  their  caregivers,  in  addi- 
tion to  providing  educational  programs.  A state 
Resource  Directory  of  services  available  to  those 
with  Alzheimer’s  and  their  Caregivers  is  available 
from  the  ARCC.  The  Alzheimer’s  Association  also 
provides  services  in  most  areas  of  the  state  includ- 
ing support  groups,  educational  functions  and  re- 
ferrals to  services.  The  South  Carolina  Services 
Information  System  (SCSIS)  maintains  an  800 


number  where  trained  and  caring  information  spe- 
cialists will  listen  and  help  identify  needs  and  lo- 
cate service  providers. 

Any  state  or  local  agency  may  request  the  reg- 
istry staff  to  provide  specific  data  summaries  (with- 
out identifiers).  These  requests  are  handled  on  an 
individual  basis  and  will  be  provided  free  of  charge, 
as  time  allows.  Contact  the  registry  staff  at  (803) 
777-5337  for  further  information. 
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Alzheimer’s  Disease  Referral  Sources 

ARCC,  Office  of  Senior  Services 

(803)  898-2850 

Alzheimer’s  Association  Mid-state  chapter 

(803)  772-3346 

(800)  636-3346 

Upstate  chapter 

(864)  224-3045 

(800)  273-2555 

Low  Country 

(843)  571-2641 

(800)  860-1444 

Pee  Dee  Alzheimer’s  Coalition 

(843)  673-0980 

SCSIS 

(800)  922-1107 
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During  the  1990s,  many  medical  schools  across 
the  United  States  have  been  engaged  in  a process 
of  curriculum  assessment  and  renewal.1'3  These 
efforts  have  developed  from  recognition  that  nu- 
merous changes  are  occurring  in  the  scientific,  tech- 
nologic, and  socioeconomic  realms  of  our  society 
and  that  these  are  impacting  our  health  care  deliv- 
ery system.  Medical  education  must  respond  to 
these  changes  by  educating  future  physicians  who 
can  work  effectively  in  new  health  care  systems, 
become  familiar  with  new  biomedical  paradigms 
and  meet  society’s  expectations.  The  Association 
of  American  Medical  Colleges  (AAMC)  has  de- 
veloped the  Medical  Schools  Objectives  Project 
(MSOP)4  in  response  to  the  organization’s  recog- 
nition that  many  medical  schools  are  engaged  in 
or  considering  changing  their  curricula.  Twenty- 
three  U.S.  and  Canadian  medical  schools  are  par- 
ticipating in  the  MSOP  consortium.  The  purpose 
of  this  collaboration  is  to  enable  medical  school 
faculty  to  share  experience  and  information  with 
the  goal  of  facilitating  curricular  renewal  efforts. 

The  Medical  University  of  South  Carolina  Col- 
lege of  Medicine  (COM)  is  participating  as  an 
MSOP  consortium  member.  The  COM  initiated 
substantial  curricular  changes  for  the  new  millen- 
nium in  the  fall  of  1999.  This  article  briefly  de- 
scribes the  process,  governance  and  themes  of 
curricular  renewal  at  MUSC,  the  curricular  changes 
for  the  1999-2000  and  2000-2001  academic  years, 
and  plans  for  evaluating  the  impact  of  the  new  cur- 
riculum. 


* Address  correspondence  to  Dr.  Blue  at  College 
of  Medicine  Dean’s  Office,  MUSC,  295  Calhoun 
St.,  P.O.  Box  250192,  Charleston,  SC  29425. 


PROCESS  AND  GOVERNANCE  OF 
CURRICULAR  RENEWAL 

The  MUSC  College  of  Medicine  developed  a stra- 
tegic plan  for  medical  education  in  1995-96  that 
included  objectives  for  the  undergraduate  medical 
education  program  and  competencies  for  the  medi- 
cal school  graduates.  In  spring  1998  a faculty  edu- 
cation retreat  was  held  and  outcomes  of  this  retreat 
included  recommendations  to:  a)  assume  an  “evo- 
lutionary rather  than  an  revolutionary”  approach 
to  curricular  change  at  the  institution;  b)  to  attempt 
to  maintain  a departmental  base  for  course  devel- 
opment and  administration;  and  c)  to  create  a sub- 
committee of  the  College’s  Undergraduate 
Curriculum  Committee  (UCC)  with  responsibility 
for  developing  a curricular  renewal  initiative. 

The  subcommittee  established  to  manage  the 
curricular  change  process  was  the  Curriculum  Co- 
ordinating Committee  (CCC).  It  makes  recommen- 
dations to  the  UCC,  which  has  the  ultimate 
oversight  and  responsibility  for  the  curriculum.  The 
CCC  members  include  curriculum  year  coordina- 
tors responsible  for  curricular  decisions  in  each  year 
of  the  curriculum  and  two  coordinators  responsible 
for  the  Doctoring  Curriculum  that  spans  all  four 
years  of  the  curriculum.  Two  student  representa- 
tives and  two  residents  are  also  members  as  well 
as  the  Associate  Dean  for  Students,  the  Associate 
Dean  for  Primary  Care,  and  the  Curriculum  and 
Evaluation  Coordinator. 

THEME  FOR  CURRICULUM  RENEWAL 

Information  and  data  from  several  sources  were 
used  to  develop  the  themes  for  the  COM’s  curricu- 
lum renewal.  These  included  institutional  data 
sources,  such  as  the  AAMC  Graduation  Question- 
naire data,  United  States  Medical  Licensing  Ex- 
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PREVIOUS  CURRICULUM 

NEW  CURRICULUM 

Fall  Semester: 

Fall  Semester: 

• Gross  Anatomy 

• Biochemistry 

• Embryology 

• Genetics 

• Introduction  to  Clinical  Medicine  I 

Interviewing  Skills 
-^Informatics 

Introduction  to  Psychological  and 
Psychiatric  Aspects  of  Medicine 

• Cell  and  Organ  Structure  (Anatomy,  Cell  and 
Tissue  Biology) 

• Systems  and  Processes  (Biochemistry  and 
Molecular  Genetics) 

• Cell  and  Organ  Structure  - Embryology 

• Doctoring  Curriculum  I - 

-^Physical  Examination 

Longitudinal  Patient  Care  Experience 
Behavioral  Science  in  Medical  Practice 
Medical  Informatics 
Basic  Science  Integrative  Sessions 

Spring  Semester: 

• Physiology 

• Cell,  Tissue  and  Organ  Biology 

• Neurosciences 

• Introduction  to  Clinical  Medicine  II 

-^Introduction  to  Patient  Care 

Spring  Semester: 

• Physiology 

• Cell,  Tissue  and  Organ  Biology 

• Neurosciences  (including  Neuropathology) 

• Doctoring  Curriculum  II 

Physical  Examination 
Longitudinal  Patient  Care  Experience 
Medical  Informatics 
Basic  Science  Integrative  Sessions 

Table  1:  First  Year  Curricular  Changes  at  the  Medical  University  of  South  Carolina  College  of  Medicine 

amination  (USMLE)  Step  I and  II  data,  course 
evaluation  data,  and  responses  from  faculty,  stu- 
dent and  alumni  to  surveys  about  curriculum  needs. 
The  COM’s  experience  with  its  pre-clinical,  prob- 
lem-based learning  track,  called  the  Parallel  Cur- 
riculum, has  been  invaluable  in  demonstrating  the 
feasibility  of  self-directed  learning  in  medical  edu- 
cation (one  of  the  areas  of  medical  education  revi- 
sion called  for  at  the  national  level  in  such  reports 
as  the  1984  General  Preparation  of  the  Physician 
report.5) 

The  themes  for  the  COM’s  curriculum  renewal 

• Early  exposure  of  students  to  patient  care. 

• Use  of  multiple  methods  of  learning  and 
evaluation  throughout  all  four  years  of  the 
curriculum. 

• Emphasis  on  the  preparation  of  a well-rounded, 
undifferentiated  physician. 

• Development  of  an  evaluation  system  to 
increase  faculty  and  student  accountability. 

• Development  of  students  as  medical 
professionals  with  effective  interpersonal  skills 
and  knowledge  of  issues  relating  to  the 
delivery  of  health  care. 

are: 

• Increased  integration  of  basic  and  clinical 
sciences  throughout  all  four  years  of  the 
curriculum. 

• Emphasis  on  self-directed  learning  and 
development  of  critical  thinking  skills. 

SPECIFIC  CURRICULUM  CHANGES 

Several  innovative  changes  are  to  occur  with  the 
first-  and  third-year  curricula  during  the  1999-2000 
academic  year,  with  additional  changes  for  the  first- 
year  planned  for  the  2000-2001  academic  year. 
Changes  for  curricula  years  2 and  year  4 will  be 
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PREVIOUS  CURRICULUM 
Fall  Semester: 

• General  Pathology  and  Neuropathology 

• Microbiology  and  Immunology 

• Introduction  to  Clinical  Medicine  III 
-^Physical  Diagnosis 
-^Introduction  to  Clinical  Ethics 


Spring  Semester: 

• Systemic  Pathology  and  Laboratory  Medicine 

• Pharmacology 

• Introduction  to  Clinical  Medicine  IV 
-^Introduction  to  Clinical  Reasoning 
-^Psychopathology 

-^Physical  Diagnosis 


NEW  CURRICULUM 

Fall  Semester: 

• Mechanisms  of  Disease  I (Systemic 
Pathology  & General  Pathology  with 
emphasis  on  pathophysiology) 

• Infection  and  Immunity  (Microbiology  and 
Immunology) 

• Doctoring  Curriculum  III 

Spring  Semester: 

• Mechanisms  of  Disease  II  (Systemic 
Pathology  & General  Pathology  with 
emphasis  on  pathophysiology) 

• Pharmacology  and  Therapeutics 

• Doctoring  Curriculum  IV 


Table  2:  Second  Year  Curricular  Changes  at  the  Medical  University  of  South  Carolina  Collage  of  Medicine 


implemented  during  the  year  2000-2001  academic 
year. 

CURRICULUM  YEAR  1 AND  2 CHANGES 

The  specific  curricular  changes  for  years  one  and 
two  have  been  designed  to  address  the  following 
goals  that  relate  to  curricular  renewal  themes. 

• Goal  1 ) Foster  more  substantive  coordination 
and  integration  of  semester  courses. 

• Goal  2)  Reduce  the  number  of  whole  class 
lectures  through  the  elimination  of 
redundancies,  removal  of  extraneous  course 
content  and  the  expansion  of  alternate 
learning  experiences,  such  as  small-group 
conferences,  computer-based  instruction,  and 
problem-based  learning. 

To  achieve  these  two  goals,  several  basic  sci- 
ence courses  in  Years  1 and  2 have  been  modified 
to  increase  collaboration  across  departments. 
Tables  1 and  2 present  an  overview  of  the  year  1 
and  2 of  the  previous  and  the  new  curricula.  The 
content  of  different  courses  during  each  semester 
will  be  synchronized  to  provide  optimal  coordina- 
tion. 

• Goal  3)  Provide  students  ’ earlier  exposure  to 


patient  care  and  clinical  skills. 

The  “Doctoring  Curriculum”  comprises  a new 
set  of  courses  for  Years  1 and  2 of  the  curriculum. 
The  purpose  of  the  Doctoring  Curriculum  is  to  pre- 
pare students  for  their  future  practice  as  clinicians 
by  providing  them  with  learning  experiences  in 
medical  interviewing,  the  physician-patient  rela- 
tionship, behavioral  science  in  medical  practice, 
physical  examination  and  diagnostic  skills,  clini- 
cal reasoning,  medical  informatics,  ethics  and  pro- 
fessionalism. Additional  goals  of  the  Doctoring 
Curriculum  are  to  provide  students  with  early  and 
meaningful  patient  contact,  to  integrate  the  clini- 
cal and  basic  sciences,  and  to  foster  students’  ac- 
quisition of  life-long,  self-directed  learning  skills. 

The  Doctoring  Curriculum  I and  II  in  the  first 
year  introduce  students  to  medical  interviewing 
skills,  specific  physical  examination  skills,  the  ap- 
plication of  behavioral  science  in  medical  practice, 
and  medical  informatics.  As  part  of  each  semester’s 
course,  students  will  spend  time  at  community- 
based  primary  care  physicians’  offices  in  the 
Charleston,  Berkeley  and  Dorchester  counties. 
There,  they  will  practice  their  medical  interview- 
ing skills  with  patients  and  observe  the  practice  of 
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primary  care  in  a community-based  setting.  Stu- 
dents will  participate  in  problem-based  learning 
sessions  that  present  behavioral  science  issues  rel- 
evant to  medical  practice  (see  below).  Students 
will  develop  and  refine  their  medical  informatics 
skills  through  the  completion  of  a variety  of  com- 
puter-based activities  during  the  year. 

Students  will  learn  specific  portions  of  the  physi- 
cal examination  through  both  lecture  demonstra- 
tion and  small-group  practice.  These  educational 
activities  will  be  integrated  with  the  Cell  and  Or- 
gan Structure,  Physiology,  and  Neurosciences 
courses.  For  example,  in  the  fall  semester  when 
students  are  learning  about  the  abdomen  in  Cell 
and  Organ  Structure,  they  will  learn  about  the  ab- 
dominal exam.  In  the  spring  semester  when  stu- 
dents are  learning  about  the  cardiac  system  in 
Physiology,  they  will  learn  the  cardiac  exam;  while 
learning  about  the  neurological  system  in  Neuro- 
sciences, they  will  learn  the  neurological  exami- 
nation. 


The  Doctoring  Curriculum  during  the  second 
year  of  the  curriculum  will  provide  students  addi- 
tional patient  care  experiences  through  their  work 
in  clinical  settings  and  additional  instruction  in 
physical  examination  and  diagnostic  techniques. 
The  courses  will  also  help  students  augment  their 
skills  in  the  clinical  reasoning  process,  disease  pre- 
vention/health promotion,  and  psychological  and 
psychiatric  issues  in  medical  practice  and  clinical 
ethics 

• Goal  4 ) Expand  and  improve  opportunities  for 

independent  self-directed  learning. 

Students  will  participate  in  several  experiences 
designed  to  enhance  their  abilities  to  engage  in  self- 
directed  learning.  During  the  fall  semester  of  the 
Doctoring  Curriculum,  students  will  participate  in 
problem-based  learning  sessions  that  address  be- 
havioral science  issues  relevant  to  medical  prac- 
tice. These  sessions  will  follow  a problem-based 
learning  format  in  which  students  discuss  in  small- 


PREVIOUS  CURRICULUM 

NEW  CURRICULUM 

Third  Year  Core  Clerkships: 

Third  Year  Core  Clerkships: 

• 

Family  Medicine  - 4 weeks 

• 

Deans'  Rural  Primary  Care  Clerkship  - 4 weeks 

• 

Internal  Medicine  - 8 weeks 

• 

Family  Medicine  - 4 weeks 

• 

Neurology  - 4 weeks 

• 

Internal  Medicine  - 8 weeks 

• 

Nutrition  - 1 week 

• 

Neurology  - 4 weeks 

• 

Obstetrics  and  Gynecology  - 8 weeks 

• 

Obstetrics  and  Gynecology  - 8 weeks 

• 

Pediatrics  - 8 weeks 

• 

Pediatrics  - 8 weeks 

• 

Psychiatry  - 8 weeks 

• 

Psychiatry  - 4 weeks 

• 

Surgery  - 8 weeks 

• 

Surgery  - 8 weeks 

• 

Additional  Small-Group  Case  Discussion 
Sessions  throughout  the  year 

Fourth  Year  Core  Clerkships: 

Fourth  Year  Core  Clerkships: 

• 

Internal  Medicine  - 4 weeks 

• 

Internal  Medicine  - 4 weeks 

• 

Surgery  - 4 weeks 

• 

Psychiatry  - 4 weeks 

• 

Externship  in  Internal  Medicine,  Pediatrics 

• 

Surgery  - 4 weeks 

or  Surgery  - 4 weeks 

• 

Externship  in  Internal  Medicine,  Pediatrics  or 
Surgery  - 4 weeks 

Table  3:  Third  and  Fourth  Year  Curricular  Changes  at  the  Medical  University  of  South  Carolina  Collage  of 
Medicine 
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groups  a written  patient  scenario  and  during  the 
class  discussion  identify  “learning  issues.”  Then, 
outside  of  class  time,  students  research  these  learn- 
ing issues  in  order  to  share  with  their  classmates 
during  the  next  class  session  the  information  they 
acquired. 

Another  self-directed  activity  for  students  is 
completion  of  the  “Self-Directed  Learning  Activi- 
ties Log.”  Students  are  required  to  attend  a variety 
of  clinical-based  experiences  that  integrate  the  ba- 
sic and  clinical  science  course  material  they  are 
learning  and  to  complete  medical  informatics  ac- 
tivities. Completion  of  these  activities  is  prima- 
rily self-directed  (students  complete  them  during 
their  own  time.)  Students  document  completion  of 
each  activity  in  the  Self-Directed  Learning  Activi- 
ties Log  through  acquisition  of  the  signature  of  a 
faculty  member  or  resident. 

Goal  5:  Implementation  of  an  Integrated 

Interdisciplinary  Examination  Format 

The  rationale  of  an  integrated  interdisciplinary 
examination  format  is  to  better  prepare  students 
for  the  testing  experience  of  the  United  States 
Medical  Licensing  Examination  (USMLE)  Steps  I 
and  II.  Two  integrated  term  examinations  and  an 
integrated  cumulative  final  examination  will  be 
scheduled  each  semester.  These  examinations  are 
offered  at  the  end  of  specific  examination  weeks 
during  which  no  other  formal  academic  activity  is 
permitted. 

CHANGES  IN  THE  THIRD  AND  FOURTH 
YEARS  OF  THE  CURRICULUM 

In  addition  to  the  substantive  changes  in  the  first 
two  years  of  the  curriculum,  significant  changes 
have  been  introduced  in  the  third  and  fourth  years 
of  the  curriculum  during  the  1999-2000  academic 
year,  with  additional  changes  planned.  Table  3 pro- 
vides an  overview  of  these  changes. 

Deans'  Rural  Primary  Care  Clerkship 
One  significant  addition  to  the  third  year  is  the 
Deans’  Rural  Primary  Care  Clerkship.  This  clerk- 
ship has  been  developed  in  cooperation  with  Uni- 
versity of  South  Carolina  School  of  Medicine  and 
is  a required  four- week  clerkship  for  all  third-year 
medical  students  in  South  Carolina.  Students  are 
assigned  to  primary  care  (Internal  Medicine  and 
Family  Medicine)  practice  sites  in  rural, 


underserved  communities  throughout  the  state. 
During  the  clerkship,  students  engage  in  clinical 
activities  with  their  preceptor  for  approximately  80 
percent  of  their  time.  The  remaining  20  percent  of 
students’  clerkship  time  is  directed  toward  com- 
munity-oriented primary  care  and  continuous  qual- 
ity improvement  activities  through  their 
participation  in  a community-based  health  im- 
provement project  and  home  visits  with  patients 
from  the  practice.  Goals  of  the  clerkship  are  to 
help  students  acquire  knowledge  and  skills  in  popu- 
lation-based health  care,  to  recognize  the  influence 
of  culture  on  individuals’  health  care  practices,  and 
to  better  understand  the  physician’s  role  in  the  com- 
munity beyond  that  of  a health  care  provider. 

A Required  Fourth-Year  Psychiatry  Clerkship 

The  traditional  third-year  eight-week  psychia- 
try clerkship  has  been  split  into  two  four-week 
segments — one  during  the  third  year  and  one  dur- 
ing the  fourth  year.  The  third-year  clerkship  con- 
sists primarily  of  an  in-patient  experience  on 
different  psychiatry  inpatient  units.  The  fourth- 
year  clerkship  will  be  designed  to  provide  students 
an  outpatient  psychiatric  experience  to  equip  them 
with  skills  needed  to  understand  and  address  psy- 
chiatric problems  that  are  encountered  in  non-hos- 
pital settings. 

Small-Group  Basic  Science  Integrated  Learning 
Experiences 

In  addition  to  clerkship-specific  didactic  activi- 
ties during  each  of  the  third-year  clerkships,  stu- 
dents will  engage  in  small-group,  problem-based 
learning  sessions  that  are  separate  from  clerkship 
time.  Approximately  once  every  two  weeks,  stu- 
dents will  meet  together  in  small-groups  with  fac- 
ulty members  to  discuss  particular  patient  cases. 
These  cases  will  address  patient  care  issues  that 
cut  across  medical  specialty  boundaries  and  exam- 
ine basic  science  content  as  well  as  ethical,  legal 
and  psychosocial  issues.  Small-groups  will  con- 
sist of  students  from  different  clerkships. 

Nutrition 

Nutrition  has  traditionally  consisted  of  a one- 
week  course  during  the  latter  part  of  the  third-year. 
Starting  with  the  2000-2001  academic  year,  the 
principles  of  nutrition  will  be  integrated  into  the 
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first  two  years  of  the  curriculum.  Application  of 
these  principles  will  occur  in  years  three  and  four 
through  the  small-groups  described  above,  com- 
puter-based self-instructional  modules,  and  clerk- 
ship-specific didactic  sessions. 

EVALUATION  OF  THE  CURRICULAR 
RENEWAL  EFFORT 

Multiple  methods  will  be  used  to  monitor  and 
evaluate  the  curricular  renewal  effort.  Meetings 
with  students  will  be  held  during  each  semester  to 
obtain  their  input  regarding  their  perceptions  of  the 
quality  of  the  courses  and  the  effectiveness  of  the 
instruction.  Students  will  also  formally  evaluate 
each  course  at  the  end  of  the  semester  through  the 
University’s  standardized  course  evaluation  sys- 
tem. These  course  evaluations  will  be  examined 
by  the  UCC’s  sub-committee  on  Course  Evalua- 
tion and  CCC  members  to  assess  the  effectiveness 
of  the  courses  in  addressing  students’  educational 
needs. 

Additional  sources  of  data  will  be  collected  and 
analyzed  to  determine  the  impact  of  the  curricular 
renewal  on  student  learning  and  satisfaction  with 
the  academic  environment.  These  include:  USMLE 
Step  I and  II  scores,  student  responses  to  the  AAMC 
Graduation  Questionnaire,  National  Residency 
Match  Program  data,  National  Board  of  Medical 
Examiner  subject  examinations  administered  dur- 
ing the  clerkships,  the  Student  Perception  Survey6 
(which  assesses  students’  perceptions  of  their  learn- 
ing environment  and  their  learning  experiences  in 
medical  school),  and  residency  director  question- 
naire data. 

SUMMARY 

The  MUSC  College  of  Medicine  is  engaged  in  a 
curricular  renewal  process  that  emphasizes  in- 
creased integration  of  the  basic  and  clinical  sci- 
ences throughout  all  four  years  of  the  curriculum, 
more  self-directed  learning,  and  earlier  patient  con- 
tact for  students.  Several  basic  science  courses 
have  been  modified  and  a new  “Doctoring  Cur- 
riculum” has  been  introduced  to  develop  students’ 
clinical  skills  and  preparation  for  medical  practice. 
Changes  to  the  third  year  of  the  curriculum  include 
the  new  Deans’  Rural  Primary  Care  Clerkship. 


Other  third-year  curricular  changes  include  small- 
group  case  discussion  sessions  that  emphasize  the 
integration  of  basic  and  clinical  sciences  in  medi- 
cal practice,  and  the  incorporation  of  nutrition 
throughout  all  fours  of  the  curriculum. 

The  changes  described  in  this  manuscript  are 
designed  to  address  a wide  range  of  educational 
needs  of  future  physicians,  including  the  acquisi- 
tion of  the  attributes  endorsed  by  the  AAMC 
MSOP4 — altruism,  knowledge,  skillfulness  and 
dutifulness.  This  new  curriculum  will  evolve  over 
time  and  the  goal  remains  to  help  equip  future  phy- 
sicians with  the  requisite  knowledge,  skills  and 
attitudes  for  medical  practice  in  the  new  millen- 
nium. 
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MEDICARE  UPDATE 


Medicare  Changes  for  2000 

Below  is  a summary  of  some  of  the  major  changes  in 
Medicare,  effective  January  1, 2000.  Please  refer  to  your 
December  1999  Medicare  Advisory  for  a complete  list- 
ing of  2000  updates.  Along  with  your  regular  December 
Medicare  Advisory , you  should  have  received  a special 
edition  from  Medicare  that  includes  CPT  code  updates 
for  2000.  CPT  codes  that  are  new  for  2000,  deleted,  or 
have  had  verbiage  changes  are  listed  in  this  special  Advi- 
sory edition. 

Beneficiary  Deductible , Coinsurance  and  Premiums 

Medicare  Part  B 

The  Part  B deductible  and  premium  remains  unchanged 
from  1999. 

Deductible:  $100.00 

Monthly  Premium:  $45.50 

Medicare  Part  A Hospital 

Deductible:  $776  per  benefit  period  (first  60 

days  of  hospital  confinement) 
Coinsurance:  $194  a day  for  the  61st  day 

through  the  90th  day  of  each 


benefit  period;  $388  a day  for 
longer  than  90  days 

Medicare  Part  A Skilled  Nursing  Facility 

Coinsurance:  $97.00  a day  for  the  2 1 st  for 

through  100th  day  of  each 
benefit  period 

Nurse  Practitioner  Qualifications 
Qualifications  for  NPs  established  in  the  1999  Physician 
Fee  Schedule  Regulation  unintentionally  disqualify  many 
NPs  who  are  providing  services  to  Medicare  beneficia- 
ries. HCFA  delayed  implementation  of  the  qualification 
requirements.  In  the  2000  Physician  Fee  Schedule 
Regulation,  HCFA  has  corrected  this  unintentional  dis- 
qualification by  establishing  a grandfather  provision. 

Effective  January  1,  2001,  an  NP  requesting  a Medicare 
billing  number  must  possess  a state  license  and  national 
certification.  Effective  January  1,  2003,  an  NP  request- 
ing a Medicare  billing  number  must  possess  state  licen- 
sure, national  certification  and  a master’s  degree. 

( Medicare , continued  on  page  4) 


OCCUPATIONAL  MEDICINE  UPDATE 

At  the  November  9,  1999,  meeting  of  the  SCMA's  Occupational  Medicine  Committee,  members  discussed  an 
article  written  by  F.  Earl  Ellis,  Jr.,  Esq.,  regarding  the  implications  of  the  1999  South  Carolina  Court  of  Appeals 
decision  in  Dodge  v.  Bruccoli.  Ellis'  article  reminds  physicians  that  Maximum  Medical  Improvement  does  not 
necessarily  bring  an  end  to  the  requirement  to  furnish  medical  treatment. 

Section  42-15-60  of  the  South  Carolina  Code  provides  that  an  injured  worker  is  entitled  to  have  his  medical 
treatment  paid  for  by  his  employer  under  workers'  compensation  for  a period  of  ten  weeks  to  affect  a cure  or  to 
give  relief  and  thereafter  for  such  additional  time  as  will  tend  to  lessen  the  period  of  disability.  If  the  treatment 
being  provided  by  a physician  will  “tend  to  lessen  the  period  of  disability,”  then  the  cost  of  that  treatment  should 
be  paid  for  by  the  employer  or  the  workers'  compensation  insurance  carrier.  In  the  past,  many  people  have 
interpreted  the  date  of  maximum  medical  improvement  (the  date  in  which  the  injured  worker's  medical  condition 
has  plateaued)  as  being  the  absolute  time  for  ending  medical  treatment.  That  is  not  necessarily  so.  The  workers' 
compensation  law  recognizes  maximum  medical  improvement,  as  the  date  at  which  the  medical  impairment  has 
plateaued  and  that  no  additional  medical  treatment  will  change  the  medical  impairment.  However,  the  disability 
may  be  significantly  affected  by  continued  treatment  or  the  lack  of  continued  treatment.  Disability  is  defined  as 
the  incapacity  to  earn  wages  due  to  an  injury. 

(Occupational  Medicine,  continued  on  page  4) 


DO  YOU  NEED  A CON? 


Are  South  Carolina  physicians  subject  to  Certificate 
of  Need  (CON)  requirements?  The  answer  may  be  yes— 
and  you  need  to  be  sure,  before  you  buy  any  major  medi- 
cal equipment.  Under  current  state  requirements,  any  ac- 
quisition of  medical  equipment  to  be  used  for  treatment 
or  diagnosis  of  patients  which  exceeds  $600,000  must 
first  obtain  CON  approval.  That  $600,000  includes  not 
only  the  value  or  purchase  price  of  the  equipment  (even 
if  the  equipment  is  leased,)  but  also  the  installation  costs, 
and  the  real  estate  value  of  the  office  space  used  to  house 
the  equipment  (once  again,  even  if  the  space  is  leased.) 

If  you  own  a health  care  facility— for  example,  an 
ambulatory  surgery  center  or  radiation  therapy  center, 
your  facility  is  subject  to  different  CON  regulations.  In 
health  care  facilities,  even  projects  which  are  below  the 
$600,000  threshold  may  require  CON  review.  You  will 
need  to  check  the  current  South  Carolina  Health  Plan.  If 
your  proposed  project  involves  a capital  expenditure,  and 
the  proposed  service  is  covered  by  a specific  standard  in 
the  plan,  (examples  include  lithotripsy  and  magnetic  reso- 
nance imaging,)  you  will  need  to  obtain  a CON  approval 
regardless  of  the  project’s  cost. 


Ambulatory  surgery  centers  wishing  to  add  oper- 
ating rooms  must  receive  CON  approval,  regardless 
of  the  project’s  cost. 

Ambulatory  surgery  centers  or  radiation  therapy 
centers  that  propose  to  spend  more  than  $1  million 
for  construction  or  renovation  must  obtain  CON  ap- 
proval. 

If  you  are  subject  to  CON  requirements,  you  must 
apply  for  and  receive  your  CON  before  you  begin  the 
proposed  project— that  means  before  you  purchase  or 
lease  the  equipment,  before  you  begin  building  your 
facility,  and  before  you  execute  a real  estate  lease. 

DHEC  strongly  recommends  that  any  physician  or 
health  care  facility  that  plans  to  purchase  or  lease  major 
medical  equipment,  or  plans  to  renovate  or  offer  new 
services  in  a licensed  ambulatory  surgical  facility  or 
radiation  therapy  center  contact  the  DHEC  CON  pro- 
gram for  a determination  of  CON  applicability.  You 
may  write  or  call  Mr.  Leon  B.  Frishman,  Director, 
Health  Facilities  and  Services  Development  Branch, 
DHEC,  2600  Bull  St.,  Columbia,  SC  29201.  The  tele- 
phone number  is  (803)  737-7200. 


QUESTIONS  ABOUT  MEDICAL  RECORDS? 


Does  your  office  have  questions  regarding  patients’  medi- 
cal records?  Let  us  help  you  answer  some  of  the  most  com- 
mon questions. 

Q.  HOW  LONG  ARE  WE  REQUIRED  TO  KEEP  A 
PATIENT’S  MEDICAL  RECORDS? 

According  to  Section  44-115-120  of  the  South  Carolina 
Physicians’  Patient  Records  Act,  “physicians  shall  retain 
their  records  for  at  least  ten  years  for  adult  patients  and  at 
least  thirteen  years  for  minors.  These  minimum 
recordkeeping  periods  begin  to  run  from  the  last  date  of 
treatment.  After  these  minimum  recordkeeping  periods, 
the  records  may  be  destroyed.’’ 

Q.  ITTAKES  TIME  AND  STAFFTO  COPY  MEDICAL 
RECORDS.  CAN  WE  CHARGE  FOR  COPYING 
RECORDS? 

It  depends  on  whom  the  records  are  being  copied  for.  Sec- 
tion 44-115-80  states,  “A  physician  may  charge  a fee  for 
the  search  and  duplication  of  a medical  record,  but  the  fee 
may  not  exceed  sixty-five  cents  per  page  for  the  first  30 
pages  and  fifty  cents  per  page  for  all  other  pages,  and  a 
clerical  fee  for  searching  and  handling  not  to  exceed  fif- 
teen dollars  per  request  plus  actual  postage  and  applicable 
sales  tax.  A physician,  health  care  provider,  or  other  owner 
of  medical  records  must  provide  a patient’s  medical  records 
at  no  charge  when  the  patient  is  referred  by  the  physician, 


health  care  provider,  or  an  employee,  agent,  or  contract 
owner  of  the  record  to  another  physician  or  health  care 
provider  for  continuation  of  treatment  for  a specific  con- 
dition or  conditions.  The  physician  may  charge  a pa- 
tient or  the  patient’s  representative  no  more  than  the 
actual  cost  of  reproduction  of  an  X-ray.  Actual  cost 
means  the  cost  of  materials  and  supplies  used  to  dupli- 
cate the  X-ray  and  the  labor  and  overhead  costs  associ- 
ated with  the  duplication.” 

“When  making  a request  for  medical  information  in- 
volves more  than  making  copies  of  existing  documents, 
a physician  may  charge  reasonable  fees,  exclusive  of  those 
fees  charged  for  copying  the  medical  record,  for  providing 
this  service,”  according  to  Section  44-115-90. 

However,  under  Section  44-115-100,  the  law  states  that 
Sections  44-115-80  and  44-115-90  are  not  applicable  to 
requests  for  information  made  in  relation  to  health  in- 
surance claims.  Specifically,  “The  provisions  of  Sec- 
tions 44- 1 15-80  and  44- 1 15-90  do  not  apply  to  requests 
for  medical  information  necessary  to  process  a health 
insurance  claim  made  by  a patient  or  on  behalf  of  the 
patient  by  a health  insurance  carrier  or  health  insurance 
administrator  for  services  rendered  by  the  physician  from 
whom  the  information  is  requested.” 

For  answers  to  questions  like  these  dealing  with  patient 
records  please  contact  the  SCMA  Medical  Economics 
Department  at  (800)  327-1021,  ext.  236. 
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PHYSICIANS  CARE  NETWORK  UPDATE 

Currently,  there  are  8,425  participating  physician  locations,  901  participating  ancillary  locations  and  97  partici- 
pating hospitals.  PCN  has  112  contracted  groups  with  62,475  covered  lives.  We  will  continue  to  provide  infor- 
mation as  contracts  are  received. 


NEW  GROUPS: 

• Aiken  Nunn,  Elliott  & Tyler;  effective  7-1-99 

• Bankers  Premium  Finance;  effective  7-1-99 

• BB  Hobbs  Company;  effective  7-1-99 

• C & A Mortgage  Services;  effective  7-1-99 

• Better  Value  Home  Center;  effective  7-1-99 

• Carolina  Mechanicals,  Inc.;  effective  7-1-99 

• E.S.  Willis  & Son  Farms;  effective  7-1-99 

• East  Coast  Automation;  effective  7-1-99 

• Florence  County  Club;  effective  7-1-99 

• Florence  Hydraulics  Company;  effective  7-1-99 

• Florence  Neurological  Clinic;  effective  7-1-99 

• Florence  Textiles,  Inc.;  effective  7-1-99 

• Foster  Insurance  Agency;  effective  7-1-99 

• J.  Davis  Enterprise,  Inc.;  effective  7-1-99 

• Jack’s  Namebrand  Shoes;  effective  7-1-99 

• Jakie’s  Bar-B-Q;  effective  7-1-99 

• Camell  Construction,  Inc.;  effective  7-1-99 

• Freeman  Land  & Timber  Company; 
effective  7-1-99 

• Terry  Bryants  Used  Cars;  effective  7-1-99 

• Jimmy  McCutcheon  Construction;  effective  7-1-99 

• Lambert’s  Body  Shop;  effective  7-1-99 

• Moore’s  Grocery  & Sporting;  effective  7-1-99 

• Norcor  Numismatics;  effective  7-1-99 

• Poston  Packing  Company;  effective  7-1-99 

• Rainwater  Gas  & Oil;  effective  7-1-99 

• Steele  & Pryor,  Inc.;  effective  7-1-99 

• W & S Underground,  Inc.;  effective  7-1-99 

TERMINATIONS: 

• Ameri star  Mortgage;  effective  11-1-99 

• Bi-State;  effective  11-1-99 

• Butler  Travel  Services;  effective  11-1-99 

• Carolina  Center  for  Oral  & Maxofacial  Surgery; 
effective  11-1-99 

• Carolina  Cardiovascular  Consulting; 


effective  11-1-99 

Carolina  Laser  Technology;  effective  11-1-99 

CDS  Ensembles;  effective  8-1-99 

Central  Leasing  Management;  effective  11-1-99 

City  of  Liberty;  effective  11-1-99 

Col ormarks;  effective  11-1-99 

CTE,  Inc.;  effective  11-1-99 

Dave  Edwards  Toyota;  effective  11-1-99 

Dependable  Drum;  effective  11-1-99 

Drs.  Bottsford  &Tarazi;  effective  11-1-99 

Dr.  David  Dedmon;  effective  11-1-99 

Dudley  Electric;  effective  11-1-99 

Environmental  Services;  effective  11-1-99 

Familie  Printing;  effective  11-1-99 

Friatec,  Inc.;  effective  11-1-99 

Gateway  Warehouse;  effective  11-1-99 

General  Foods;  effective  11-1-99 

Glenn  Lawn  Care;  effective  11-1-99 

Grove  Medical;  effective  11-1-99 

Hudson  & Associates;  effective  11-1-99 

International  Pavilion;  effective  11-1-99 

Jones  & Hendrix;  effective  11-1-99 

Metal  Builders;  effective  11-1-99 

Miller  Oil  Company;  effective  11-1-99 

Oak  Tree  Medical;  effective  11-1-99 

Oconee  Urology;  effective  11-1-99 

Ray’s  Vacuum  Cleaner;  effective  11-1-99 

The  Piedmont  Club;  effective  11-1-99 

Tony  E.  Wilson;  effective  11-1-99 

Unclaimed  Furniture;  effective  11-1-99 

Ventex;  effective  11-1-99 

Visiting  Nurses  Association;  effective  11-1-99 

Wolff  Industries;  effective  11-1-99 

2K  Southern;  effective  11-1-99 

Sea  Island  Comprehensive;  effective  11-1-99 

South  Carolina  Student  Loan  Corp; 

effective  11-1-99 


MARK  YOUR  CALENDAR 

The  SCMA’s  Annual  Meeting  and  Scientific  Assembly 
is  scheduled  for  April  27-30,  2000,  at  the  Charleston  Place  Hotel, 
Charleston,  South  Carolina. 
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( Occupational  Medicine , continued  from  page  1 ) 

If  a patient’s  condition  had  reached  maximum 
medical  improvement  (that  is  his  functional 
impairment  has  plateaued)  but  his  ability  to 
earn  wages  will  be  affected  by  future  medical 
treatment,  then  that  future  medical  treatment 
will  be  the  responsibility  of  the  patient's  em- 
ployer. This  was  first  decided  in  a 1974  Su- 
preme Court  case  called  Dykes  v.  Daniel 
Construction  Co.  and  recently  confirmed  in 
the  1999  South  Carolina  Court  of  Appeals 
decision  of  Dodge  v.  Broccoli. 

The  1974  Dykes  v.  Daniel  Construction  Co. 
case  set  a precedent  that  allows  a patient  to 
continue  with  treatment  even  if  he  has  reached 
maximum  medical  improvement,  as  long  as 
his  ability  to  earn  wages  will  be  effected  by 
future  medical  treatment.  It  has  been  a com- 
mon misconception  that  maximum  medical  im- 
provement was  where  treatment  ended. 
However,  the  1974  Supreme  Court  case  created 
case  law  that  clarifies  that  treatment  can  con- 
tinue beyond  maximum  medical  improvement. 

What  this  means  to  you  as  a physician  is  that 
to  maintain  a current  level  or  to  improve  func- 
tioning, a patient  may  continue  to  receive  treat- 
ment. If  your  patient  needs  additional 
treatment  to  get  better  or  to  avoid  getting 
worse,  be  sure  to  document  that  in  his  record. 
If  your  patient  does  not  require  treatment  now, 
but  may  need  treatment  in  the  future,  also 
document  that  in  his  record. 

If  you  have  any  questions  regarding  this  ar- 
ticle, please  submit  them  to  the  Occupational 
Medicine  Committee  of  the  SCMAat  P.O.  Box 
11188,  Columbia,  SC  29210. 


WORKSHOPS 

MANAGING  IN  A SMALL 
MEDICAL  PRACTICE 
February  9,  2000 

Small  medical  practices  are  the  most  difficult  types  to  manage. 
Usually  the  manager  has  full-time  responsibilities  at  one  of  the 
other  positions  in  the  practice,  or  has  been  elevated  through  the 
ranks  and  has  had  no  opportunity  to  learn  management  techniques 
and  skills.  In  smaller  practices,  you  don’t  have  the  luxury  of  many 
employees  with  specialized  skills,  and  everyone  is  dependent  on 
each  other  to  pick  up  the  slack.  This  workshop  addresses  the  spe- 
cial needs  of  the  smaller  medical  practice  and  provides  you  with 
a solid  understanding  of  personnel  and  business  management. 
Each  participant  will  receive  valuable  handout  material  with  tools 
and  worksheets  to  help  you  organize  and  manage  your  practice 
more  effectively,  efficiently,  and  profitably.  Register  by  Febru- 
ary 1,  2000. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 
Columbia , Clarion  Town  House  Hotel 

CHART  AUDITING 

February  24,  2000 

This  full  day  workshop  will  address  chart  auditing  as  a mecha- 
nism for  compliance  and  improved  reimbursement  within  your 
practice.  The  attendees  will  receive  useful  information  that  will 
aid  them  in  performing  chart  audits  for  their  practice.  Register 
by  February  14,  2000. 

9:00  a.m.  - 4:00 p.m.;  Registration:  8:30  a.m. 
Columbia,  Clarion  Town  House  Hotel 

Space  in  each  program  is  limited,  so  be  sure  to  register  early.  If 
you  have  any  questions,  please  contact  Melissa  Hamby,  ext.  253, 
at  798-6207  in  Columbia,  or  at  (800)  327-1021  statewide,  or  by  e- 
mail  at  melissa@scmanet.org. 


( Medicare , continued  from  page  1) 

Payment  for  Diagnostic  Tests  ( Physician  Supervision  Requirements) 

Medicare  will  allow  Nurse  Practitioners  (NPs),  Clinical  Nurse  Specialists  (CNSs)  and  Physician  Assistants  (PAs) 
to  perform  diagnostic  services  as  allowed  under  state  law.  Medicare  will  not  allow  these  practitioners  to  serve  as 
the  supervising  physician  for  an  independent  diagnostic  testing  facility. 

Prostate  Cancer  Screening 

Medicare  provides  coverage  for  annual  prostate  cancer  screening  tests  for  men  over  50.  This  screening  consists  of 
a digital  rectal  examination  (DRE)  and  a prostate-specific  antigen  (PSA)  blood  test.  HCPCS  code  GO  102  has 
been  established  to  bill  for  the  screening  DRE.  GO  102  is  assigned  the  same  value  as  99211,  the  lowest  level 
evaluation  and  management  (E&M)  service.  A DRE  that  is  provided  on  the  same  day  as  a covered  E&M  service 
is  bundled  into  the  payment  for  the  E&M  service.  If  the  DRE  is  the  only  service  provided  or  is  provided  as  part  of 
an  otherwise  noncovered  service,  such  as  code  99397  for  a preventive  serviced  visit,  then  code  G0102  could  be 
separately  payable.  HCPCS  code  GO  103  is  used  when  billing  for  the  screening  PSA  test.  This  code  is  priced  at  the 
same  payment  level  as  code  84153  and  is  paid  under  the  clinical  diagnostic  laboratory  fee  schedule. 
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Oh  the  Cover. 


JOSEPH  DECHERD  GUESS,  M.D.  (1891-1981) 


A list  of  facts  about  Dr.  Guess  entitled  “Personal 
Scandal  Sheet”  was  sent  by  Dr.  Guess  to  Dr.  Joseph 
I.  Waring  in  response  to  a request  for  biographical 
information  about  former  Presidents  of  the  South 
Carolina  Medical  Association.  This  list  provides 
at  least  a partial  outline  of  Dr.  Guess’ 
accomplishments. 

Decherd  Guess  was  bom  in  Freestone  County, 
Texas  in  1891  and  moved  with  his  family  to 
Travelers  Rest,  South  Carolina  at  the  age  of  nine. 
He  prepared  for  college  at  Wofford  College  Fitting 
School  and  Welsh  Neck  Military  Academy  and 
graduated  from  the  College  of  Charleston  in  1911. 
He  taught  school  in  Spartanburg  for  two  years 
before  entering  the  Medical  College  of  the  State 
of  South  Carolina  from  which  he  received  an  M.D. 
degree  in  1917.  After  graduation  he  became  an 
Intern  at  Roper  Hospital  in  Charleston.  He  was 
called  to  active  duty  in  the  army  as  a medical  officer 
in  1918  and  served  until  the  fall  of  1919. 

Dr.  Guess’  own  words  of  reminiscence  in  a letter 
to  Dr.  J.  I.  Waring  relates,  “Mary  and  I reached 
Greenville  via  train  on  the  evening  of  Nov.  26,  the 
day  before  Thanksgiving,  1919,  strangers  in  a 
strange  land.  The  city  was  filled  with  apartment 
and  rental  seekers  because  of  a large  service 
hospital  filled  with  victims  of  tear  gas  or  poison 
gas  lung  injury  and  tuberculosis  and  members  of 
their  families.  ...”  And  from  Guess’  medical 
history  of  the  county,  “.  . . fresh  out  of  the  army, 
with  no  practice  experience,  with  no  equipment, 
and  no  cash  resources. . . all  he  had  was  ambition, 
hopes,  and  determination.  He  received  a cordial 
welcome  from  every  doctor  he  met  and  a very 
helpful  one  from  most  of  them.”i  Dr.  Guess 
practiced  general  medicine  until  1927  when  he 
went  to  the  University  of  Pennsylvania  as  a 
graduate  student  to  study  Obstetrics  and 
Gynecology.  In  1930  he  limited  his  practice  to 
obstetrics  and  gynecology.  Dr.  Guess  was  certified 
by  the  American  Board,  Gynecology-Obstetrics  in 


1939,  a founding  fellow  of  the  South  Atlantic 
Association  of  Obstetricians  and  Gynecologists,  a 
founding  fellow  and  past-president  of  the  South 
Carolina  Obstetrical  and  Gynecological  Society,  a 
founding  fellow  of  the  American  College  of 
Obstetrics  and  Gynecology,  and  a member  of  the 
Southern  Obstetrical  and  Gynecological  Society. 

In  addition  to  these  activities,  Dr.  Guess  was 
President  of  the  South  Carolina  Medical 
Association  in  1951-52,  a President  and  member 
of  the  Board  of  Directors  and  Medical  Director  of 
the  South  Carolina  Medical  Care  Plan  (Blue  Cross 
and  Blue  Shield),  a member  of  the  Board  of 
Trustees  of  his  medical  alma  mater  from  1945  to 
1965,  a founder  and  a president  of  the  Piedmont 
Post  Graduate  Assembly,  and  a secretary  and  a 
president  of  the  Greenville  County  Medical 
Society. 

He  was  the  author  of  The  Medical  History  of 
Greenville  County,  editor  of  the  Bulletin  of  the 
Greenville  County  Medical  Society  for  several 
years,  and  a member  of  the  editorial  board  of  The 
Journal  of  the  South  Carolina  Medical  Association. 

Dr.  Guess  was  awarded  the  honorary  degree  of 
Doctor  of  Laws  by  the  College  of  Charleston  in 
1960  during  the  school’s  175th  anniversary 
celebration,  and  he  was  recognized  by  the  Medical 
University  by  being  named  “Distinguished 
Alumnus”  in  1970.  In  accepting  this  award,  Dr. 
Guess  commented  that  he  had  “lived  in  a time 
packed  full  of  opportunities  in  medicine.  Medical 
science,  medical  education  and  organization  have 
all  been  on  the  move.” 

Jane  McCutchen  Brown 
Waring  Historical  Library 
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Y2K.1.  THE  TREE  OF  KNOWLEDGE  AND  THE  TREE  OF  LIFE 

The  heavens  declare  the  glory  of  God;  and  the  firmament  sheweth  his  handiwork. 

— Psalm  19:1 

Everything  existing  in  the  Universe  is  the  fruit  of  chance  and  of  necessity. 

— Democritus 


For  a ’ that,  an’  a’  that, 

It’s  coming  yet,  for  a ’ that, 

That  man  to  man,  the  warld  o ’er, 

Shall  brothers  be  for  a ’ that. 

— Robert  Bums 

Uniquely  aware  of  his  mortality  and  physical 
insignificance,  Homo  sapiens  sapiens  takes  com- 
fort in  her  ability  to  assign  coordinates  to  time  and 
space.  Large  even  numbers  have  special  appeal. 
Hence  our  fascination  with  the  year  2000,  the  dawn 
of  the  third  millennium  C.E.,  now  trivialized  as 
“Y2K.”  Beyond  the  hype  about  computer  shut- 
downs, this  chronological  event  should  prompt  us 
to  reflect  soberly  on  our  long-term  prognosis.  What 
is  the  likelihood  that  we’ll  have  descendants  around 
to  celebrate  Y3K?  What  can  we  do  about  it? 

The  date,  of  course,  is  fraught  with  arbitrari- 
ness. A sixth-century  monk  named  Dionysius 
Exiguus,  asked  to  prepare  a chronology  for  his 
pope,  determined  that  Jesus  of  Nazareth  was  born 
near  the  end  of  the  year  753  A.U.C.  (. Ab  urbe 
condita,  or  from  the  founding  of  Rome).  Since 
Herod,  alive  through  Jesus’s  infancy  according  to 
the  gospels,  died  in  750  A.U.C. , we  now  know  that 
Dionysius  erred  by  at  least  four  years.1  More  im- 
portantly, the  new  chronology  divided  history  in 
terms  of  the  Judeo-Christian  tradition  (B.C.E.,  be- 
fore the  common  era;  C.E.,  common  era),  which 
dates  to  the  Book  of  Genesis.  This  reads  in  part 
(2:9): 

And  out  of  the  ground  made  the  Lord  God  to 
grow  every  tree  that  is  pleasant  to  the  sight,  and 
good  for  food;  the  tree  of  life  also  in  the  midst 


of  the  garden,  and  the  tree  of  the  knowledge  of 
good  and  evil. 

Everyone  knows  the  rest  of  the  story.  Adam  and 
Eve  partook  of  the  forbidden  fruit  and  were  driven 
out  of  the  garden,  whereupon  the  Lord  God  placed 
an  angel  with  a flaming  sword  at  the  east  gate  to 
keep  them  away  from  the  tree  of  life. 

The  year  zero  (so-named  only  in  retrospect) 
evoked  little  or  no  fanfare,  the  magi  notwithstand- 
ing. The  year  Y 1 K,  coming  as  it  did  during  the  Dark 
Ages,  likewise  caused  little  or  no  fuss.  The  year 
Y2K  looms  large  for  our  species  because  of  two 
scientific  discoveries  made  within  the  past  60  years: 
the  splitting  of  the  atom  and  the  splicing  of  the  gene. 
Before  long,  if  not  already,  we  will  be  able  to  de- 
stroy life  as  we  know  it  or  to  create  new  life  forms 
by  one  rash  act  committed  by  one  rash  human  be- 
ing. Has  the  “knowledge  of  good  and  evil“  ever 
assumed  greater  metaphorical  significance? 

The  ability  to  create  unlimited  energy  or  to  blow 
up  civilization,  to  cure  genetic  flaws  or  to  make 
monsters-the  significance  of  these  breakthroughs 
cannot  be  overestimated.  How  do  scientists  view 
them  from  the  context  of  a higher  cause,  a telos,  a 
purpose  for  our  being  here?  In  1978,  Erwin 
Chargoff  mused: 

In  both  instances  [the  atom  and  the  gene]  do  I 
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have  the  feeling  that  science  has  transgressed  a 
barrier  that  should  have  remained  inviolate.  As 
happens  often  in  science,  the  first  discoveries 
were  made  by  thoroughly  admirable  men,  but 
the  crowd  that  came  right  after  had  a more 
mephitic  smell.  “God  cannot  have  wanted  that!” 
Otto  Hahn  is  reported  to  have  exclaimed.  Did 
He  ask  Him  beforehand,  did  He  remain  silent? 
I have  the  impression  that  God  prefers  to  be  left 
out  of  these  discussions.2 

The  Nobel  laureate  Jacques  Monod  found  the  ge- 
netic code  to  be  an  argument  against  any  kind  of 
God-human  relationship: 

The  ancient  covenant  is  in  pieces;  man  knows 
at  last  that  he  is  alone  in  the  universe’s 
unfeeling  immensity,  out  of  which  he  emerged 
only  by  chance.  His  destiny  is  nowhere  spelled 
out,  nor  is  his  duty.  The  kingdom  above  or  the 
darkness  below:  it  is  for  him  to  choose.3 

Conflicting  opinions  about  our  place  in  creation 
can  be  traced  back  several  thousand  years  to  oppo- 
site shores  of  the  Mediterranean.  The  Israelites  saw 
Yahweh.  Certain  Greeks  such  as  Democritus  pos- 
tulated the  random  acts  of  atomic  particles.  The 
issue,  it  seems,  will  never  be  resolved  by  scientific 
evidence.  As  Albert  Einstein  once  opined,  there  is 
ultimately  but  one  Great  Question:  Is  the  universe 
a friendly  place  or  not? 

I choose  to  side  with  those  who  find  all  around 
us  the  elegant  designs  of  a Creator,  despite  my 
knowing  that  this  so-called  teleological  argument 
was  gunned  down  by  the  Scottish  philosopher 
David  Hume  several  decades  before  Darwin.  I 
choose  to  side  with  those  who  would  hold  that  one 
interpretation  of  being  made  in  God’s  image  is  that 
our  species,  Homo  sapiens  sapiens,  was  given  the 
ability  to  understand  creation,  at  least  in  part,  to 
figure  out  how  things  work  and  to  change  them.  I 
choose  to  side  with  those  who  believe  we  should 
do  everything  within  our  power  to  perpetuate  in- 
telligent life  as  long  as  possible.  It  is  our  task  to  be 
good  stewards  of  the  small  portion  of  the  universe 
to  which  we  have  been  assigned.  For  goodness 
sakes,  let’s  not  leave  it  to  the  insects! 


Geologists  tell  us  that  the  earth  is  between  4.5 
and  5.0  billion  years  old.  Let  us  imagine  that  this 
time  frame  were  stretched  out  on  a football  field. 
Human  history  (as  distinct  from  animal  history, 
dated  to  about  7 million  years  ago)  would  be  at  the 
five-inch  line;  Homo  sapiens  sapiens  (dated  to 
about  50,000  B.C.E.)  would  be  at  the  four  one- 
hundredths-of-an-inch  line;  recorded  history  (dated 
to  about  3,000  B.C.E.)  would  be  at  the  four  one- 
thousandths-of-an-inch  line;  and  the  period  of  time 
we’ve  split  the  atom  and  solved  the  genetic  code 
(about  60  years)  would  be  four  one-hundred-thou- 
sandths-of-an-inch  from  the  end  zone.  Truly,  Y2K 
symbolizes  a miraculous  and  frightening  time! 

In  Genesis,  Adam  and  Eve  leave  the  garden 
never  to  see  the  tree  of  life  again.  The  tree  of  the 
knowledge  of  good  and  evil  is  not  found  again  in 
the  Hebrew  Bible  or  the  New  Testament.  The  tree 
of  life — an  image  common  to  several  of  the  east- 
ern traditions — crops  up  again  but  no  longer  sym- 
bolizes immortality.  In  Proverbs  it  symbolizes 
wisdom  (3:18),  righteousness  (11:30),  hope 
(13:12),  or  wholesome  speech  (15:4);  in  Ezekiel  it 
symbolizes  greatness  (3 1:3-9)  or  becomes  a source 
of  meat  and  medicine  (47: 12);  and  in  Revelation  it 
symbolizes  reconciliation  with  God  and  fellow  hu- 
mans (22:2): 

And  on  either  side  of  the  river,  was  there  the 
tree  of  life,  which  bare  twelve  manner  of  fruits, 
and  yielded  her  fruit  every  month:  and  the  leaves 
of  the  tree  were  for  the  healing  of  the  nations. 

Healing,  mind  you!  Should  this  not  be  the  basic 
message  of  Y2K? 

— CSB 
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SCHOLARSHIPS  2000 

Webster’s  dictionary  defines  scholarship  as  “a  specific  gift  of  money  or 
other  aid,  as  by  a foundation,  to  help  a student  pay  for  instruction.”  Last 
year,  SCMA  Alliance’s  ability  to  assist  worthy  medical  students  increased 
greatly.  The  extremely  successful  sale  of  our  cookbook,  Rx  du  Jour , com- 
bined with  other  contributions,  raises  our  AM  A Foundation  total  to  $54,000. 

A large  portion  of  this  sum  went  to  medical  scholarships.  Publishing  the 
cookbook  was  a tremendous  Alliance  effort,  and  resulted  in  “extra”  aid  for 
many  grateful  students.  To  insure  future  growth  of  scholarship  funds,  an 
endowment  was  established  within  the  SMA  Foundation.  This  fund  is  grow- 
ing steadily,  and  gives  us  another  vehicle  for  medical  assistantship  dona- 
tions. Gifts  to  the  endowment  are  tax  deductible,  and  we  are  thankful  for 
any  amount  received. 

Medical  scholarships  can  be  given  by  individuals,  groups,  or  companies.  A 
named  scholarship  is  a wonderful  tribute  to  a beloved  relative  or  dear  friend. 
Truly,  the  “gift  that  keeps  on  giving,”  medical  scholarships  secure  the  fu- 
ture of  good  health  care  for  South  Carolina. 


Lao-tzu  said, 

“The  more  a man  uses  for  others, 

The  more  he  has  himself, 

The  more  he  gives  to  others, 

The  more  he  possess  of  his  own. 

The  way  of  Heaven  is  to 
benefit  others,  and  not  to  injure.” 

Information  about  giving  opportunities  can  be  obtained  by  calling  Jane  Bottsford,  SCMAA  Scholarship 
Chairman,  (864)  579-2700,  Spartanburg,  South  Carolina. 


Shirley  Meiere,  SCMAA  President 
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INFORMATION  FOR  AUTHORS 


The  mission  of  The  Journal  is  to  advance  the  art 
and  science  of  medicine;  to  promote  the  ideals  of 
the  South  Carolina  Medical  Association;  to  en- 
courage scholarship  and  good  will  among  South 
Carolina  physicians;  and  to  disseminate  informa- 
tion specifically  applicable  to  the  health  care  of 
South  Carolinians.  We  encourage  original  articles 
and  letters  to  the  editor  of  potential  benefit  and 
interest  to  the  members  of  the  South  Carolina 
Medical  Association. 

CORRESPONDENCE:  All  manuscripts  and 
correspondence  should  be  addressed  to  The  Edi- 
tor, The  Journal  of  the  South  Carolina  Medical 
Association,  P.O.  Box  11188,  Columbia,  SC 
29211. 

COPYRIGHT:  All  manuscripts  should  be  accom- 
panied by  a transmittal  letter  to  the  editor,  which 
should  contain  the  following  paragraph: 

“This  original  work  has  not  been  submitted  or 
published  elsewhere,  in  entirety  or  in  part.  I (we) 
hereby  transfer,  assign,  or  otherwise  covey  all 
copyright  ownership  to  the  South  Carolina  Medi- 
cal Association  in  the  event  that  this  work  is  pub- 
lished by  the  SCMA.” 

We  request  authors  to  advise  the  editor  of  any 
prior  or  anticipated  duplication  of  their  work  in 
other  publications.  Submission  of  material  as  a 
“companion  article”  to  material  submitted  else- 
where is  discouraged. 

PRIORITY  FOR  PUBLICATION:  The  Jour- 
nal was  founded  in  1905  especially  as  a place  for 
practicing  physicians  to  publish  their  original  ob- 
servations. This  purpose  continues  to  receive  pri- 
ority. Growth  of  institutions,  especially  of  medical 
school  faculties,  during  this  century  may  be,  at 
least  in  part,  responsible  for  a decreased  tendency 
for  practicing  physicians  to  attempt  scholarly 
work.  Concerned  about  this  trend,  The  Journal 
encourages  practicing  physicians  to  report  origi- 
nal observations,  including  series  of  cases  or  in- 
dividual case  reports. 

The  Journal  also  welcomes  timely  review  ar- 
ticles by  institution-based  physicians.  However, 
it  is  the  philosophy  of  the  Editorial  Board  that  state 
medical  journals  do  not  represent  an  appropriate 


forum  for  research  findings  of  a specialized  na- 
ture. Such  findings,  it  is  felt,  belong  in  national  or 
regional  specialty  or  subspecialty  journals.  Ar- 
ticles by  institution-based  physicians  should  serve 
the  information  needs  of  a general  physician  read- 
ership. Articles  dealing  with  social,  economic,  and 
ethical  issues  are  strongly  encouraged.  Historical 
or  philosophical  essays  are  also  welcomed,  al- 
though these  are  given  lower  priority  compared 
to  the  above  categories. 

On  account  of  both  space  limitations  and  also 
our  desire  to  encourage  scholarship  by  as  many 
South  Carolina  physicians  as  possible,  it  is  our 
policy  to  decline  publication  of  more  than  two  (2) 
manuscripts  by  one  author  or  group  of  authors 
within  any  calendar  year  or  12-month  period. 

REVIEWING  AND  RESPONSIBILITY  TO 
READERSHIP:  We  will  make  every  effort  to  re- 
view manuscripts  promptly.  All  manuscripts  will 
be  reviewed  by  our  editorial  office  and  when  in- 
dicated, the  opinions  of  outside  consultants  will 
be  solicited. 

We  welcome  criticisms  of  journal  content  by  mem- 
bers of  the  South  Carolina  Medical  Association. 

FINANCIAL  DISCLOSURE:  Upon  acceptance 
of  manuscripts  for  publication,  we  require  disclo- 
sure of  financial  interest  in  pharmaceutical  firms 
or  other  business  enterprises  when  such  disclo- 
sure seems  to  be  appropriate  to  the  editor  or  to 
members  of  the  Editorial  Board. 


TYPES  OF  ARTICLES  ESPECIALLY 
WELCOMED  FOR  CONSIDERATION 

1 . Original  scientific  observations 
(including  case  reports)  made  by 
practicing  physicians. 

2.  Concise,  timely  review  articles  (see 
“Priority  for  Publication”). 

3.  Articles  pertaining  to  current  social, 
economic,  and/or  ethical  issues  affecting 
the  practice  of  medicine. 

4.  Information  uniquely  pertinent  to  the 
health  care  of  South  Carolinians. 
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REPRINTS:  These  will  be  made  available  by  the 
printer  at  established  rates,  at  the  time  of  mailing 
of  galley  proofs. 

LENGTH  OF  ARTICLES:  We  prefer  concise 
articles  of  approximately  2,500  words  (approxi- 
mately eight  typewritten  pages,  double  spaced), 
with  no  more  than  ten  references. 

We  regret  that  space  considerations  limit  our 
ability  to  publish  longer  articles,  and  request  that 
authors  adhere  to  the  above  guidelines.  Similarly, 
tables  and  illustrations  (see  below),  should  be  kept 
to  a minimum,  and  be  specific  and  pertinent. 

Authors  desiring  to  make  additional  data  or 
additional  references  available  to  readers  are  en- 
couraged to  do  so  by  adding  footnotes  to  the  ef- 
fect that  “additional  references  (or  tables  derived 
from  this  database,  etc.)  are  available  from  the 
author(s)  upon  request.” 

MANUSCRIPTS:  If  available,  these  should  be 
furnished  on  a 3 1/2”  disk,  with  two  typewritten 
hard  copies.  Otherwise,  they  should  be  typewrit- 
ten, double-spaced,  and  one  side  of  the  paper.  The 
original  and  one  copy  should  be  submitted.  The 
title  page  should  indicate  the  title,  author(s), 
author’s  address,  and  academic  appointments,  if 
any.  We  request  that  the  author’s  name  not  appear 
on  subsequent  pages,  to  permit  “blind”  review  of 
the  article,  when  desired.  Authors  should  retain 
one  copy  for  use  in  proofing.  Written  correspon- 
dence concerning  proposed  (potential)  manu- 
scripts is  welcomed. 

ILLUSTRATIONS:  These  should  be  submitted 
as  glossy,  black  and  white  prints  no  larger  than  a 
standard  page;  smaller  prints  are  desired.  Ordi- 
narily, publication  of  four  small  illustrations  or 
tables,  or  the  equivalent,  will  be  paid  for  by  The 
Journal.  Any  number  beyond  this  must  be  paid 
for  by  the  author  except  under  unusual  conditions. 
Illustrations  should  not  be  mounted,  stapled,  or 
clipped.  On  the  back  side  of  each  illustration,  the 
article  title,  figure  number,  and  top  of  figure  (but 
not  the  author)  should  be  noted  lightly  in  pencil. 
Legends  for  illustrations  should  be  typed  on  a 
separate  sheet  of  paper. 


REFERENCES:  These  should  be  cited  consecu- 
tively in  the  text,  in  superscript,  e.g.,  “Bottsford, 
et  al.3...”  We  recommend  no  more  than  ten  refer- 
ences, selected  from  more  recent  publications  in 
accessible  journals  in  most  instances.  Standard 
journal  abbreviations  should  be  used,  with  the 
style  for  journal  articles  being  as  follows: 

3.  Bottsford  JE,  Bearden  RC,  Bottsford  JG; 

A ten  year  community  hospital  experience 
with  abdominal  aorta  aneurysms.  J SC  Med 
Assoc,  1983;79:57-62. 

SYMPOSIUM  ISSUES:  We  welcome  propos- 
als for  special  symposium  issues.  Guidelines  for 
Guest  Editors  of  symposium  issues  are  available 
from  The  Journal  office. 

MATERIAL  FOR  COVER:  The  illustrations 
for  the  cover  of  The  Journal  are  selected  by  the 
Curator  of  the  Waring  Historical  Library,  Charles- 
ton, S.C.  The  Journal  welcomes  suggestions  and 
illustrations  for  the  cover.  Such  suggestions  should 
be  sent  to  the  editorial  office. 


ROE  FOUNDATION  AWARDS 

Through  a gift  by  the  Roe  Foundation,  a 
Thomas  A.  and  Shirley  W.  Roe  award  of 
$3,000  has  been  given  each  year  since  1985. 
The  award  is  given  on  alternate  years  to  a prac- 
ticing physician  or  to  an  institution-based  phy- 
sician. 

All  manuscripts  submitted  by  South  Caro- 
lina physicians  will  be  considered  for  the 
award.  Thus,  manuscripts  should  not  be  sub- 
mitted specifically  for  this  award;  rather  they 
should  adhere  to  our  priorities  for  publication. 
On  alternate  years,  all  articles  published  dur- 
ing the  previous  two  years  by  either  practic- 
ing physicians  or  by  institution-based 
physicians  are  reviewed  and  judged  by  our 
Editorial  Board.  The  board  may  consult,  when 
appropriate,  with  outside  references  prior  to 
rendering  its  decision. 

Presentation  of  the  award  is  made  before 
the  House  of  Delegates  at  the  Annual  Meet- 
ing of  the  South  Carolina  Medical  Association. 
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i W hen  office  visits  and  home  health  visits 
are  not  enough,  what  do  you  do? 

When  your  patient  is  not  following  orders. 

When  your  patient  is  talking  about 
trying  natural  remedies. 

Eldon  Armstron  RPh  ^hcn  your  patient  has  more  questions 
c hirf*consuitant>  pharmacist  than  you  have  time  to  answec 

What  Should  You  Do? 

Call  your  medication  management  experts. 

Sandlapper  Consultant  Pharmacists 

They  will  come  to  your  office  to 
consult  with  your  patients. 


e-mail:  eearmstrong@compuserve.com 


our  Prescription  For  Health” 
sdavs:  10-1  lam  on  WISW  1320am 
Ion  Armstrong  Pharmacist  Host 


ELECTRONIC  CLAIMS  PROCESSING 


If  your  medical  practice  is  gasping  for  air 
under  a mountain  of  paperwork 
it’s  time  to  simplify  your  billing  system. 

Nationwide  Medical  Claims 

> Faster  Payment  of  Claims  - you’ll  receive  payment  in  7 to  14  days,  instead  of  40  to  60  days  or  more. 

> Lower  Billing  Cost  - your  billing  expenses  will  drop  by  as  much  as  67%. 

> Reduce  Rejection  Rate  - claims  suspension  will  fall  from  25%  to  about  2%! 

> Happier  Patients  - your  office  staff  will  have  more  time  to  dedicate  to  personalized,  efficient,  and 
profitable  patient  care ! 

Nationwide  Medical  Claims,  Inc. 

P.0.  Box  5972 
Columbia,  SC  29250 
803-783-5407/800-2 11-9216 
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classifieds 


ALLERGY  & IMMUNOLOGY,  DERMATOL- 
OGY, FAMILY  PRACTICE,  GENERAL  SUR- 
GERY, INTERNAL  MEDICINE,  ONCOLOGY, 
AND  ORTHOPAEDIC  SURGERY:  Practice  op 
portunities  exist  in  local  medical  facilities  and  with 
private  practice  groups  in  Orangeburg  County  for  ex- 
perienced practitioners  and  graduating  residents/fel- 
lows. All  positions  include  salary  or  minimum  net 
income  guarantee  and  a relocation  allowance.  Lo- 
cated at  the  junction  of  1-26  and  1-95,  35  minutes  to 
Columbia  and  70  minutes  to  Charleston.  Area  known 
for  its  gardens,  golf,  hunting  and  fishing  (Lake 
Marion).  Achieve  financial  success  in  a non-com- 
petitive environment  while  enjoying  a superior  qual- 
ity of  life.  Contact  Dr.  Chermol,  The  Regional  Medi- 
cal Center  at  (800)  866-6045. 


EXCELLENT  INVESTMENT:  Union  County; 
400  plus  acres;  good  deer  and  turkey  hunting! 
Approximately  1/4  planted  with  5-year-old  pine, 
1/4  planted  with  2-year-old  pine,  the  balance  of 
acreage  is  good  hardwoods  with  several  streams. 
Excellent  investment.  $l,100.00/acre.  (803)  732- 
7065. 

OFFICE  BUILDING  FOR  SALE,  CITY  OF 
MARION:  4,124  + sq.  ft,  originally  physician’s 
office,  built  1976,  new  roof  March  1998,  owner 
financing  possible,  reception  area  with  restrooms, 
seats  approximately  forty  patients,  library  with 
wood  burning  fireplace,  and  kitchenette,  records/ 
supply  room,  lab,  nurse’s  station,  five  examin- 
ing rooms,  three  consultation  rooms,  second  level 
with  skylight.  Offered  at  $250,000  or  lease 
$1,500  per  month.  Contact  Wellons  H.  Williams 
at  (843)  423-6721  (w)  or  (843)  423-4871  (h). 
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Gray  Matter 

“ Matters  of  Interest  to  South  Carolina  Physicians” 


Thornton  & Thorne  give  the  medical  comm  unity  something  to  think  about  this  month. 


“There  are  many 
investments  I have  made 
over  the  years  to  insure  a 
bright  financial  future,  but 
none  of  them  has  turned 
out  to  be  nearly  as 
important  as  the  monthly 
disability  premium 
payments  l made  over  the 
years  to  MassMutual.” 


In  April  of  1985,  the  Board  of  Trustees 
of  the  South  Carolina  Medical  Associa- 
tion endorsed  a disability  insurance 
product  for  sale  to  our  membership. 
Since  that  time,  high  quality  products 
have  been  made  available  at  tremen- 
dous discounts.  The  letter  written  by 
Bruce  H.  Redler,  M.D.,  highlights  the 
need  for  disability  insurance  and  the 
protection  it  offers.  He  is  just  one  of  the 
many  satisfied  SCMA  members  who 
has  benefitted  over  the  past  15  years 
when  their  ability  to  work  has  been  im- 
paired by  a disability. 


October  7,  1999 

Mr.  Billy  M.  Thornton 
Carolina  Physicians  Advisory  Service 
1898  Calhoun  Street 
Columbia,  South  Carolina  29201 

Dear  Bill: 

In  February  of  1991, 1 purchased  an  office  building  for  my  practice.  I 
realized  what  a potential  nightmare  it  would  be  for  me  if  I were  to  become 
disabled.  As  an  Ophthalmic  Surgeon,  even  a minor  hand  injury  could 
have  been  disastrous.  I had  always  carried  life  insurance,  and  was  sur- 
prised to  learn  from  a magazine  article  that  I was  much  more  likely  to 
need  disability  insurance  rather  tha^  life  insurance;  that  is  when  I con- 
tacted you. 

Over  the  ensuing  years,  as  my  practice  prospered,  I often  felt  invin- 
cible. I seemed  to  have  the  world  by  the  tail  and  each  time  I paid  my 
disability  insurance  premium,  I often  questioned,  do  I really  need  this? 

Imagine  my  shock  in  February  1999,  when  I realized  that  not  only  am 
I not  invincible,  but  the  cervical  disc  disease  I had  developed  had  taken 
away  my  ability  to  continue  my  practice.  You  cannot  imagine  the  wave  of 
relief  that  I had  knowing  that  my  family  and  I would  be  financially  cared 
for  because  of  the  disability  insurance  policy  you  sold  me  many  years  ago. 

There  are  many  investments  I have  made  over  the  years  to  insure  a 
bright  financial  future,  but  none  of  them  has  turned  out  to  be  nearly  as 
important  as  the  monthly  disability  premium  payments  I made  over  the 
years  to  MassMutual. 

Thank  you  for  showing  me  the  way  to  the  one  thing  that  has  saved  my 
family  and  me  from  financial  ruin  due  to  my  medical  misfortune. 

Sincerely, 

Bruce  H.  Redler,  M.D. 


The  above  letter  was  sent  to  Bill  Thornton  at  Carolina  Physicians  Advi- 
sory Service  in  October  1999.  Dr.  Redler  is  an  ophthalmic  surgeon  who 
practiced  and  resides  in  Hilton  Heady  South  Carolina. 


The  South  Carolina  Medical  Association 
Disability  Insurance  Program 

Exclusively  for  Members 

Underwritten  by  MassMutual  Life  Insurance  Company 

• 15%  discount  from  a below  market  premium  • 

• Noncancellable  and  Guaranteed  Renewable  • 

• Guaranteed  contract  language  • 

• Guaranteed  premium  to  age  65  based  on  1992  rate  structure  • 

• Coverage  in  your  occupation  for  the  entire  benefit  period  • 

• Coverage  for  partial  disabilities  • 

• Optional  inflation  protection  • 

• Automatic  benefit  increases  • 

• Impeccable  company  financial  ratings  • 

• A.M.  Best— A++;  Standard  and  Poors— AAA;  Duff  & Phelps— AAA;  Moody’s— Aal  • 

• Unisex  rates  • 

Only  SCMA  members  can  purchase  this  contract.  Let  us  show  you  why  this  is  the  best 
value  in  disability  insurance  available  to  physicians  in  South  Carolina. 

Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice, 

Only  your  attorney  and  accountant  are  qualified  to  do  so. 

I 1 

I TO  OBTAIN  A CUSTOMIZED  PROPOSAL:  PLEASE  MAIL  OR  FAX  THE  FOLLOWING  INFORMATION  TO 
| CAROLINA  PHYSICIANS  ADVISORY  SERVICE  AT  THE  ADDRESS  BELOW:  | 

I NAME 

ADDRESS 


I PHONE SPECIALTY I 

D.O.B. MONTHLY  BENEFITS  DESIRED 

I PRESENT  DISABILITY  INSURANCE  CARRIER I 

l l 


T ^ Carolina  Physicians 
j Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1-800-742-3669 


Because  this  is  no  place 
for  a doctor  to  operate. 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  ''Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


€®impiiSystenis 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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Because  this  is  no  place 
for  a doctor  to  operate. 


To  reach  your  local  office, 
call  1-800-344-1899. 

www.medicalprotective.com 


' 


The  Medical  Protective  Company , 


Martin  Davidson 
°f,ICe;  617.S5S.3852 
617.555.2324 
mdavidson® 
617.555 .9000 
608.555.0927 
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With  so  many  ways  to  get  in  touch 
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Phone  tag,  missed  messages,  unreturned  calls.  Now  you  can  avoid  them  all  with 
Nextel  Direct  Connect.®  It’s  the  two-way  radio  feature  built  in  to  our  Motorola®  phones. 
So  you  can  contact  co-workers  instantly  at  the  touch  of  a button  instead  of  waiting 
for  them  to  get  back  to  you.  To  find  out  how  to  reach  a real  person,  call  us  today. 


Nextel  phones  are  manufactured  by  Motorola,  Inc. 
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y f you  don't  think  this 
can  make  a difference 
to  your  baby's  health . . . 


you  don't  know  beans. 


This  bean  contains  folic  acid,  a common  B vitamin 
proven  to  help  prevent  birth  defects.  It's  also 
found  in  leafy  green  vegetables,  citrus  fruits  and 
juices  and  whole  grain  foods.  So  choose  healthy 
foods  and  take  a multivitamin  containing  0.4 
milligrams  of  folic  acid  every  day. 


revention 


of  birth  defects  starts  before  you're  pregnant. 
Get  the  facts. 


March  of  Dimes 


TOBACCO  SETTLEMENT  NEEDS  TO  FOCUS  ON 
ROOT  OF  PROBLEM 

One  of  the  biggest  challenges  to  face  the  South  Carolina  state  legislature  in  this  year’s  session  will  be  the 
way  the  $2.2  billion  tobacco  settlement  money  will  be  spent.  The  money  will  be  spread  over  the  next  25 
years  and,  South  Carolina  has  already  received  its  initial  installment  of  $29  million  in  December. 

In  early  January,  Bill  Mahon,  CEO;  Duren  Johnson,  your  Chairman;  and  I met  with  Governor  Jim  Hodges. 
We  had  an  excellent  meeting  with  both  sides  presenting  thoughts.  Your  SCMA  Board  of  Trustees  has  taken 
the  position  that  there  needs  to  be  a full-fledged  assault  on  underage  and  young  adult  smoking.  The  USC 
School  of  Public  Health  has  found  by  survey  that  smoking  is  increasing,  especially  in  young  females.  71 
percent  of  African-American  females  and  77  percent  of  white  females  in  grades  9-12  admitted  to  using 
tobacco. 

Smoking  cessation  and  prevention  programs  must  be  developed.  We  must  curb  the  youth  access  to  tobacco, 
and  we  must  spend  the  dollars  to  get  it  done.  The  majority  of  the  money  should  go  into  healthcare.  It  will 
take  generations  to  rid  ourselves,  if  that  is  possible,  of  the  ravages  of  the  illnesses  caused  directly  by  to- 
bacco. This  is  the  first  opportunity  to  try  and  the  first  opportunity  we  have  the  financial  resources  to  do  so. 

Finally,  a portion  of  the  dollars  should  be  set  aside  in  a trust  fund  or  foundation  to  “grow”  and  be  available 
to  support  the  programs  started  as  a result  of  the  settlement.  When  the  $2.2  billion  stops,  programs  that  are 
successful  should  not  stop.  By  having  the  interest-building  funds  available,  we  can  continue  to  move  for- 
ward in  slaying  this  dragon. 

Political  forces  are  out  there  that  will  have  other  designs  on  this  pool  of  money:  reducing  taxes,  paving 

roads,  economic  development the  list  goes  on.  We  in  South  Carolina  must  be  good  stewards  of  this 

opportunity.  We  must  plan  well,  spend  wisely  and  work  for  the  health  and  well  being  of  all  South  Carolin- 
ians. 


William  H.  Hester,  M.  D. 
President 
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MEDICAID  UPDATE 


1999  Medicaid  Bulletins  to  Physicians 

The  following  is  a list  of  Medicaid  Bulletins  from  the  Department  of  Physician  Services  that  were  mailed  to  enrolled 
physicians.  If  you  need  a copy  of  any  bulletin,  please  contact  Alicia  Jacobs  at  (803)  898-2538. 


Subject 

Dale 

Reimbursement  Policy  for  Medicare/Medicaid  Recipients 

January  11,  1999 

Physician  Referrals  for  Out-of-State  Services 

January  12,  1999 

Training  Program  for  Registered  Nurses 

March  16,  1999 

Synagis  (Palivizumab)  S9853 

March  24,  1999 

Epidural  provided  to  a Medicaid  Patient  in  Labor 

April  7,  1999 

Asthma  Studies/Peak  Flow  Meter  & Spacer  Coverage 

April  13,  1999 

Early  & Periodic  Screening  Diagnosis  & Treatment  (EPSDT) 

April  21,  1999 

Physicians  Provider  Manual 

April  30,  1999 

Allergen  Immunotherapy 

May  26,  1999 

New  Telephone  and  FAX  Numbers 

May  26,  1999 

Medicaid  Updates  - Removal  of  Administration  Fee  from 
Injectable  Drugs/Removal  of  Prior  Authorization/Support 

Documentation  Requirements 

June  11,  1999 

Home  Uterine  Activity  Monitoring  (HUAM)/Supplies 

& Subcutaneous  Tocolytic  Therapy 

July  16,  1999 

Incentive  Payments 

July  16,  1999 

Medicaid  Updates  - 
Clarification  of  Abortion  Policy 
Revenue  Code  761 
Hyperbaric  Oxygen  (HBO)  Therapy 

Hospital  Program  Representatives 

July  21,  1999 

Y2K 

August  27,  1999 

Substitution  of  Equivalent  Generic  Pharmaceuticals 

for  Medicaid  Patients 

August  31,  1999 

New  Policy  on  Teleconsultations 

August  31,  1999 

Electronic  Claims  Filing 

Sept  13,1999 

Synagis  (Palivizumab)  S9853 

Sept  28,  1999 

Rate  Adjustment  for  Injection  Codes 

October  22,  1999 

MARK  YOUR  CALENDAR 

The  SCMA’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled  for  April  27-30,  2000, 
at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 


RISK  MANAGEMENT  PROGRAM  FOR  NEW  PHYSICIANS 


The  next  Risk  Management  Program  for  newly  licensed 
physicians  will  be  held  at  the  SCMA  Headquarters  on 
Friday,  May  19,  2000.  There  will  be  two  sessions  of- 
fered, 9:00  a.m.- 12:00  p.m.  and  l:00p.m.-4:00p.m.To 
register,  call  Melissa  Hamby  at  (800)  327-1021,  ext. 
253.  This  program  is  sponsored  by  the  JUA/SCMA Phy- 
sician Risk  Management  Committee  for  physicians  en- 
tering their  first  or  second  year  of  practice.  There  is  no 
registration  fee. 

Objectives  of  .Program 

At  the  end  of  this  session,  the  attendee  should  be  able 
to: 

- Name  the  more  common  causes  of  medical 
malpractice. 

- List  several  prevention  strategies  to  avoid  medical 
malpractice. 

- Recognize  the  role  of  communication  with  patients 
in  risk  management. 

- Outline  the  key  points  in  record  management  as  a 
role  of  risk  management. 

- Enumerate  the  proper  steps  to  take  when  an  adverse 
occurrence  happens. 

- Recognize  the  role  of  the  JUA/PCF  and  the  State 
Board  of  Medical  Examiners  in  risk  management. 

Program  Outline 

I.  Introduction  - March  Seabrook,  MD  (West 
Columbia,  SC) 


II.  Overview  of  JUA  and  PCF  - Sam  McEwen, 
Manager,  JUA  Claims  (Columbia,  SC) 

III.  Controlling  Medical  Liability  - March 
Seabrook,  MD 

IV.  If  You  Need  A Lawyer  - Speaker  TBA 

V.  Overview  of  the  State  Board  of  Medical 
Examiners  - J.  D.  Whitehead,  Jr.,  MD,  State 
Board  of  Medical  Examiners  (Columbia,  SC) 

VI.  Hospital  Risk  Management  - Karl  Pfaehler,  SC 
Health  Alliance  (Columbia,  SC) 

VII.  Question  and  Answer  Session 

CME  Credit 

The  South  Carolina  Medical  Association  (SCMA)  des- 
ignates this  continuing  medical  education  activity  for 
up  to  3 hours  of  Category  1 credit  toward  the  Physician’s 
Recognition  Award  for  the  American  Medical  Associa- 
tion. Each  physician  should  claim  only  those  hours  of 
credit  he  or  she  actually  spent  in  the  educational  activ- 
ity. 

The  South  Carolina  Medical  Association  is  accredited 
by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  to  sponsor  continuing  medical 
education  for  physicians. 


BCBS  ADDS  FUNCTION  AND  INFORMATION  TO  NEW  WEBSITE 


Blue  Cross  and  Blue  Shield  of  South  Carolina  has  up- 
dated its  web  site  with  secure  functionality  and  informa- 
tion that  make  it  a healthcare  leader  as  we  start  the  new 
millennium.  Physicians  can  now  access  vital  patient  infor- 
mation via  the  Internet  through  SouthCarolinaBlues.com's 
“Insurance  Manager.” 

Soiiih.CarQlinaBlues.com  brings  real-time  information  to 
the  desktops  of  physicians  and  office  personnel.  The  up- 
dated site  is  also  audience-focused.  On  the  home  page, 
there  are  five  links  targeted  to  the  specific  user  - Guests, 
Members,  Benefits  Coordinators,  Providers  and  Agents. 

Once  inside  the  Provider  section  of  the  site,  there  are  sev- 
•hI  links,  including  a Provider  Directory  and  Insurance 
lanager.  The  Provider  Directory  includes  listings  for  all 
ovider  types,  from  physicians  to  hospitals,  and  labs  to 
.ammography  providers  - all  searchable  by  name  or  lo- 
lion.  The  Insurance  Manager  gives  physicians  secure 
c<  ss  to  patient  health  coverage  information. 


Provider  Directory 

‘This  directory  represents  our  most  up-to-date  provider 
directory  [as  compared  to  printed  directories],”  says 
Michelle  Harris  of  Blue  Cross.  “It  is  updated  nightly,  so 
it  is  very  useful  when  a patient  needs  to  be  referred  to  a 
network  provider.”  The  directory  includes  network  list- 
ings for  Preferred  Blue,  State  Health  Plan,  HMO  Blue 
and  Companion  HealthCare  providers  in  South  Caro- 
lina and  the  bordering  areas  of  Georgia  and  North  Caro- 
lina. 

Insurance  Manager 

The  Insurance  Manager,  launched  on  November  9, 1999, 
gives  physicians  access  to  insurance  information  through 
a secure  site.  Physician  offices  create  their  own  profile 
to  access  patient  insurance  information  that  is  impor- 
tant to  their  staff.  When  the  profile  is  complete,  each 
user  will  have  a username  and  password  to  access  pa- 

( BCBS , continued  on  page  4) 
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PHYSICIANS  CARE  NETWORK  UPDATE 


Currently,  there  are  8,732  participating  physician  locations,  901  participating  ancillary  locations  and  97  partici- 
pating hospitals.  PCN  has  112  contracted  groups  with  62,475  covered  lives.  We  will  continue  to  provide  infor- 
mation as  contracts  are  received. 


NEW  GROUPS: 

• Mayer  Industries;  effective  1-1-00 

• International  Speedway;  effective  1-1-00 

• Carpet  Bam;  effective  1-1-0Q 

• Pryors,  Inc.;  effective  1-1-00 

TERMINATIONS: 

• Swisstex;  effective  12-31-99 

• Carolina  Health  Centers;  effective  12-31-99 

• MiTech  Group;  effective  12-31-99 

• Carolina  Machinery /Winners;  effective  12-31-99 

• Modes/dba  Contract  Staffing/Computer  Consultants; 
effective  1-1-00 

RENEWALS: 

• Lexicode  Corporation 

• Selee  Corporation 

• Scottsman  Industries  - Now  has  Full  Network 
Access 

• Burroughs  & Chapin  - new  TPA  (Benefit 
Administrators  - Columbia,  SC) 

• Eardhardt  & Leimer 

• National  Wild  Turkey  Federation 

PLEASE  MAKE  SURE  YOUR  OFFICE  MAN- 
AGER HAS  OUR  NEW  ADDRESS: 

We  continue  to  have  problems  with  claims  going  to 
the  wrong  address.  THIS  SLOWS  DOWN  YOUR 
PAYMENT.  Please  make  sure  you  are  filing  your 
claims  correctly: 


Send  all  participating  PCN  claims  to  the  following  ad- 
dress: 

PHYSICIANS  CARE  NETWORK 
P O BOX  101111 
COLUMBIA,  SC  29211-1111 

Any  exceptions  from  the  above  address  will  be  noted 
on  the  member’s  ID  card. 

Nan  Ya  Plastics  Corporation  is  one  of  the  groups  with 
which  Physicians  Care  Network  has  an  arrangement  to 
cut  checks  to  the  providers.  Any  questions  regarding 
claims  checks  should  be  referred  to  PCN  Customer 
Service  Staff  at  888-323-9271. 

ATTENTION  OFFICE  MANAGERS: 

Please  make  sure  you  complete  the  entire  section  11 
on  the  HCFA  1500  form  when  filing  with  Physicians 
Care  Network. 

Section  11  - include  the  social  security  number,  policy 
# and/or  group  # (the  more  information,  the  better). 

Section  11 A - the  insured’s  date  of  birth  and  sex. 

Section  11B  - the  insured’s  employer  name. 

Section  1 1C  - the  insured’s  insurance  plan  name  or  pro- 
gram name. 

Your  claim  will  be  returned  to  you  if  we  cannot  clearly 
identify  the  patient;  therefore,  please  provide  us  with 
as  much  information  as  possible. 


VACCINE  ASSURANCE  FOR  ALL  CHILDREN  (VAFAC) 


The  Department  of  Health  and  Environmental  Control  has  received 
an  additional  supply  of  hepatitis  B vaccine  that  does  not  contain 
thimerosal  as  a preservative  from  Merck  Vaccine  Division.  All 
VAFAC  providers  may  now  order  this  vaccine  for  their  clinic/prac- 
tice to  immunize  infants  birth  through  six  months  of  age.  The  thime- 
rosal preservative-containing  hepatitis  B vaccines  can  continue  to 
be  used  for  vaccinating  children  aged  greater  than  six  months,  adoles- 
cents, and  adults.  In  order  to  prevent  shortages  of  the  limited  supplies 
single-antigen  hepatitis  B vaccine  that  does  not  contain  thimerosal 
preservative,  please  specify  on  your  order  form  the  number  of  doses  of  thimerosal- 

free  hepatitis  B vaccine  you  are  ordering  for  infants  six  months  of  age  or  less.  When  not  specified,  the  vaccine  containing 
the  thimerosal  preservative  will  be  shipped  to  you.  Please  call  1-800-27-SHOTS  if  you  have  any  questions. 
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( BCBS , continued  from  page  2) 

tient  eligibility,  deductible  and  out-of-pocket 
amounts,  authorization  status,  claims  status, 
and  other  health  insurance  information.  Once 
the  desired  information  is  found,  you  can  print 
the  screen. 

‘This  is  a new  way  of  doing  business  that  we 
recognized  was  desired  by  the  physician  com- 
munity, our  policyholders,  the  benefit  coordi- 
nators of  group  policies,  insurance  agents,  and 
by  us,”  said  Thomas  G.  Faulds,  president  and 
chief  operating  officer  of  the  company's  Blue 
Cross  and  Blue  Shield  Division.  “Our  web  site 
has  moved  from  being  a static  source  of  infor- 
mation about  our  company  to  a dynamic  tool 
that  can  be  used  by  the  people  we  serve.” 

“Instead  of  the  physicians  and  policyholders 
waiting  to  get  confirmation  of  information 
from  us,  they  can  see  it  for  themselves  online. 
We  just  want  to  make  it  easy  for  people  to  get 
in  touch  with  us.  We  believe  we  are  the  first 
health  insurance  company  to  offer  all  of  these 
services  to  both  physicians  and  members  in 
real-time,  privately  and  securely.  As  the  in- 
dustry moves  in  this  direction,  we  wanted  to 
set  the  pace,”  he  said. 

Users  can  access  this  information  by  choos- 
ing the  patient's  health  plan  and  entering  their 
subscriber  ID  and  date  of  birth.  The  informa- 
tion is  pulled  directly  from  the  Blue  Cross 
mainframe  systems  and  returned  to  the  user 
in  a concise  and  printable  format.  These  capa- 
bilities greatly  reduce  the  amount  of  time  that 
office  staff  spends  on  the  phone. 

Some  physician  offices  are  placing  a computer 
at  the  front  desk  to  check  patient  eligibility 
and  another  in  the  claims  area.  This  allows  the 
front  office  staff  to  check  patient  eligibility  and 
other  pertinent  coverage  information  at  the 
point  of  contact  without  ever  having  to  pick 
up  a phone.  Claim  areas  can  also  avoid  time- 
consuming  phone  calls  by  accessing  claim  sta- 
tus information  through  Insurance  Manager. 

Insurance*  Manager  is  available  at 
www.SouthCarolinaBlues.com.  as  well  as 
the  HMO  Blue  and  Companion 
HealthCare  web  sites  CSCHMOBlue.com 
and  CompanionHealthCare  .com,  respec- 
tively.) 


WORKSHOPS 

THE  $100,000  OFFICE  MANAGER 

March  9,  2000 

Now,  more  than  ever,  medical  practice  managers  and  physi- 
cians are  required  to  look  upon  their  organizations  as  businesses. 
As  such,  they  must  streamline  operations  and  manage  costs  in 
order  to  become  more  efficient  and  effective  in  an  increasingly 
competitive  environment.  In  this  workshop,  participants  will 
review  essential  techniques  and  tips  to  manage  the  medical 
pratice,  ensure  revenue  enhancement,  reduce  overhead,  and  curb 
unnecessary  spending.  Register  by  March  1,  2000. 

9:00  am.  - 4:00  p.m.;  Registration:  8:30  am. 
Columbia,  Clarion  Town  House  Hotel 


DEVELOPING  A COMPLIANCE  PLAN  FOR 
YOUR  PRACTICE 
March  21,  2000 

We  face  daily  awareness  of  the  threat  of  fraud  and  abuse  moni- 
toring by  HCFA,  the  OIG,  FBI,  and  the  prospective  review  pro- 
cess by  Medicare  carriers.  The  existence  of  a compliance  plan 
in  your  medical  practice  will  help  defend  your  operations  against 
the  results  of  audits  and  the  threat  of  sanctions  or  penalties  for 
unintended  mistakes  or  inadvertent  billing  errors.  How  exten- 
sive must  your  compliance  plan  and  program  be?  Is  it  practical 
for  a small  medical  practice  to  develop  a formal  compliance 
program?  What  is  involved?  In  this  workshop,  you  will  learn 
the  basics  for  developing  a compliance  plan,  how  your  practice 
should  handle  the  compliance  plan  process,  and  how  extensive 
your  compliance  plan  should  be.  This  workshop  is  designed  to 
address  the  specific  needs  and  basics  for  compliance  plans  in 
the  physician  medical  practice.  Register  by  March  10,  2000. 

9:00  am.  - 12:00  p.m.:  Registration:  8:30  am. 

Columbia,  Clarion  Town  House  Hotel 


Space  in  each  workshop  is  limited,  so  be  sure  to  register  early. 
If  you  have  any  questions,  please  contact  Melissa  Hamby,  ext. 
253,  at  798-6207  in  Columbia,  or  at  (800)  327-1021  statewide, 
or  by  e-mail  at  melissa@scmanet.org. 
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A major  health  issue  in  the  year  2000  and  be- 
yond is  prostate  cancer.  It  is  now  the  most  com- 
mon cancer  in  men  in  the  United  States.  As  our 
population  ages,  the  morbidity  and  morality  as  well 
as  the  medical  costs  associated  with  prostate  can- 
cer assume  an  ever  increasing  importance. 

The  current  symposium  issue  of  The  Journal 
of  the  South  Carolina  Medical  Association  addresses 
the  most  important  aspects  of  prostate  cancer. 

The  issues  of  detection  and  diagnosis  of  pros- 
tate cancer  is  addressed  by  Dr.  Zaki.  Dr.  Bissada 
and  colleagues  address  general  management  issues 
as  well  as  surgical  management  of  localized  pros- 
tate cancer. 

Drs.  Melito,  Jackson  and  colleagues  discuss  the 


* Address  correspondence  to  Dr.  Bissada,  Profes- 
sor and  Chief  of  Urologic  Oncology,  Vice  Chair- 
man, Department  of  Urology,  MUSC,  96  Jonathan 
Lucas  St.,  HE644  P.O.  Box  250620,  Charleston, 
SC  29425. 


roles  of  external  beam  radiation  and  of 
Brachy therapy.  Drs.  Hulecki  and  Fogel  discuss  the 
role  of  cryosurgery,  and  Drs.  Ergul  and  Afrin  dis- 
cuss the  role  of  medical  therapy.  Dr.  Nixon  ad- 
dresses the  role  of  nutrition  in  the  prevention  and 
management  of  prostate  cancer.  Dr.  Bissada  dis- 
cusses counseling  patients  with  prostate  cancer  with 
a summary  of  the  different  issues  involved. 
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PROSTATE  CANCER:  AN  OVERVIEW 


NABIL  K.  BISSADA,  M.D.* 


Prostate  cancer  is  the  most  commonly  diagnosed 
cancer  and  the  second  leading  cause  of  cancer  death 
in  men  in  the  United  States.1'3  After  rapidly  rising 
incidence,  until  early  1990,  most  likely  due  to  uti- 
lization of  Prostate  specific  antigen  (PSA)  testing, 
the  incidence  of  new  cases  has  recently  declined 
to  about  180,000  newly  diagnosed  cases  in  1998 
and  1999.  More  importantly,  the  death  rates  from 
prostate  cancer  are  slowly  but  steadily  declining.4  5 
In  1999,  an  estimated  37,000  U.S.  men  will  die  of 
prostate  cancer.  This  seems  to  parallel  the  fact  that 
there  is  a significant  increase  in  the  percentage  of 
patients  diagnosed  with  earlier  stages  of  prostate 
cancer  in  the  more  recent  era.2,3 

Prostate  cancer  exists  in  two  forms,  a pathologi- 
cal presence  as  an  occult  cancer  not  clinically  di- 
agnosable.  This  entity  recognized  in  autopsy 
studies  in  different  populations  is  very  common 
ranging  from  30-50  percent  in  men  in  their  fifties 
to  about  90  percent  in  men  over  eighty  years  of 
age.  The  incidence  of  occult  or  microscopic  can- 
cer seems  to  be  similar  in  different  geographical 
locations  and  in  different  ethnic  groups.  Clinical 
cancer,  and  the  risk  of  dying  of  prostate  cancer, 
however,  varies  widely  in  different  geographical 
locations  and  in  different  ethnic  groups.  Both  ge- 
netic and  environmental  factors  seem  to  account 
for  these  differences  in  the  progression  of  occult 
cancer  to  clinical  and  lethal  cancer.  Epidemiologi- 
cal studies  seem  to  suggest  that  nutritional  factors 
such  as  a high  fat  diet  increase  the  risk  of  develop- 
ment of  and/or  progression  of  clinical  and  lethal 
prostate  cancer. 


Options  for  managing  clinically  diagnosed  and 
localized  prostate  cancer  include  expectant  man- 
agement (watchful  waiting),  radical  prostatectomy, 
external  beam  radiation  therapy,  brachytherapy  (by 
radioactive  seeds)  and  cryosurgical  ablation  of  the 
prostate.  Any  of  these  modalities  has  been  uti- 
lized with  or  without  androgen  deprivation.  An- 
drogen deprivation  is  also  the  preferred  first  line 
treatment  in  patients  with  advanced  disease. 

Nutritional  approaches  to  prostate  cancer 
therapy  can  be  considered  as  prevention  as  well  as 
an  aid  to  therapy.6 
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The  discovery  that  serum  prostate  specific  antigen 
(PSA)  measurements  can  be  used  to  detect  pros- 
tate cancer  in  asymptomatic  men  with  a normal 
digital  rectal  examination  (DRE)  has  led  to  a rapid 
and  dramatic  change  in  the  way  this  very  common 
cancer  is  diagnosed  and  treated.1  The  prevalence 
of  incidental  prostate  cancers  discovered  during 
autopsy  raises  the  concern  that  PSA  screening  de- 
tects asymptomatic  cancers  and  that  screening 
would  subject  men  to  unecessary  therapies.  How- 
ever, evidence  now  indicates  that  the  types  of  can- 
cers detected  by  PSA  screening  are  more  aggressive 
and  have  higher  tumor  grades  than  those  detected 
on  autopsy  studies.2  The  results  of  increasing  radi- 
cal prostatectomies  have  shown  that  less  than  5-15 
percent  of  such  tumors  are  insignificant  i.e.  low 
volume  <0.5  cc,  and  low  grade  Gleason  sum  less 
than  or  equal  four  upon  pathological  examination 
3'5,  characteristics  found  in  approximately  90  per- 
cent of  autopsy  cancers.6'8 

Screening  increased  the  proportion  of  organ  con- 
fined prostate  cancer  from  35  percent  to  70  per- 
cent, which  should  save  lives  and  reduce  cancer 
related  deaths.2  Two  large  randomized  studies  are 
currently  in  progress:  European  randomized  study 
of  screening  for  prostate  cancer  (ESPRC)  and  Na- 
tional Cancer  Institute’s  Prostate,  Lung,  Colorectal, 
Ovarian  (PLCO)  study.  These  studies  were  devel- 
oped to  determine  if  PSA-based  screening  reduces 
prostate  cancer  mortality.  It  will  be,  however,  at 
least  ten  years  before  results  from  these  studies  are 
understood  and  interpreted.  In  Scandinavia,  how- 
ever, where  diagnosis  and  treatment  of  asymptom- 
atic clinically  localized  prostate  cancer  are  not 
considered  necessary,  data  from  several  Swedish 
investigators  suggest  that  at  15  years,  the  mortal- 
ity from  prostate  cancer  in  patients  who  had  po- 
tentially curable  disease  and  were  followed 
expectantly  is  significantly  higher  than  that  in  men 
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treated  by  radical  prostatectomy.9'10  Since  the  wide- 
spread use  of  PSA,  the  mortality  from  prostate  can- 
cer in  the  U.S.  is  steadily  declining.11'12 

The  American  Cancer  Society  and  the  Ameri- 
can Urological  Association  recommend  that  pros- 
tate cancer  screening  should  begin  at  age  of  50  for 
Caucasian  men  without  family  history  of  prostate 
cancer.  For  African-American  men,  the  American 
Cancer  Society’s  recommendation  is  to  start  screen- 
ing at  age  40.  Studies  have  shown  that  African- 
Americans,  on  the  average,  are  younger  than 
Caucasians  at  the  time  of  diagnosis  with  prostate 
cancer.  They  tend  also  to  have  tumors  at  a more 
advanced  stage  and  higher  grades.13  The  relative 
risk  of  prostate  cancer  diagnosis  is  two  to  three 
fold  higher  if  the  patient  has  a first  degree  relative 
with  prostate  cancer.14  Thus,  the  recommendation 
is  to  start  screening  men  with  a family  history  of 
prostate  cancer  at  the  age  of  40. 

The  first  prostate  cancer  screening  test,  the  digi- 
tal rectal  examination  (DRE).  by  itself  is  generally 
less  sensitive  than  PSA.  Catalona  and  associates6 
reported  that  DRE  alone  would  have  missed  ap- 
proximately 40  percent  of  cancers  and  PSA  alone 
would  have  missed  about  25  percent  of  cancers, 
detected  in  the  first  wave  of  a prostate  cancer 
screening  trial.  Since  the  widespread  use  of  PSA, 
the  mortality  from  prostate  cancer  in  the  U.S.  is 
steadily  declining. 

In  patients  that  are  medically  stable  and  willing 
to  undergo  treatment  for  prostate  cancer,  current 
standards  of  care  are  to  proceed  with  transrectal 
ultrasound  (TRUS)  guided  biopsy  for  PSA  levels> 
four  ng/ml  or  for  suspicious  DRE  results.15 

In  a follow-up  study  by  Catalona  and  colleagues2 
for  men  who  at  initial  screening  had  PSA  values  < 
four  ng/ml.,  2.6  percent  developed  prostate  cancer 
over  the  next  five  years.  The  proportion  of  men 
with  clinically  advanced  cancer  was  significantly 
lower  among  those  with  cancers  detected  through 
serial  PSA  testing  (two  percent)  than  in  those  with 
cancers  detected  during  initial  screening  (six  per- 
cent).16 This  shows  the  value  of  serial  screening 
with  PSA  even  after  an  initially  “normal”  value. 
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The  high  false-positive  rate  has  been  a major 
criticism  of  serum  PSA,  as  it  can  be  elevated  in 
other  conditions  as  BPH,  prostatitis  and  prostatic 
infarctions.  To  improve  the  specificity  of  PSA  (i.e. 
to  reduce  the  numer  of  false  positives),  alternative 
ways  to  analyze  the  PSA  level  to  assess  its  clinical 
significance  more  accurately  have  been  suggested. 

PSA  density  (PS AD):  Ratio  of  PSA  to  prostate 
volume.  This  method  was  introduced  to  determine 
the  appropriateness  of  slightly  elevated  PSA  lev- 
els in  rang  of  4.0-10.0  ng/ml.  It  was  found,  how- 
ever, that  PSAD  can  reduce  approximately  50 
percent  of  the  number  of  negative  biopsies  currently 
done.  Unfortunately,  nearly  half  of  the  organ  con- 
fined prostate  cancers  (the  one  most  desirous  to 
find)  would  be  missed  as  well.17  Moreover,  the 
added  expense  and  inconvenience  of  TRUS,  that 
is  required  to  calculate  PSAD  are  such  that  this 
test  is  rarely  used  now. 

Age-Specific  PSA:  This  is  based  on  the  con- 
cept that  PSA  is  higher  in  older  men  regardless  of 
whether  or  not  they  had  prostate  cancer.  Osterling 
and  co-workers,18  proposed  that  the  PSA  thresh- 
old for  biopsy  should  change  based  on  age,  with 

2.5  ng/ml  for  men  aged  40-49  years,  3.5  ng/ml  for 
50-59  years  old,  4.5  ng/ml  for  60-69  years  old  and 

6.5  ng/ml  for  70-79  years  old. 

However,  Catalona  and  associates19  reported  in 
a prospective  clinical  trial  including  6,630  men  that 
raising  the  PSA  cut  off  from  4.0  to  4.5  ng/ml  among 
men  60  to  69  years  of  age  would  result  in  1 5 per- 
cent fewer  biopsies  but  would  miss  eight  percent 
of  organ-confined  cancers;  raising  the  PSA  cutoff 
to  6.5  ng/ml  among  men  over  the  age  70  resulted 
in  44  percent  fewer  biopsies  but  missed  47  percent 
of  cancers. 

PSA  Velocity:  Rate  of  change  of  an  individual’s 
PSA  level.  That  increases  in  PSA  concentrations 
from  an  established  baseline  or  slope  that  suggests 
neoplastic  transformation,  and  biopsies  should  be 
taken  at  that  time.  Carter  and  colleagues20  studied 
the  archival  serum  samples  collected  through  the 
Baltimore  longitudinal  study  for  aging.  They  found 
that  a rise  of  PSA  greater  than  0.75  ng/ml  annually 
could  distinguish  prostate  cancer  from  BPH  in  most 
instances.  However,  they  found  that  changes  at 
intervals  less  than  twelve  months  usually  were  too 
unreliable  to  extrapolate  a rate  of  change.  It  has 
been  suggested  that  in  order  to  determine  an  accu- 


rate slope,  PSA  must  be  measured  at  least  three 
times  over  an  18  month  time  period,21  each  per- 
formed by  the  same  assay  method. 

Free  and  Total  PSA:  It  was  found  that  the  ma- 
jority of  PSA  is  bound  to  protease  inhibitors  such 
as  alpha- 1-antichymotrypsin,  with  only  a minority 
existing  in  the  unbound  form.22  For  incompletely 
understood  reasons,  the  proportion  of  PSA  that  is 
unbound  (percent  free  PSA)  is  lower  in  men  with 
prostate  cancer  than  in  men  with  benign  prostates.23 
Several  studies  are  trying  to  show  improvements 
in  specificity  without  greatly  reducing  sensitivity, 
if  men  with  total  PSA  between  four  and  ten  ng/ml, 
had  biospies  done  if  their  free  PSA  is  below  a spe- 
cific percentage.  In  a recent  study  Catalona  et  al.,24 
showed  that  in  order  to  maintain  95  percent  sensi- 
tivity, a cutoff  of  20  percent  was  needed  for  men 
aged  50-59,  26  percent  for  men  aged  60-69  and  28 
percent  for  men  aged  70-75.  The  authors  recom- 
mended using  a cutoff  of  25  percent  for  all  men  so 
that  avoidance  of  biopsies  would  be  maximized  in 
older  men  and  missed  cancers  would  be  minimized 
in  younger  men. 

Percent  free  PSA  may  be  particularly  useful  in 
determining  the  need  for  repeat  biopsy,  for  instance 
in  a man  who  has  had  one  negative  prostate  biopsy 
but  has  persistently  elevated  total  PSA  greater  than 
4.0  ng/ml  total  PSA  or  an  abnormal  DRE.25 

While,  it  is  reasonable  to  use  the  single  optimal 
cutoff  for  most  men  in  25  percent,  as  proposed  by 
Catalona  and  co-workers,24  a PSA  cutoff  point  may 
be  individualized  based  on  the  patient’s  desire  not 
to  have  the  diagnosis  of  cancer  missed. 

Factors  that  may  alter  the  levels  of  PSA:  PSA 
studies  have  shown  that  ejaculation  may  have  a 
minimal  effect  on  PSA  levels.  Six  hours  after  ejacu- 
lation, however,  there  is  unlikely  to  be  a clinically 
significant  effect  on  either  total  or  percent  PSA 
measurements.27 

Finasteride,  a 5-alpha  reductase  inhibitor  is  used 
sometimes  in  patients  with  BPH.  Studies  have 
shown  on  average,  serum  total  PSA  levels  are  low- 
ered by  50  percent  among  men  without  prostate 
cancer  who  have  received  finasteride  for  more  than 
six  months.28 

There  have  been  multiple  conflicting  reports  re- 
garding impact  of  DRE  on  PSA.  However,  it  seems 
that  slight  elevation  in  PSA  level  occurs  following 
DRE  that  returns  to  baseline  level  by  24  hours.29 
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Urinary  retention  and  catheterization  result  in  el- 
evation of  PSA  levels.  Needle  biopsy  of  the  pros- 
tate results  in  prolonged  PSA  elevation. 

Patients  with  either  abnormal  DRE,  or  abnor- 
mal PSA,  or  both  need  prostatic  biopsy.  Prostatic 
biopsy  guided  by  TRUS  allows  for  sampling  of 
multiple  sites  of  the  gland  under  direct  vision.  The 
sextant  biopsies  in  addition  to  biopsy  of  any  pal- 
pable or  visible  abnormal  areas  increase  the  chance 
that  most  tumors  will  be  diagnosed  early.  Com- 
monly, prostate  cancer  is  hypoechoic  or  isoechoic. 
Although  gross  tumor  extension  can  be  identified 
by  TRUS,  lessser  degree  of  extention  and  focal 
capsular  penetration  cannot  be  distinguished. 

Determination  of  the  grade  and  tumor  volume 
remain  critical  issues  in  the  selection  of  appropri- 
ate therapy  after  the  diagnosis  of  prostate  cancer. 
However,  neither  histologic  grade  nor  tumor  vol- 
ume can  be  measured  with  accruacy  pre-opera- 
tively. 

Both  CT  scan  and  MRI  have  not  proven  to  be 
very  sensitive  for  evaluation  of  extracapsular  dis- 
ease extention.  Bone  metastases  may  produce  ab- 
normalities on  radionuclide  bone  scans.  Clinical 
data  with  PSA  correlation  has  further  refined  the 
indication  for  scintigraphy,  and  the  yield  of  bone 
scan  findings  is  reported  to  be  extremely  low  in 
patients  with  PSA  less  than  20  ng/ml.31  Bone  scan 
now  is  used  for  patients  who  present  with  PSA 
values  greater  than  ten  ng/ml,  high  Gleason  Score 
(eight  to  ten),  or  elevated  serum  alkaline  phos- 
phatase, or  are  symptomatic.  Bone  scans  are  highly 
sensitive  but  nonspecific,  and  equivocal  positive 
findings  often  need  to  be  correlated  with  standard 
radiographs  of  the  abnormal  area. 

Patients  who  have  high-grade  tumors  on  pros- 
tatic biopsy,  or  high  stage  localized  disease  by  DRE 
(T3  or  T4)  should  be  studied  by  CT  or  MRI  for  the 
presence  of  nodal  metastases  if  bone  scan  is  nega- 
tive. Aspiration  biopsy  of  any  enlarged  pelvic 
lymph  node  should  be  performed  to  exclude  pa- 
tients with  positive  nodes  from  receiving  aggres- 
sive local  therapy. 

The  recent  introduction  of  monoclonal  antibody- 
derived  radioimmunoscintigraphy  holds  promise 
for  diagnostic  improvement  in  regional  and  dis- 
tant prostatic  malignancy.  The  ProstaScint  anti- 
body scan  has  been  recently  approved  by  the  FDA 
for  improving  staging  in  newly  diagnosed  patients 


and  those  with  suspected  recurrent  disease.  In  a 
study  comparing  results  of  ProstaScint  with  patho- 
logical evaluation,  in  pelvic  lymph  node  specimens 
from  patients  at  relatively  high  risk  for  metastasis, 
ProstaScint  had  a positive  predictive  value  of  only 
67  percent.32  The  limitations  of  CT  and  MRI  and 
to  some  extent  prostascint  scan  to  detect  metastatic 
lymphadenopathy  suggest  that  other  modalities  are 
needed  to  improve  the  detection  of  disease  spread 
in  lymph  nodes  or  other  soft-tissues. 
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Management  of  localized  prostate  cancer  includes 
expectant  management  (watchful  waiting),  radical 
prostatectomy,  external  beam  radiation  therapy, 
brachytherapy  and  cryosurgical  ablation  of  the 
prostate.  The  choice  of  management  is  based  on 
the  patient’s  life  expectancy  and  the  risk  of  dying 
of  prostate  cancer  i.e.  an  estimate  of  the  years  of 
life  lost  because  of  prostate  cancer.  The  younger 
the  patient  and  the  longer  the  patient’s  life  expect- 
ancy in  the  presence  of  aggressive  prostate  cancer, 
the  more  crutial  is  the  need  to  choose  a curative 
treatment. 

The  natural  history  of  clinically  localized  pros- 
tate cancer  without  curative  treatment  has  been 
examined  in  numerous  publications.17  Indeed  pa- 
tients with  limited  life  expectancy  and  well  or 
moderately  differentiated  prostatic  carcinoma  do 
equally  well  with  deferred  or  early  endocrine  treat- 
ment as  those  managed  with  curative  intent.4  On 
the  other  hand  mortality  from  prostate  cancer  is 
surprisingly  high  when  follow-up  exceeded  ten 
years.4,6  Among  patients  who  survived  ten  years, 
prostate  cancer  related  causes  account  for  about 
two-thirds  of  the  mortatlities.4  In  a recent  report 
by  Brasso  et  al, 6 following  2570  patients  with  lo- 
calized prostate  cancer  surviving  more  than  ten 
years,  prostate  cancer  contributed  or  was  the  di- 
rect cause  of  death  in  about  two-thirds  of  the  pa- 
tients. Younger  patients  were  at  significantly  higher 
risk  of  dying  of  prostate  cancer  than  older  patients. 
Tumor  characteristics  are  also  important  in  predict- 
ing death  from  prostate  cancer.5  Death  from  pros- 
tate cancer  and  development  of  metastatic  disease 
were  much  more  common  in  patients  with  poorly 
differentiated  than  in  patients  with  moderately  dif- 
ferentiated tumors,  66  percent  and  74  percent  ver- 
sus 13  percent  and  42  percent  respectively.5  For 
those  with  life  expectancy  of  15  years  and  high 
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grade  tumors,  the  probability  of  dying  of  prostate 
cancer  is  60-87  percent."  Clearly,  patients  with  long 
life  expectancy  (longer  than  ten  years)  and  those 
with  aggressive  tumors  require  early  treatment. 

Definitive  management  of  clinically  localized 
prostate  cancer  includes  radical  prostatectomy,  ra- 
diation therapy  and  cryosurgical  ablation.  Factors 
to  be  considered  in  the  choice  of  definitive  man- 
agement of  localized  prostate  cancer  are  a patient’s 
age  and  life  expectancy  and  tumor  characteristics. 
Younger  patients  with  very  long  life  expectancy 
with  significant  tumors  are  at  highest  risk  of  los- 
ing many  years  of  life  expectancy  if  their  tumors 
are  not  cured.  This  generally  includes  patients  in 
their  forties  and  fifties  or  those  with  life  expect- 
ancy exceeding  15-20  years.  These  patients  are  best 
managed  by  radical  prostatectomy.  The  long-term 
results  and  the  biochemical  freedom  of  disease  are 
most  favorable  for  patients  managed  by  radical 
prostatectomy.8'11 

Patients  with  reasonable  life  expectancy  (be- 
tween ten- 15  years)  with  moderately  or  poorly  dif- 
ferentiated tumors  are  at  high  risk  of  dying  of 
prostate  cancer.  The  therapeutic  choices  include 
radical  prostatectomy,  radiation  therapy  and 
cryosurgery.  Radiation  therapy  is  often  utilized  in 
this  group  of  patients  with  acceptable  results. 
Based  on  short  term  follow-up,  prostate  cancer 
appears  to  be  highly  curable  by  any  radiotherapy 
technique.  However,  the  definition  of  disease  free- 
dom is  crucial  in  the  interpretation  of  radiotherapy 
results.  It  is  now  clear  that  a non-rising  PSA  nadir 
of  0.2  ng/ml  or  less  is  achievable  in  most  men  who 
demonstrate  long  term  biochemical  disease  free 
survival  after  radiation  therapy.12  At  this  time,  dis- 
ease freedom  after  radiotherapy  must  be  defined 
as  achieving  and  maintaining  PSA  of  no  more  than 
0.5  ng/ml.12’13  Virtually  all  patients  with  PSA  na- 
dir greater  than  0.5  had  disease  recurrence.12  A 
PSA  nadir  less  than  0.2  was  superior  in  predicting 
disease  free  survival  at  ten  years. 

An  important  consideration  in  the  choice  of  radi- 
cal prostatectomy  versus  radiation  therapy  in  pa- 
tients with  long  life  expectancy  is  the  fact  that 
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patients  who  had  radical  prostatectomy  who  are 
deemed  to  have  local  failure  can  be  managed  by 
radiation  therapy  with  acceptable  results  and  rea- 
sonable morbidity.  On  the  other  hand,  most  pa- 
tients with  recurrence  after  radiotherapy  are 
difficult  to  salvage  by  other  modalitites.  Morbid- 
ity of  salvage  radical  prostatectomy  or  salvage 
cryotherapy  is  very  significant. 

Radiation  therapy  for  prostate  cancer  is  deliv- 
ered as  external  beam  radiotherapy  (EBRT)  or  in- 
terstitial radiation  therapy  (brachytherapy)  or  a 
combination  of  the  two  modalities  with  or  without 
neoadjuvant  androgen  deprivation.  Brachytherapy 
seems  to  enjoy  rising  popularity.  Long  term  re- 
sults are  not  available  for  the  current  techniques  of 
brachytherapy.  In  utilizing  biochemical  data  for 
interpretation  of  intermediate  term  results,  a PSA 
nadir  of  0.5  or  less  is  essential.  In  a recent  com- 
parison of  radical  surgery,  EBRT  or  brachytherapy, 
D’Amico  found  no  significant  difference  in  the 
results  of  these  three  modalities  in  patients  who 
are  at  low  risk  of  dying  of  prostate  cancer  (those 
with  small  volume,  low  or  moderately  differenti- 
ated tumors  and  low  PSA).14  Those  are  the  same 
patients  who  do  reasonably  well  with  expectant 
management.  On  the  other  hand,  patients  with 
median  risk  or  high-risk  tumors  had  the  worst  out- 
come with  interstitial  radiation  (brachytherapy) 
than  those  treated  by  surgery  or  EBRT. 

The  use  of  androgen  deprivation  as  an  adjuvant 
treatment  to  radiotherapy  seems  to  have  an  estab- 
lished role  in  many  patients  receiving  radiotherapy 
at  present.  On  the  other  hand,  the  use  of  short-term 
neoadjuvant  hormonal  therapy  does  not  influence 
the  prognosis  of  patients  undergoing  radical  pros- 
tatectomy.15 

The  role  of  cryosurgical  ablation  of  the  prostate 
(CSAP)  seems  to  have  been  hindered  by  the  fact 
that  it  was  considered  investigational  and  there- 
fore was  not  reimbursed  by  medicare  and  most  third 
party  payers.  Recent  reports  indicate  that  CSAP 
has  similar  efficacy  and  morbidity  to  radiation 
therapy.1617  As  expected,  the  highest  complications 
were  encountered  in  patients  having  salvage  cryo- 
therapy after  failure  of  radiation  therapy.17 

Quality  of  life  issues  related  to  prostate  cancer 
treatment  are  gaining  importance.  All  therapies  for 
prostate  cancer  have  a negative  impact  on  quality 
of  life  measures.  Success  or  failure  of  prostate  can- 


cer therapy  should  be  evaluated  both  in  terms  of 
efficacy  as  well  as  in  its  impact  on  quality  of  life. 
These  include  sexual  function  (erectile  function  and 
libido),  urinary  continence  and  bowel  function. 
Over  all  radical  prostatectomy  and  radiation 
therapy  have  comparable  impact  upon  quality  of 
life.18  The  radical  prostatectomy  group  had  more 
sexual  and  urinary  complaints,  while  the  radio- 
therapy group  had  worse  bowel  function. 
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Prostate  cancer  is  the  most  commonly  diagnosed 
cancer  among  men  in  the  United  States  and  the 
second  leading  cause  of  cancer  death.  In  1998,  an 
estimated  184,500  new  cases  of  prostate  cancer 
were  diagnosed  and  more  than  39,200  men  died  of 
prostate  cancer. 1 

The  increasing  frequency  of  the  disease  is  re- 
lated closely  to  advances  in  detection,  including 
the  widespread  adoption  of  prostate  specific  anti- 
gen (PSA)  test.2  PSA  testing,  in  conjunction  with 
digital  rectal  examination  (DRE),  is  proving  to  be 
a sensitive  and  potentially  cost-effective  cancer 
control  intervention.3 

The  goal  of  definitive  therapy  for  carcinoma  of 
the  prostate  is  eradication  of  the  tumor  locally,  re- 
sulting in  prolongation  of  survival  as  well  as  elimi- 
nating the  tumor  as  a source  of  metastatic  disease 
and  as  a cause  of  significant  morbidity  from  local 
progression. 

CHOICE  OF  THERAPY  FOR  LOCALIZED 
PROSTATE  CANCER 

Patients  diagnosed  with  localized  prostate  cancer 
typically  face  a difficult  choice  of  several  treatment 
options,  including  radical  prostatectomy,  external 
beam  radiation  therapy,  brachytherapy,  cryotheraphy, 
and  observation  only.  Each  is  considered  to  offer  a 
different  opportunity  of  long-term  survival,  can- 
cer recurrence,  complications  and  impact  on  qual- 
ity of  life.  The  choice  of  treatment  should  be 
individualized,  and  it  should  be  made  by  the  pa- 
tient after  thorough  consideration  of  the  potential 
benefits  and  risks  of  all  options. 

With  contemporary  radical  prostatectomy,  about 
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Lucas  St.,  HE644  P.O.  Box  250620,  Charleston, 
SC  29425. 


70  percent  of  patients  with  clinically  localized  pros- 
tate cancer  can  be  cured.  Results  depend  on  tumor 
grade  and  stage  and  serum  PSA.  Urinary  inconti- 
nence and  sexual  potency  can  be  preserved  in  most 
patients.  Better  recovery  of  urinary  and  sexual  func- 
tion is  expected  from  centers  with  dedicated  uro- 
logic oncology  teams.  Other  complications  occur 
in  about  ten  percent  of  patients  undergoing  radical 
prostatectomy.  Higher  complications  are  expected 
in  older  patients.  Operative  mortality  is  about  0.5 
percent.  Radical  prostatectomy  has  regained  popu- 
larity over  other  treatment  modalities  in  the  last  15 
years.  According  to  the  National  Cancer  Data  base, 
utilization  of  radical  prostatectomy  has  increased 
from  11.4  percent  in  1986-1987  to  29.1  percent  in 
1992.  Approximately  25-30  percent  of  patients  with 
clinically  localized  cancers  is  treated  initially  with 
radiation  therapy. 4 The  recent  increase  in  the  utili- 
zation of  radical  prostatectomy  is  due  to  several 
reasons.  This  includes  earlier  diagnosis  in  healthier 
patients  and  significant  improvement  in  surgical 
techniques  including  the  introduction  of  potency- 
sparing surgery.  Radical  prostatectomy  for  local- 
ized prostate  cancer  is  clearly  indicated  for  the 
younger  patient  with  life  expectancy  exceeding  15 
years.  Post-radiation  biopsy  data  reveals  positive 
findings  in  33-75  percent  of  biopsies.  Long-term 
studies  reveal  recurrence  rates  approaching  50  per- 
cent by  seven  years  after  radiation  therapy.  Aver- 
age recurrence  after  radical  prostatectomy  is  less 
than  30  percent.5  6 

The  risk  of  recurrence  after  radical  prostatec- 
tomy for  clinically  localized  prostate  cancer  cor- 
relates with  preoperative  serum  PSA  level,  Gleason 
score,  clinical  stage,  and  positive  surgical  margin. 
Gleason  score  is  a strong  predictor  of  recurrence 
of  disease.  It  is  also  highly  associated  with  a posi- 
tive seminal  vesicle  biopsy,  and  of  lymph  node  in- 
volvement. Gleason  score  of  five  was  associated 
with  a progression  free  rate  of  87  percent,  Gleason 
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score  of  six  with  75  percent,  Gleason  seven  with 
60  percent,  and  Gleason  eight  and  nine  with  a 48 
percent  progression  free  rate  at  five  years.  Pre- 
biopsy PSA  is  also  important  in  predicting  results 
after  radical  prostatectomy.  Another  report  by 
Zincke  et  al  has  shown  that  in  pT2  patients  the  pre- 
operative PSA  and  Gleason  score  were  indepen- 
dent prognostic  indicators.  The  overall  progression 
rate  at  five  years  was  20  percent.  Patients  with  PSA 
less  than  ten  ng/ml  had  a progression  free  rate  of 
85  percent  versus  60  percent  of  the  patients  with 
PSA  > 20  ng/ml.8  Catolona  reported  a 93  percent 
five-year  progression  free  rate  with  a preoperative 
PSA  < ten  ng/ml  and  71  percent  with  PSA  > ten 
ng/ml.9 

ROLE  OF  PELVIC  LYMPH  NODE 
DISSECTION 

An  important  question  before  we  perform  radical 
prostatectomy  is  whether  we  should  evaluate  the 
status  of  pelvic  lymph  nodes. 

The  rationale  for  performing  pelvic  lymph  node 
dissection  is  that  if  proven  positive  it  might  obvi- 
ate the  need  for  an  unnecessary  radical  prostatec- 
tomy or  radiation  therapy  in  patients  who  are 
unlikely  to  benefit  from  these  treatment  modali- 
ties with  their  significant  side  effects.  In  addition, 
these  patients  may  benefit  from  early  androgen 
deprivation.10  However,  the  procedure  of  pelvic 
lymphadenectomy  is  associated  with  some  added 
morbidity11-1213  as  well  as  increased  cost.  In  addi- 
tion, when  we  rely  on  frozen  section  examination 
(when  performing  pelvic  lymphadenectomy  simul- 
taneously with  radical  retropubic  prostatectomy) 
there  is  a high  false  negative  rate.14  On  the  other 
hand,  most  patients  with  moderate  or  low  risk  cri- 
teria (low  PSA,  low  Gleason  score  and  small  vol- 
ume/ low  stage)  have  a very  low  incidence  of 
pathologically  apparent  pelvic  lymph  nodes  and 
usually  do  not  benefit  from  a pelvic  lymphadenec- 
tomy. 

RADICAL  PROSTATECTOMY 

Radical  prostatectomy  (RP)  was  described  by  Hugh 
Hampton  Young  in  1905. 15  However,  the  procedure 
did  not  gain  wide  acceptance  until  the  development 
of  modem  surgical  techniques  which  resulted  in 
significant  improvements  in  results  and  reduction 
in  morbidity.  The  current  operation  performed  by 


competent  urologic  surgeons  involves  removing  the 
prostate  and  seminal  vesicles  with  controlled  he- 
mostasis and  with  clean  visualization  of  the  exter- 
nal urethral  sphincter  and  of  the  neurovascular 
bundles  that  innervate  the  corpora  cavernosa  of  the 
penis  and  are  necessary  for  recovery  of  erections. 
With  a properly  performed  anatomic  radical  pros- 
tatectomy, urinary  continence  and  penile  erections 
will  recover  in  the  majority  of  patients.16- 17- 18- 19 
Subsequent  refinements  allow  radical  prostatec- 
tomy to  be  performed  safely  and  effectively  via 
either  the  perineal  or  retropubic  approaches. 

RESULTS  OF  RADICAL  PROSTATECTOMY 

About  70  percent  of  patients  who  undergo  anatomic 
radical  prostatectomy  for  prostate  (organ)  confined 
prostate  cancer  are  cured.  The  results  are  influenced 
by  tumor  characteristics,  that  is  Gleason  grades  (or 
score),  tumor  volume,  stage  and  preoperative  PSA. 

INFLUECENCE  OF  SURGICAL  MARGINS 

In  a review  of  several  large  series,  28  percent  (range 
20-75  percent)  of  patients  have  one  or  more  posi- 
tive margins  after  radical  retropubic  prostatectomy. 
Based  on  PSA,  25  percent  have  positive  surgical 
margin  if  PSA  < ten  ng/  ml  and  40  percent  if  PSA 
> ten  ng/ml.  Based  on  clinical  stage,  23  percent  of 
the  Tic,  17  percent  of  T2a,  30  percent  ofT2b  and 
T2c,  and  50  percent  of  T3  clinical  stages  have  posi- 
tive surgical  margin.  Based  on  the  biopsy  Gleason 
score,  40  percent  have  positive  surgical  margin  if 
the  Gleason  score  is  > seven  and  25  percent  if  the 
Gleason  score  is  < seven.20 

In  a multivariate  analysis,  Epstein  et  al.  showed 
those  patients  with  Gleason  > seven  and  pT2  had  a 
67  percent  ten-year  progression  free  rate.  Patients 
having  positive  extracapsular  penetration  with  posi- 
tive surgical  margin  had  50  percent  five-year  and 
40  percent  ten-year  progression  free  survival. 21 

Scardino  found  that  surgical  margin  was  not  sig- 
nificant unless  seminal  vesical  involvement,  cap- 
sular penetration,  or  high  Gleason  score  were  not 
present.22  Walsh  showed  that  those  patients  with 
positive  margins  and  focal  capsular  penetration  had 
a 65  percent  seven-year  progression  free  rate,  pa- 
tients with  positive  margins  and  extensive  capsu- 
lar penetration  had  only  40  percent  progression  free 
rate.23 

The  site  and  the  number  of  positive  margins  also 
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influence  prognosis.  Positive  margins  are  mostly 
seen  at  the  apex  and  the  neurovascular  bundles. 
The  five-year  progression  free  rate  is  86  percent 
for  margin  negative  cases  and  78  percent  for  mar- 
gin positive  cases.  If  the  prostate  base  margin  is 
positive,  the  rate  drops  to  50  percent.24  Soloway  et 
al  showed  that  positive  margin  at  the  bladder  neck 
or  posterolateral  margin  was  associated  with  a 
shorter  time  for  recurrence.  Of  course,  patients  with 
multiple  positive  margins  had  a shorter  recurrence 
interval  than  those  with  single  positive  margin.7 

MANAGEMENT  OF  POSITIVE  SURGICAL 
MARGINS  AND/OR  CAPSULAR 
PENETRATION  (PATHOLOGIC  STAGE  pT3) 

Patients  with  pathologic  evidence  of  capsular  pen- 
etration and/or  positive  surgical  margins  are  at 
some  increased  risk  of  biochemical  evidence  of 
failure  as  demonstrated  above.  Therapeutic  options 
are  usually  considered  in  the  presence  of  or  after 
the  development  of  detectable  / rising  PSA. 

In  general  the  presence  of  a significant  interval 
between  surgery  and  evidence  of  PSA  recurrence 
and  of  long  PSA  doubling  time  are  associated  with 
a high  likelihood  that  PSA  recurrence  is  due  to  pres- 
ence of  tumor  in  the  prostatic  fossa.  Those  patients 
are  at  low  risk  of  rapid  progression  and  of  dying 
from  prostate  cancer  especially  if  they  had  a low 
or  moderate  grade  tumors  (Gleason  score  five- 
seven).25  For  instance,  the  probability  of  remain- 
ing without  evidence  of  metastases  at  seven  years 
following  evidence  of  elevated  PSA  was  82  per- 
cent for  men  with  Gleason  score  five-seven,  PSA 
recurrence  occurring  after  more  than  two  years  af- 
ter radical  prostatectomy  and  PSA  doubling  time 
of  greater  than  ten  months.  This  compares  with  15 
percent  seven-year  metastases  free  survival  in  men 
with  PSA  recurrence  less  than  two  years  after  sur- 
gery and  with  PSA  doubling  time  of  less  than  ten 
months.25  If  PSA  increases  within  the  first  year  fol- 
lowing radical  prostatectomy,  or  if  the  patient  had 
Gleason  grades  eight-ten  on  the  final  pathology 
specimen,  positive  seminal  vesicles  or  positive 
lymph  nodes,  radiation  therapy  is  usually  ineffec- 
tive since  these  patients  very  likely  have  distant 
metastases.25  These  patients  are  best  treated  with 
early  or  delayed  androgen  deprivation. 

MANAGEMENT  OPTIONS  FOLLOWING 


ELEVATED  (DETECTABLE  AND  RISING) 
PSA 

Options  include  continued  observation  with  de- 
layed androgen  deprivation,  external  beam  radio- 
therapy (EBRT)  and  immediate  androgen 
deprivation.  In  patients  with  low  risk  of  progres- 
sion as  outlined  above,  a period  of  observation  is 
reasonable  since  many  of  them  may  do  well  with- 
out the  need  for  additional  therapy  and  associated 
morbidity.  These  patients  are  also  more  likely  to 
have  localized  disease  in  the  prostatic  fossa  and 
may  benefit  from  EBRT.  Biopsy  of  the  area 
(vesicourethral  margin)  may  be  helpful  but  has 
limitations  since  a positive  biopsy  does  not  elimi- 
nate the  risk  of  systemic  (distant)  disease  and  a 
negative  biopsy  may  be  sampling  error  in  the  pres- 
ence of  localized  disease.  In  general,  younger  pa- 
tients with  very  long  life  expectancy  and  high 
probability  of  local  recurrence  as  outlined  above 
are  the  best  candidates  for  EBRT.  On  the  other 
hand,  other  patients  may  just  as  well  be  managed 
by  early  (immediate  or  delayed)  androgen  depri- 
vation. 

MANAGEMENT  OF  PATIENTS  WITH 
LOCALLY  ADVANCED  DISEASE 

Therapeutic  options  in  cases  of  locally  advanced 
(clinical  stage  T3)  prostate  cancer  include,  expect- 
ant management/hormonal  therapy26,  external  beam 
radiation27,  Brachytherapy28,  brachytherapy  com- 
bined with  external  beam  radiation29,  cryosurgery 
(freezing),  and  radical  prostatectomy  with  or  with- 
out adjuvant  therapy.30 

MANAGEMENT  OF  PATIENTS  WITH 
PELVIC  LYMPH  NODE  INVOLVEMENT 

Patients  with  obvious  enlarged  lymph  nodes  de- 
tected preoperastively  are  at  high  risk  of  having 
systemic  metastases.  These  patients  are  best  man- 
aged by  androgen  deprivation  (surgical  or  medical 
castration).  This  situation  is  suspected  in  patients 
with  high  PSA  and/or  high-grade  tumors  Gleason  8- 9 
10.  Such  patients  generally  require  complete  imag- 
ing including  bone  scan  and  pelvic  CT  or  MRI.  If 
large  nodes  are  noted,  their  involvement  with  meta- 
static prostate  cancer  can  be  confirmed  by  needle 
aspiration.  Patients  can  be  managed  by  androgen 
deprivation  (immediate  or  late)  without  subjecting 
them  to  additional  morbidity  of  pelvic  lymph  node 
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dissection  or  radical  prostatectomy. 

Patients  with  microscopic  lymph  node  involve- 
ment are  diagnosed  after  pelvic  lymphadenectomy 
either  alone  or  prior  to  radical  prostatectomy. 
Whether  to  proceed  with  radical  prostatectomy  in 
this  situation  is  controversial.  Several  urologic 
oncologists  feel  that  radical  prostatectomy  in  such 
cases  has  a therapeutic  value.31 

MANAGEMENT  OF  PATIENTS  WITH 
RADIATION  FAILURE 

Significant  number  of  patients  who  had  radiation 
therapy  (external  beam  radiotherapy,  brachytherapy 
or  combination)  develop  evidence  of  residual  dis- 
ease. The  earliest  manifestation  is  usually  failure 
of  PSA  to  drop  to  a nadir  of  0.5  or  less  and  subse- 
quent rising  PSA.  This  may  be  due  to  residual  can- 
cer in  the  radiated  prostate  or  less  often  due  to 
metastatic  disease.  Imaging  studies  occasionally  are 
helpful  particularly  in  the  presence  of  significant 
elevation  of  PSA.  Residual  cancer  in  the  radiated 
prostate  can  be  confirmed  by  transrectal  ultrasound 
guided  prostate  biopsy. 

Options  for  residual  cancer  in  the  prostate  in- 
clude salvage  radical  prostatectomy,  salvage  cryo- 
surgical ablation  of  the  prostate  (freezing)  and 
androgen  deprivation.  Androgen  deprivation  is 
valuable  but  is  not  curative.  While  salvage  pros- 
tatectomy and  salvage  cryosurgery  have  curative 
potential,  unfortunately  both  have  a significant 
morbidity  when  done  after  failed  radiotherapy. 
These  modalities  are  only  considered  for  young 
healthy  patients  with  long  life  expectancy  in  whom 
cure  is  of  paramount  importance  in  spite  of  the  very 
significant  side  effects.  They  should  be  evaluated 
for  metastatic  disease  before  consideration  for  these 
high-risk  procedures. 

Salvage  radical  prostatectomy  as  stated  above, 
has  extraordinarily  high  complication  rates  includ- 
ing 0-15  percent  of  rectal  injury,  0-15  percent  of 
anastomotic  stricture,  15-80  percent  of  inconti- 
nence. In  addition  there  is  0-30  percent  of  lymph 
node  involvement  and  26-50  percent  of  seminal 
vesicle  involvement,  and  8-67  percent  of  positive 
surgical  margins.  Overall  organ  confined  disease 
rate  is  about  27-38  percent. 

Salvage  cryotheraphy  (CSAP)  as  stated  previ- 
ously is  another  option  for  localized  radiation  re- 
current prostate  cancer.  Patients  should  be 


evaluated  for  metastatic  disease  prior  to 
cryosurgery.  Many  patients  benefit  from  temporary 
androgen  deprivation  prior  to  cryosurgery.  Salvage 
CSAP  is  also  associated  with  significantly  high  in- 
cidence of  complications. 
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BACKGROUND 

Adenocarcinoma  of  the  prostate  is  the  most  com- 
mon malignancy  of  men,  and  accounts  for  nearly 
30  percent  of  all  new  cancers  in  men.  Treatment 
decisions  are  based  on  the  clinical  stage  of  disease, 
the  histologic  grade  of  the  tumor,  and  the  pretreat- 
ment PSA.  Treatment  options  range  from  expect- 
ant management  to  combined  modality  therapy. 
Radiation  therapy  has  an  important  role  in  all  stages 
of  the  disease. 

LOCALIZED  DISEASE 

Patients  with  high  probability  of  organ  confined 
disease  are  excellent  candidates  for  monotherapy 
such  as  radical  prostatectomy  (RP),  external  beam 
radiation  therapy  (EBRT),  or  brachytherapy  (BT). 
Age,  medical  condition,  and  patient  preference 
usually  influence  treatment  decisions.  However, 
there  is  little  evidence  that  one  method  is  superior 
to  another,  and  treatments  have  widely  different 
side  effect  profiles. 

External  beam  radiotherapy  is  administered  over 
a period  of  seven  to  eight  weeks  using  daily  treat- 
ments. Most  centers  have  moved  away  from  large 
field  radiation  therapy  to  treat  the  pelvic  lymphat- 
ics, which  caused  diarrhea,  dysuria,  chronic  cysti- 
tis, and  rectal  injuries.  Rather  “conformal  therapy”, 
which  targets  only  the  prostate  and  periprostatic 
tissue,  has  become  the  mainstay  for  early,  organ 
confined  disease.  Modem  radiotherapy  utilizes  the 
advances  in  radiological  imaging  and  computer 
technology  to  better  “see”  the  gland,  and  to  shape 
the  dose  to  “conform”  to  the  shape  of  the  prostate 
in  three  dimensions  (3D  conformal  therapy).  These 
advances  lead  to  smaller  treatment  fields,  less  ir- 
radiated normal  tissue  and  lower  rates  of  both  acute 
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and  long-term  side  effects.  Although  there  is  some 
controversy  as  to  whether  higher  does  lead  to  bet- 
ter outcome  in  low  risk  patients,  better  imaging  and 
targeting  increases  local  control.1  Additionally, 
doses  of  radiation  can  be  substantially  increased, 
with  no  increase  in  side  effects,  and  the  possibility 
of  better  outcome.2  Therefore,  modem  3D  confor- 
mal radiotherapy  offers  a lower  probability  of  a 
radiation  injury,  while  increasing  tumor  control.3 

Prostate  brachytherapy  or  “seed  implant  is  a 
technique  by  which  radioactive  sources  are  im- 
planted into  the  prostate  to  deliver  radiotherapy. 
Permanent  and  temporary  implants  are  both  clini- 
cally useful,  but  permanent  implants  are  the  main- 
stay for  monotherapy.  Although  forerunners  of  the 
current  technique  have  been  utilized  for  a number 
of  years,  modem  advances  in  ultrasound  imaging 
allow  more  accurate  seed  placement,  and  better  dis- 
tribution of  the  radiation  dose.  The  procedure  is 
typically  done  in  an  outpatient  setting,  and  is  mini- 
mally invasive.  Brachytherapy  offers  the  ability  to 
deliver  very  high  doses  of  radiation  to  the  prostate 
and  relatively  low  doses  to  surrounding  tissue. 
Several  reports  indicate  that  ten-year  disease  con- 
trol is  comparable  to  radical  prostatectomy.4  The 
adverse  effects,  particularly  incontinence,  are  less 
than  with  surgery. 

LOCALLY  ADVANCED  DISEASE 

Locally  advanced  and  intermediate  risk  prostate 
cancer  has  a high  risk  of  extra-capsular  spread,  and 
is  much  more  resistant  to  treatment  than  organ  con- 
fined disease.  Patients  are  at  high  risk  for  both  lo- 
cal failure  as  well  as  ultimate  metastatic  spread.  A 
substantial  percentage  of  these  patients  have  oc- 
cult micrometastatic  disease  and  are  incurable.  Yet, 
a proportion  has  bulky,  localized  cancer  and  could 
be  cured,  if  the  disease  were  sterilized.  Hanks  dem- 
onstrated improved  local  control  by  delivering 
higher  doses  of  radiation  to  patients  with  clinical 
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stage  III  disease,  thus  justifying  dose  escalation  in 
locally  advanced  disease.  Several  institutions  have 
embarked  upon  3D-conformal  therapy,  dose  esca- 
lation trials  in  attempt  to  improve  local  control  with 
acceptable  toxicity.  Early  results  are  promising. 

Theoretically,  local  control  with  radiotherapy 
can  be  improved  by  several  mechanisms.  One  is  to 
increase  the  radio-responsiveness  of  the  tumor,  an- 
other is  to  increase  the  radiation  dose,  and  a third 
is  to  decrease  the  tumor  burden  by  some  other 
therapy.  Androgen  suppression  can  potentially  in- 
crease local  control  by  reducing  the  tumor  volume. 
Several  studies  have  documented  a beneficial  ef- 
fect with  combined  androgen  suppression  (AS)  and 
external  beam  radiotherapy.  The  Radiation  Therapy 
Oncology  Group  (RTOG  8610)  randomized  pa- 
tients with  locally  advanced  disease  to  radiation 
alone  versus  total  androgen  blockade  (TAB)  and 
radiotherapy.  The  TAB  began  eight  weeks  prior  to 
the  radiotherapy  and  continued  for  16  weeks  total. 
The  combined  therapy  arm  shows  an  increase  in 
both  local  control  and  disease  free  survival.3  There 
is  also  a suggestion  of  a decrease  in  the  rate  of 
metastatic  failure.  However,  overall  survival  is 
identical  in  both  arms.  Additionally  neo-adjuvant 
androgen  suppression  decreases  the  prostate  vol- 
ume, and  potentially  lowers  the  morbidity  of  treat- 
ment.67 The  most  compelling  evidence  that 
androgen  ablation  with  radiation  therapy  is  supe- 
rior to  radiation  alone  is  the  recently  published 
Bolla  trial.8  Patients  were  randomized  to  radio- 
therapy alone  versus  radiotherapy  with  goserlin. 
The  patients  started  goserlin  on  the  first  day  of  ra- 
diotherapy and  continued  androgen  suppression  for 
three  years.  Patients  were  treated  to  conventional 
radiation  doses.  The  trial  demonstrates  improved 
local  control  as  well  as  improved  overall  survival 
in  the  patients  in  the  combined  therapy  arm. 

BRACHYTHERAPY  IN  LOCALLY 
ADVANCED  DISEASE 

Typically  patients  with  adverse  prognostic  factors 
are  not  offered  brachytherapy  monotherapy  be- 
cause any  extracapsular  extension  of  the  disease 
might  not  be  adequately  encompassed  by  the  im- 
plant. D’Amico9  demonstrated  that  patients  with 
poor  prognostic  factors  do  worse  with 
brachytherapy  alone  than  with  alternative  local 
therapies.  Theoretically,  these  failures  could  be 


explained  by  the  inability  of  brachytherapy  to  ad- 
equately cover  the  tumor’s  extension. 

Patients  with  adverse  prognostic  factors  are  fre- 
quently offered  EBRT  with  a BT  boost.  The  ratio- 
nale for  combining  external  beam  radiotherapy  with 
implants  is  that  the  external  beam  portion  of  the 
therapy  can  sterilize  microscopic  disease  that  lies 
outside  the  bounds  of  the  implant,  while  the  im- 
plant can  deliver  very  high  doses  of  radiotherapy 
to  the  bulk  of  the  disease.  Doses  of  radiotherapy 
with  EBRT  + BT  are  much  higher  than  those  de- 
livered with  monotherapy.  There  is  evidence  that 
these  higher  doses  of  radiation  lead  to  improved 
local  control  and  freedom  from  PSA  failure.1011  Al- 
though several  institutions  have  reported  excellent 
results,  EBRT  + BT  has  not  been  assessed  in  a stan- 
dardized, multicenter  trial;  there  are  no  multi-in- 
stitutional data  to  determine  the  efficacy  and 
morbidity  of  the  procedure,  and  the  morbidity  and 
financial  costs  are  not  to  be  ignored. 

SALVAGE  RADIOTHERAPY  AFTER 
RADICAL  PROSTATECTOMY 

Prostatectomy  offers  high  rates  of  local  control.  Yet, 
a significant  proportion  of  men  will  develop  re- 
current disease  after  surgery.  Serum  PSA  is  a very 
sensitive  marker  for  recurrent  prostate  cancer  af- 
ter RP.  Unfortunately,  PSA  cannot  accurately  pre- 
dict the  site  of  recurrence.  Yet,  a subset  of  patients 
with  a high  probability  of  locally  recurrent  disease 
can  be  identified.  Salvage  radiotherapy  offers  this 
select  group  of  patients  approximately  a 60  per- 
cent chance  of  being  rendered  disease  free.12  New 
imaging  studies,  such  as  ’"Indium  labeled 
capromab  pendetid  radioimmunoscinigraphy 
(Prostascint™),  have  the  potential  of  identifying 
patients  with  regional  recurrence,  and  may  help 
better  determine  which  patients  are  helped  by  ra- 
diotherapy.13 

METASTATIC  DISEASE 

Although  the  majority  of  men  are  diagnosed  with 
localized  prostate  cancer,  a substantial  proportion 
will  be  diagnosed  with,  or  develop  metastatic  dis- 
ease. Prostate  cancer  can  metastasize  to  a variety 
of  organs  including  brain,  liver,  and  lung.  Yet,  by 
far,  the  bone  is  the  most  commonly  involved  site. 
Radiotherapy  has  the  ability  to  palliate  the  major- 
ity of  patients  with  painful  bone  metastasis.  One 
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of  the  most  dreaded  complications  of  bony  meta- 
static disease  is  spinal  cord  compression  caused 
from  extrinsic  compression  from  a mass  arising  in 
a vertebral  body.  This  represents  a true  medical 
emergency,  and  any  prostate  cancer  patient  with 
back  pain,  and  neurological  symptoms  needs 
prompt  attention. 

SUMMARY 

Radiation  therapy  has  useful  applications  in  the 
management  of  all  stages  of  prostate  cancer.  Mod- 
em advances  have  improved  the  efficacy  of  radio- 
therapy, and  have  lowered  the  toxicity. 
Radiotherapy  offers  patients  with  early  stage,  clini- 
cally localized  disease  a non-invasive  curative  op- 
tion that  has  low  toxicity.  Patients  with  metastatic 
prostate  cancer  can  be  palliated  with  judicious  use 
of  radiotherapy. 
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INTRODUCTION 

The  purpose  of  this  paper  is  to  present  our  data 
and  methodology  of  treating  adenocarcinoma  of 
the  prostate  with  transrectal  ultrasound  guided  ra- 
dioactive seed  implants  in  a local  setting. 

PROCEDURAL  METHODOLOGY 

After  a pathological  diagnosis  of  adenocarcinoma 
of  the  prostate  is  established,  all  patients  are  seen 
in  our  office  and  given  some  preliminary  counsel- 
ing about  the  diagnostic  and  treatment  alternatives 
available.  The  patients  are  then  given  one  to  two 
weeks  in  order  to  talk  it  over  with  their  families  or 
to  seek  a second  opinion  before  deciding  on  a treat- 
ment course. 

PROTOCOL 

External  beam  radiation  (EBRT)  is  used  as  a boost 
for  any  of  the  following:  a Gleason  score  3+3  or 
greater,  a PSA  of  > nine,  palpable  disease  > 1.5 
cm,  three  or  more  cores  involved  with  disease,  or 
a PSA  density  (PSA  level  divided  by  the  prostate 
volume  in  cubic  centimeters)  of  more  than  0.4.  The 
patients  requiring  EBRT  are  then  given  45  Gy  and 
if  on  antiandrogens,  repeat  volume  studies  are  done 
prior  to  the  seed  implants.  Any  prostate  gland  that 
is  sixty  grams  or  more  as  well  as  any  gland  that 
has  pubic  arch  interference  on  pelvic  CT  or  MRI 
is  treated  with  an  LHRH  agonist  (luperon  or 
zoladex)  plus  flutamide  for  three  months  and  then 
restudied.  The  antiandrogen  treatment  may  be  used 
concomitantly  with  the  EBRT.  The  patients  then 
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undergo  transrectal  ultrasound  volumetric  studies 
in  which  the  prostate  is  mapped  every  centimeter 
in  order  to  determine  the  proper  positioning  and 
number  of  the  seeds  that  will  be  required. 

The  choice  of  whether  to  use  radioactive 
palladium  (Pd  103)  or  radioactive  iodine  (1 125)  is 
based  on  the  Gleason  score.  A Gleason  score  of  six 
or  less  will  receive  1 125,  and  glands  with  a Gleason 
score  of  seven  or  more  will  receive  Pd  103.  The 
patients  are  treated  as  same  day  outpatient  surgery 
and  are  sent  home  with  a Foley  catheter,  which  is 
removed  in  the  office  the  next  day.  They  have  or- 
thogonal simulation  films  the  day  after  surgery  and 
have  post  implant  PSA  levels  performed  six  months 
after  the  iodine  and  three  months  after  the  palla- 
dium because  of  their  respective  half-lives. 

RESULTS 

Between  January  6,  1997,  and  as  of  July  19,1999, 
we  have  treated  one  hundred  and  eight  patients. 
We  have  follow-up  data  on  eighty-five  patients  and 
our  results  compare  favorably  with  the  published 
results  of  larger  series.  The  ages  of  our  patients 
range  from  fifty-three  years  to  eighty-two  years. 
Pre-treatment  PSA  levels  range  from  four  to  thirty- 
four,  and  post  treatment  PSA  levels  range  from  zero 
to  seven.  Interestingly  enough,  as  can  be  seen  from 
the  graph,  pre-treatment  PSA  levels  cannot  be  used 
to  predict  the  response  to  the  seed  implants  in  all 
cases. 

DISCUSSION 

The  concept  of  implanting  a radioactive  element 
in  the  prostate  to  combat  and  cure  a cancer  appears 
to  be  a new  phenomenon;  however,  its  roots  date 
back  to  Barringer  when  in  1917  he  inserted  radium 
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needles  in  the  prostate  transperineally,  guided  by  a 
finger  in  the  rectum.  Dr  Rubin  Flocks  injected  liq- 
uid radioactive  gold  into  the  prostate  through  an 
open  surgical  approach  in  1952.  The  use  of  ultra- 
sound-guided  radioactive  seed  implants  in  the  pros- 
tate was  based  on  a technique  for  precise  needle 
placement  described  by  Holm  in  1981.  This  tech- 
nique was  further  refined  in  1983  using  transverse 
ultrasonic  scanning  which  led  to  the  development 
of  the  transrectal  ultrasonic  scanning  technique  and 
conformational  seed  implantation  by  Ragde, 
Blasko,  et  al.  that  is  used  by  our  treatment  team. 

Patients  undergoing  this  technique  are  spared 
the  risks  and  inconvenience  of  radical  surgery; 
however,  most  experience  some  urgency  and  dys- 
uria,  which  is  relieved  by  conservative  treatment 
and  almost  always  disappears  by  six  months.  Sixty 
percent  of  the  patients  will  develop  impotence.  The 
question  remains:  What  is  the  cure  rate?  The  pub- 
lished data  at  this  time  is  limited  to  eight  years  fol- 
low-up and  is  reported  to  result  in  eighty  percent 
pathological  cure  in  early  stage  disease  as  deter- 


mined by  serial  biopsies  and  by  serum  PSA  deter- 
minations. Although  these  results  seem  to  compare 
favorably  with  radical  surgery  and  the  morbidity 
and  mortality  are  certainly  less,  there  still  remains 
the  question  as  how  these  results  will  hold  up  over 
the  long  haul.  External  beam  radiation  was  touted 
to  be  equal  to  surgery  in  the  early  1970s  and  in- 
deed the  patient  survival  rates  were  comparable  to 
surgery  up  to  ten  years;  however,  from  ten  to  fif- 
teen years,  the  death  from  disease  rose  dramati- 
cally in  the  EBRT  group  as  compared  to  the 
surgically  treated  group.  In  addition,  meticulous 
investigators  such  as  Dr.  Willet  Whitmore  at  Me- 
morial Sloan-Kettering  Cancer  Center  have  found 
no  improvement  in  survival  using  radioactive  io- 
dine as  compared  to  EBRT.  It  is  true  that  Dr. 
Whitmore  used  an  open  technique  to  insert  the 
seeds;  however,  radiographs  of  the  seed  patterns 
following  his  surgery  have  been  reported  to  be 
equal  throughout  the  glands.  It  is  entirely  possible 
that  the  selection  process  that  he  used  led  him  to 
treat  more  advanced  cancers  than  the  early  detec- 
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tion  methods  of  serial  PSA  determinations  and  rou- 
tine annual  DRE  afford  us  today.  Finally.  D'Amico 
compared  radical  prostatectomy,  EBRT  and 
brachytherapy  and  found  that  patients  with  medium 
or  high-  risk  tumors  had  a poorer  outcome  when 
treated  with  brachytherapy  alone  than  those  that 
were  treated  by  surgery  or  EBRT.  Also,  the  cost 
conscious  environment  in  which  we  practice  to- 
day, demands  that  the  relative  costs  of  competing 
therapies  have  some  limited  consideration.  Wagner, 
et  al  at  Ohio  State  University  reported  an  average 
cost  of  $15,097  for  the  radical  surgical  group  as 
compared  to  $21,025  for  the  brachytherapy  group. 

SUMMARY  AND  CONCLUSION 

108  patients  were  treated  between  1/06/97  and  7/ 
19/99.  Ages  ranged  from  53  years  to  82  years.  Pre- 
treatment PSA  ranged  from  4.0  to  34.6  and  post 
treatment  PSA  from  0 to  7.3.  Given  the  fact  that 
carcinoma  of  the  prostate  is  a relatively  slow  grow- 
ing tumor  and  that  long  survival  times  are  not  un- 
common even  in  the  face  of  relatively  advanced 
disease,  our  treatment  team  believes  that  the  pre- 
ferred method  of  treatment  in  otherwise  healthy 
patients  who  have  a 20  year  life  expectancy  is  radi- 
cal surgery.  We  do  believe  that  brachytherapy  has 
a role  in  the  treatment  of  organ-confined  disease 
and  may  possibly  be  proven  to  be  as  effective  as 
surgery;  however,  until  there  is  at  least  15-year  data, 
it  cannot  be  considered  as  the  primary  treatment  of 
choice  in  young  men. 

The  senior  author  has  stressed  the  term  “treat- 
ment team'’  in  this  paper  for  a reason.  We  sincerely 
believe  that  the  best  results  for  our  patients  are  ob- 
tained when  we  approach  the  treatment  of  the  pa- 
tient as  a unified  team  that  makes  use  of  our 
individual  talents  and  training  for  the  good  of  the 
patient  as  a whole.  Each  member  of  the  team  per- 
forms the  procedures  that  he  is  best  trained  to  do, 
and  we  are  consistent  in  our  approach  and  advice 
to  our  patients  regardless  of  our  disciplines. 
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Cryosurgical  ablation  of  the  prostate  (CSAP)  is  a 
treatment  alternative  for  prostate  cancer.  South 
Carolina  urologists  have  utilized  the  technique 
since  1994.  This  article  reports  on  indications  for 
its  application  and  discusses  results  from  two  treat- 
ment centers  in  the  state.  Data  from  both  Roper 
Hospital  in  Charleston  and  Lexington  Medical 
Center  in  West  Columbia  compare  favorably  with 
statistics  from  other  centers. 

THE  HISTORICAL  PERSPECTIVE 

The  University  of  Iowa  initially  used  cryosurgical 
ablation  to  treat  prostate  cancer  in  1966.  Their  tech- 
nique was  crude  compared  with  today’s  standard 
of  practice.  In  those  early  procedures,  an  open 
perineal  incision  was  followed  by  the  placement 
of  a probe  into  the  prostate  tissue.  Liquid  nitrogen 
was  circulated  locally  to  destroy  cancer  cells  as 
well  as  surrounding  prostate  tissue.  A 1969  study 
compared  CSAP  treatment  of  212  men  to  results 
of  a similar  cohort  treated  with  external  beam  ra- 
diation therapy.  A third  group  was  treated  with  radi- 
cal prostatectomy.  The  ten-year  follow-up  data 
showed  similar  or  better  survival  outcomes  in  the 
CSAP  group.1  Despite  its  initial  success,  this  early 
technique  never  became  popular  and  was  eventu- 
ally abandoned. 

In  1989  Onik  and  Cohen  modernized  the  pro- 
cedure with  transrectal  ultrasound  guidance  and 
percutaneous  placement  of  three-five  mm.  probes 
into  the  prostate.2  This  evolution  of  technique  com- 
bined with  the  development  of  second-generation 
equipment  and  a vocal  patient  advocacy  to  serve 
as  an  engine  that  drove  the  procedure  to  an  inves- 
tigational status.  Such  was  the  growth  of  CSAP 
that  during  1997,  urologists  in  125  centers  in  the 
United  States  performed  more  than  7,500  cryosur- 
gical procedures.  In  comparison,  approximately 
100,000  men  received  radiation  therapy  and  an- 
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other  100,000  underwent  radical  prostatectomy 
during  the  same  year.  Medicare’s  decision  to  offi- 
cially deny  payment  for  CSAP  resulted  in  the 
procedure’s  rapid  decline.  Patients  who  were  medi- 
cally and  surgically  eligible  for  the  treatment  regi- 
men were  forced  to  pay  “out  of  pocket”  for 
Medicare’s  Part  B portion. 

SOUTH  CAROLINA’S  EXPERIENCE 
WITH  CSAP 

Patients  who  experienced  CSAP  at  Roper  Hospi- 
tal (RH)  and  Lexington  Medical  Center  (LMC) 
have  been  evaluated  (Table  1).  The  patient  group 
consisted  of  all  men  who  underwent  prostate 
cryosurgery  from  October  1994  through  March 
1999.  All  patients  had  biopsy-proven  prostate  can- 
cer and  were  staged  according  to  TNM  classifica- 
tion. Each  patient  was  evaluated  with  a digital  rectal 
exam  (DRE),  transrectal  ultrasound  (TRUSP),  and 
an  ultrasound-guided  biopsy  of  the  prostate  gland. 
All  patients  had  preoperative  PSA  and  postopera- 
tive PSA  at  three  months  and  one  year.  Additional 
biopsies  were  obtained  postoperatively  if  a rising 
PSA  value  was  obtained. 

Urologists  at  both  South  Carolina  centers  used 
the  CSAP  technique  of  Onik  and  Cohen.3  The 
AccuProbeR  cryotherapy  stystem  was  used  with 
3.4  mm.  probes  at  Roper  Hospital.  Lexington  Medi- 
cal Center  used  the  CandelaR  cryotherapy  system. 
All  patients  had  placement  of  a percutaneous  su- 
prapubic catheter  and  the  use  of  a urethral  warm- 
ing device.  Irrigation  fluid  at  40°C  flowed  through 
the  urethral  warming  device  during  the  double 
freeze-thaw  cycles.  Liquid  nitrogen  was  circulated 
within  the  probes.  Controlled  ice  balls  formed  at 
their  tips.  The  process  was  monitored  continuously 
through  ultrasound  guidance.  The  prostate  rim  of 
the  freeze  zone  was  terminated  within  two-three 
mm.  anterior  to  the  rectal  wall.  Upon  completion 
of  the  CSAP,  the  patients  were  transferred  to  the 
recovery  room.  Most  patients  were  discharged  as 
outpatients  after  24  hours  of  observation.  Their  su- 
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prapubic  tubes  were  removed  when  post-voiding 
residuals  were  less  than  three  ounces. 

RESULTS 

From  1994  through  1999,  123  men  had  CSAP  at 
RH  and  LMC  (Table  1).  Postoperative  PSAs  were 
done  at  three  months  and  at  one  year.  Repeat  biop- 
sies were  recommended  for  those  whose  post  op- 
erative PSAs  were  > one  at  one  year  or  those  who 
were  enrolled  in  an  investigative  protocol.  At  RH. 
48  men  (84  percent)  had  a PSA  < one  at  one  year. 
These  patients  were  considered  to  be  early  suc- 
cesses. Sextant  biopsy  results  were  available  for 
38  men  one  year  post  CSAP.  Thirty-one  (82  per- 
cent) were  negative  for  prostate  cancer.  Among 
seven  patients  with  positive  biopsies,  four  men  had 
PSAs  > four  after  CSAP.  The  higher  number  of 
postive  PSAs  and  positive  biopsies  at  LMC  is  based 
on  two  factors.  There  were  significantly  more  men 
treated  as  salvage  therapy,  including  25  post-ra- 
diation therapy,  external  beam,  and  brachytherapy 
failures.  Three  patients  had  known  T,  disease. 

Complications  were  not  analyzed  here.  An  in- 
formed inventory  included  urethrorectal  fistula, 
sloughing  of  prostate  urethral  tissue,  urinary  in- 
continence, and  impotence.  No  mortality  was  as- 
sociated with  the  procedures  at  either  institution. 

DISCUSSION 

The  experience  and  efficacy  of  CSAP  has  been 
widely  detailed.  Cohen  reported  on  239  patients 
with  a two-year  follow  up.4  These  men  had  CSAP 
as  a primary  treatment  for  prostate  cancer.  Persis- 
tent carcinoma  was  found  on  biopsy  in  only  eight 
percent  at  three  months  post  therapy.  At  two  year 
follow-up,  the  positive  biopsy  rate  was  3 1 percent. 
The  rate  was  lowered  to  1 8 percent  when  patients 
underwent  more  than  one  ablation.  Long  reported 


a 26  percent  positive  biopsy  rate  at  two  years  fol- 
lowing CSAP,  with  an  overall  positive  biopsy  rate 
(mean  30  months)  at  19  percent.5  At  selected  insti- 
tutions, CSAP  achieved  local  control  of  prostate 
cancer  in  70-80  percent  of  cases. 

Urologists  at  MD  Anderson  Cancer  Center  have 
detailed  the  efficacy  of  salvage  cryotherapy  for 
locally  recurrent  prostate  cancer  following  radia- 
tion therapy.6  They  reported  a negative  biopsy  rate 
of  93  percent  in  a group  of  patients  who  had  double 
freeze-thaw  cryotherapy  procedures.  The  main 
complications  of  salvage  cryotherapy  were  urinary 
incontinence  (73  percent),  obstructive  symptoms 
(67  percent),  impotence  (72  percent),  and  severe 
perineal  pain  (eight  percent).  Urinary  incontinence 
resolved  in  47  percent.  Long-term  incontinence  per- 
sisted in  23  percent.”  This  high  incidence  rate  has 
been  attributed  to  using  an  alternative  urethral 
warmer.  It  may  have  been  ineffective  in  protecting 
the  urinary  sphincter  mechanism.8  In  late  1998 
Schmidt  recommended  CSAP  for  treatment  of  lo- 
calized prostate  cancer  and  recurrent  localized  pros- 
tate cancer  after  radical  prostatectomy  or 
irradiation.  He  also  recommended  CSAP  for  pa- 
tients with  large  local  lesions  for  the  the  control 
and  prevention  of  local  complications.9 

THE  FUTURE  OF  CSAP  IN  SOUTH 
CAROLINA 

In  February  1999,  Medicare  announced  that  HCFA 
had  rescinded  its  earlier  national  decision  that  de- 
nied Medicare  coverage  of  CSAP.10  Medicare  now 
approves  coverage  of  CSAP  as  a primary  treatment 
of  localized  prostate  cancer  (T.-  T,).  It  continues 
non-coverage  as  salvage  therapy  for  local  failures 
after  radical  prostatectomy,  external  beam  radia- 
tion, and  brachytherapy.  An  increase  in  the  use  of 
CSAP  for  primary  treatment  of  prostate  cancer  is 


Hospital 

# Cases 

1 Treatment 

Salvage 

#Surgeons 

+PSA 
1st  Year 

+Biopsy 
1 year 

RH 

57 

52 

5 

4 

7 

7 

LMC 

66 

41 

25 

1 

17 

12 

Total 

123 

93 

30 

5 

24 

19 

RH:  Roper  Hospital,  Charleston,  SC 

LMC:  Lexington  Medical  Center,  West  Columbia,  SC 

Table  1:  Summary  of  CSAP  in  South  Carolina:  1994-1999 
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expected  in  South  Carolina.  Cryoablation  of  the 
prostate  is  an  effective  treatment  alternative  for 
selected  patients  with  prostate  cancer. 

Nevertheless,  several  challenges  emerge  con- 
cerning the  growth  of  CS  AP  in  South  Carolina.  The 
“third  generation”  cryosurgical  equipment  that  has 
been  developed  by  EndocareR  uses  an  Argon  gas 
to  achieve  more  rapid  freezing  cycles.  However, 
new  technology  and  new  surgical  techniques  de- 
mand stringent  training  of  practitioners.  There  is  a 
steep  learning  curve  to  master  the  technology  and 
procedures.6'10  Financial  considerations  impact 
both  patients  and  providers.  Equipment,  staffing, 
and  training  to  deliver  cryotherapy  initially  cost 
more  than  $250,000.  Maintaining  a relatively  high 
patient  volume  is  important,  not  only  to  keep  am- 
ortization transfer  costs  within  reasonable  limits, 
but  also  to  develop  and  maintain  providers’  level 
of  expertise  with  the  procedure. 

Several  recommendations  are  warranted.  The 
current  short-term  data  (less  than  five  years)  are 
too  immature  to  predict  the  long-term  effective- 
ness of  CS  AP.  Our  preliminary  data,  as  well  as  that 
of  others,  suggest  that  CS  AP  has  a role  as  an  alter- 
native treatment  modality  in  selected  patients  with 
localized  prostate  cancer.4-9  Since  South  Carolina 
has  the  highest  rate  of  prostate  cancer  in  the  United 
States,  its  citizens  should  have  all  of  the  accepted 
treatment  options  available  to  them.11  These  treat- 
ment options  should  include  argon-based 
cryosurgery. 
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Options  for  management  in  patients  with  local- 
ized prostate  cancer  include  watchful  waiting,  radi- 
cal prostatectomy,  radiation  therapy  by  external 
beam  or  by  radioactive  seeds  and  cryosurgical  ab- 
lation of  the  prostate  (CSAP).  After  a stormy  start 
and  denial  of  payments  by  Medicare,  the  proce- 
dure is  having  an  economic  revival  by  the  recent 
approval  of  coverage  of  CSAP  as  a primary  treat- 
ment for  localized  prostate  cancer.  This  decision 
is  based  on  review  of  limited  data  from  several 
major  centers  that  indicate  that  CSAP  may  be  as 
effective  as  Radiotherapy.  In  the  absence  of  long 
term  data,  early  results  are  based  on  analysis  of 
biopsy  results  and  PSA  responses.  Criteria  used  to 
predict  success  will  influence  the  results.  Liberal 
interpretation  of  “success”  in  both  radiation 
therapy  or  CSAP  can  overestimate  their  effective- 
ness. Attainment  of  PSA  less  than  0.5  ng/ml  is 
evident  in  patients  who  demonstrate  long-term  bio- 
chemical freedom  of  disease  after  either  RT  or 


CSAP. 

Complications  after  CSAP  are  of  similar  mag- 
nitude to  other  curative  modalities  i.e.  radical  sur- 
gery and  radiation  therapy  and  should  not  be  un- 
derestimated. Likewise,  complications  of  salvage 
CSAP  after  radiation  therapy  are  very  significant, 
not  unlike  those  after  salvage  radical  prostatectomy. 

Finally  the  experience  with  the  newly  introduced 
third  generation  equipment  with  argon  gas  is  fresh 
and  there  are  no  available  long-term  data  to  be  com- 
pared with  the  results  available  so  far. 

Nabil  K.  Bissada,  MD 
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Attention:  Physicians 


Have  your  patients'  medicines 
had  a check-up? 

Many  of  your  patients  take  several  different  medicines  every  day.  Separately 
each  one  works  well.  But  if  they  take  two  or  more  different  medicines  in 
combination  without  checking  with 
you  to  be  sure  they  work  safely 
together,  they  can  sometimes  be 
harmful. ..even  dangerous. 


The  next  time  you  prescribe  a 
medicine,  ask  your  patients: 

" What  other  prescription  and 
nonprescription  medicines 
are  you  taking?" 


A public  service  message  from  the  National  Council  on  Patient  Information  and  Education  (NCPIE)  and  the  U.S.  Administration  on  Aging 


i 1 

YES!  Please  send  me  free  information  to  use  when  talking 
with  my  patients  about  their  multiple  medicine  use. 


Name 


Address 


City 


State 


Zipcode 


Mail  to: 

£ NCPIE 

mu 


L 


666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 
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MEDICAL  THERAPY  OF  PROSTATE  CANCER:  1999 


LAWRENCE  B.  AFRIN,  M.D.* 
SITKI  M.  ERGUL,  M.D. 


INTRODUCTION 

In  1997  more  than  200,000  American  men  were 
diagnosed  with  prostate  cancer  and  more  than 
40,000  died  from  the  disease;1  only  lung  cancer 
causes  more  cancer  death  among  men  in  the  United 
States.2  Therapy  of  advanced  disease  remains  pal- 
liative.3 This  report  summarizes  the  current  medi- 
cal therapeutic  strategies  for  prostate  cancer  and 
future  directions  for  research. 

CHEMOPREVENTION 

Autopsy  series  over  the  decades  have  consistently 
reported  a high  rate  of  incidental  finding  of  pros- 
tate cancer,  with  rates  increasing  with  age,  reach- 
ing nearly  70  percent  in  men  in  their  70s.  It  is 
believed  that  all  men  would  eventually  get  pros- 
tate cancer  if  they  lived  long  enough.  In  a disease 
with  such  epidemiology,  it  is  easy  to  see  why  pre- 
vention would  be  far  preferable  to  treatment,  as 
judged  from  many  perspectives.  If  research  into 
prostate  cancer  treatment  could  be  characterized 
as  being  in  its  infancy,  research  into  prevention  of 
this  cancer  would  have  to  be  characterized  as  no 
better  than  embryonic.  Dietary  modification  and 
medication  are  the  two  principal  interventions  be- 
ing investigated  in  this  area.  There  is  tantalizing 
epidemiologic  and  laboratory  data  suggesting  a 
preventive  role  for  dietary  modifications  such  as 
substantially  decreased  fat  intake.  Dietary  supple- 
ments including  increased  vitamin  E and  selenium 
have  been  investigated.33  Two  large-scale  preven- 
tion studies  with  dietary  interventions  as  well  as  a 
chemoprevention  study  with  finasteride  are  being 
conducted  at  several  medical  centers  including  the 
Hollings  Cancer  Center  in  Charleston.  Adequately 
powered  clinical  trials  are  needed. 

LOCALIZED  DISEASE 


* Address  correspondence  to  Dr.  Afrin  at  MUSC 
Division  of  Hematology/Oncology,  CSB903,  P.O 
Box  250623.  96  Jonathan  Lucas  St.,  Charleston. 
SC  29425. 


From  incidental  histologic  finding  to  tumor  in- 
volvement of  both  lobes,  the  primary  treatment  of 
intracapsular  disease  (stages  A and  B)  is  radical 
prostatectomy  or  radiotherapy  via  various  meth- 
ods.4'5 There  is  increasing  evidence  in  locally  ad- 
vanced (T3)  disease  that  neoadjuvant  and  adjuvant 
hormonal  therapy  (for  as  long  as  five  years)  may 
significantly  improve  survival,  and  hormonal 
therapy  alone  has  even  shown  impressive  results 
in  small  studies.’  However,  at  this  time  data  are 
lacking  to  support  these  approaches  in  earlier  stage 
disease  outside  the  context  of  a clinical  trial.  Un- 
fortunately, such  trials  represent  formidable  logis- 
tical challenges,  as  it  has  been  estimated  that  up  to 
15  years  of  follow-up  would  be  needed  to  observe 
a significant  difference  between  treatment  and  con- 
trol arms  in  localized  prostate  cancer. 

LOCALLY  ADVANCED  DISEASE 

Locally  advanced  disease  has  been  traditionally 
thought  of  as  clinical  evidence  of  extracapsular 
extension  (T3  disease)  in  the  absence  of  metastatic 
disease.  Single  modality  treatment  is  less  success- 
ful at  curing  this  stage;6  combined  therapy  appears 
to  be  better,  but  for  the  question,  “Which  combi- 
nation?.” The  choice  of  primary  therapy  (surgery, 
radiotherapy,  hormonal  therapy),  the  choice  of  hor- 
monal therapy  (monotherapy  vs.  complete  andro- 
gen blockade),  and  the  sequencing  and  dosing  of 
therapies  all  are  important  variables;  no  specific 
approach  has  emerged  as  clearly  superior.  For 
example,  hormonal  therapy  before  radical  prostate- 
ctomy may  cause  significant  pathologic 
downstaging  but  has  not  improved  disease-free  or 
overall  survival.’ 

Comparing  hormonal  therapy  given  with  exter- 
nal beam  radiation  therapy  (EBRT)  against  EBRT 
alone  became  a major  goal  for  many  researchers 
after  experiencing  disappointing  results  with  EBRT 
alone.  In  the  first  major  study,  designed  by  Zagars8 
in  1988,  78  patients  were  randomized  to  receive 
either  EBRT  or  EBRT  along  with  diethylstillbestrol 
(DES).  After  a median  14.5  years  of  follow-up.  it 
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showed  improved  clinical  disease-free  and  metasta- 
sis-free survival  for  patients  receiving  combined 
treatment  (especially  starting  hormonal  treatment 
early  compared  to  late),  but  there  was  no  differ- 
ence in  overall  survival.  In  1992  Fellows  et  al.9 
conducted  a similar  study  on  277  patients  random- 
ized to  receive  EBRT  alone  versus  orchiectomy 
plus  EBRT.  At  a median  of  5.2  years  of  follow-up, 
results  showed  metastasis-free  survival  improve- 
ment in  the  combined  arm  but  no  benefit  in  overall 
survival.  Pilepich  et  al. 10 randomized  456  patients 
to  receive  combined  androgen  blockade  (a 
leutinizing  hormone-releasing  hormone  (LH-RH) 
agonist  plus  the  antiandrogen  flutamide)  along  with 
EBRT  versus  EBRT  alone.  At  a median  of  4.5  years 
of  follow-up,  this  study  demonstrated  improved 
local  control  but  again  no  benefit  in  overall  sur- 
vival. However,  in  another  small  (n  = 26)  study  of 
T3  patients,  complete  androgen  blockade  for  three 
years  following  external  beam  radiotherapy  im- 
proved five-year  survival  by  45  percent." 

Enrollment  in  a clinical  trial  remains  the  best 
option  for  treatment  of  T3  disease.  In  the  ad  hoc 
setting,  no  specific  recommendations  can  be  given 
other  than  to  avoid  a “watch  and  wait”  approach  in 
young  patients  with  life  expectancy  exceeding  ten 
years,  since  the  disease  is  still  potentially  curable 
at  this  stage.  Therapeutic  strategy  should  be  tailored 
to  the  specific  needs  and  desires  of  the  patient. 

ADVANCED  DISEASE 

The  definition  of  advanced  prostate  cancer  has 
changed  considerably  in  the  recent  years.  Currently, 
advanced  prostate  cancer  includes  not  only  soft  tis- 
sue or  bone  metastases  (D2),  but  also  stages  DO, 
Dl,  C (T3),  an  increasing  prostate  specific  antigen 
(PSA)  level  after  definitive  treatment  (such  as  pros- 
tatectomy or  external  radiation  or  brachytherapy) 
for  localized  disease,  and  an  initial  high  Gleason 
score  (9-10).  At  the  time  of  diagnosis,  more  than 
half  of  the  patients  have  advanced  cancer,  and  this 
is  the  only  stage  for  which  medical  treatment  is 
uncontroversial — even  though  there  remains  con- 
siderable controversy  regarding  the  specific  nature 
and  timing  of  the  treatment  selected.  If  logisti- 
cally  feasible  and  desired  by  the  patient,  participa- 
tion in  a clinical  trial  remains  the  single  best  option 
for  management  of  advanced  prostate  cancer. 
Many  trials  which  should  be  of  potential  interest 


to  commonly  encountered  types  of  patients  are  in 
progress. 

Hormonal  Treatment 

A relationship  between  testicular  factors  and  pros- 
tate growth  was  first  suspected  by  John  Hunter  in 
the  late  18th  century.12  The  Nobel  Prize-winning 
studies  of  Huggins  and  colleagues  at  the  Univer- 
sity of  Chicago  in  1941  started  the  modem  era  of 
hormonal  treatment  for  advanced  prostate  cancer.13 
Although  occasional  patients  have  long  disease- 
free  intervals  (greater  than  ten  years),  hormonal 
therapy  is  generally  regarded  only  as  a palliative 
treatment  for  advanced  prostate  cancer. 

In  the  prostate,  androgens  appear  to  function  pri- 
marily as  survival  factors.  After  androgen  depri- 
vation, the  gland  rapidly  decreases  in  size,  with 
histomorphologic  features  characteristic  of 
apoptotic  death  in  androgen-dependent  cells.14 
However,  some  cancer  cell  lines  become  andro- 
gen-independent by  unknown  mechanisms  and 
keep  growing  in  spite  of  androgen  deprivation,  at 
which  point  the  disease  is  termed  hormone-refrac- 
tory prostate  cancer  (HRPC).  Patients  in  this  tran- 
sitional phase  may  respond  to  secondary  hormonal 
maneuvers  such  as  antiandrogen  withdrawal, 
antiandrogens  not  used  previously,  high  dose 
antiandrogens  (e.g.,  bicalutamide  at  150mg  daily), 
estrogenic  therapy,  or  ketoconazole.  For  patients 
receiving  antiandrogens,  observation  for  a with- 
drawal response  is  mandatory  before  initiating 
other  regimens,  hormonal  or  otherwise.  Unfortu- 
nately, secondary  hormonal  maneuvers  typically 
are  fraught  with  poor  rates  and  quality  of  response, 
and  patients  soon  become  refractory  to  all  further 
hormonal  manipulations. 

An  increasing  serum  prostate  specific  antigen 
(PSA)  level  often  is  the  only  sign  of  emerging 
HRPC.  Following  one  or  more  secondary  hor- 
monal maneuvers,  HRPC  patients  may  derive 
temporary  benefit  from  many  other  therapies  such  as 
cytotoxic  chemotherapy,  local  radiotherapy  for  pain- 
ful skeletal  metastases,  or  radiopharmaceuticals. 
While  such  therapies  can  effectively  ameliorate 
many  symptoms,  including  pain,  medical  manage- 
ment in  this  population  must  not  dismiss  the  po- 
tential utility  of  any  of  the  agents  in  the  usual 
analgesic  armamentarium,  a subject  well  reviewed 
elsewhere  in  the  literature.15 
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Bilateral  orchiectomy:  The  testes  normally  pro- 
duce approximately  95  percent  of  the  testosterone 
in  human  males,  and  bilateral  orchiectomy  reduces 
plasma  testosterone  levels  accordingly.  This  pro- 
cedure is  quite  safe,  and  the  major  side  effects  are 
those  of  androgen  withdrawal  (hot  flashes,  impo- 
tence) and  some  psychological  impact.  Long  term 
consequences  (loss  of  muscle  mass,  decrease  in 
bone  density,  osteoporosis,  etc.)  occur  when  used 
early  such  as  in  the  setting  of  a detectable  PSA  af- 
ter definitive  therapy.  Recent  clinical  trials  showed 
that  72  percent  of  patients  report  a subjective  ben- 
efit from  castration,  with  a decrease  in  reported 
pain.16  Orchiectomy  for  advanced  prostate  cancer 
yields  an  objective  response  in  20  percent  to  57 
percent  of  patients  with  median  survival  of  1 8 to 
27.6  months.17 

Estrogen  therapy:  Estrogens  are  believed  to  act 
centrally  to  suppress  hypothalamic  secretion  of 
luteinizing  hormone  releasing  hormone  (LHRH), 
and  consequently  pituitary  secretion  of  luteinizing 
hormone  (LH).  In  the  absence  of  these  hormones, 
the  testes  cease  their  production  of  testosterone, 
and  serum  levels  decrease  to  the  equivalent  of  cas- 
tration. When  these  agents  were  popular  a few  de- 
cades ago,  diethylstilbestrol  (DES)  was  the  most 
commonly  used  agent,  delaying  progression  of 
prostate  cancer  from  locally  advanced  to  metastatic 
disease.18  A large  prospective  trial  demonstrated 
that  a high  dose  of  3.0  mg/day  was  effective  in  in- 
ducing regression  of  prostate  cancer  in  up  to  46 
percent  of  patients,  but  as  many  as  13  percent  dis- 
continued therapy  because  of  toxicity.19  Estrogenic 
therapy’s  main  side  effects  are  cardiovascular 
(thromboembolic  events),  gynecomastia,  and 
edema. 

Steroidal  Antiandrogens:  Progestins  (megestrol 
acetate,  cyproterone  acetate,  medroxyprogesterone 
acetate)  have  a dual  action,  blocking  androgen  ac- 
tion at  the  cellular  target  level  and  suppressing  LH 
release  at  the  level  of  the  hypothalamic-pituitary 
axis.  Megestrol  acetate  suppresses  serum  andro- 
gen concentrations  to  near-castrate  levels  after  ap- 
proximately a month  of  treatment,  but  testosterone 
levels  subsequently  escape  toward  the  normal 
range.20  This  phenomenon  can  be  prevented  by  the 
addition  of  low  dose  estrogen  therapy  to  a proges- 


tin regimen.22  Although  treatment  with  megestrol 
acetate  at  120-160  mg  daily,  with  or  without  estro- 
gen therapy,  has  a response  rate  of  as  high  as  70 
percent  in  some  small  studies,21'22  there  are  no  large 
confirmatory  trials.  Weight  gain,  thromboembo- 
lic events  and  nausea  are  the  most  common  side 
effects  of  progestin  therapy.  A lower  dose  (10-40 
mg  daily)  has  demonstrated  efficacy  in  suppress- 
ing hot  flashes  from  hormonal  therapy  in  several 
small  studies. 

Ketoconazole:  Ketoconazole  inhibits  the  cyto- 
chrome p-450-dependent  enzymes  required  for  the 
synthesis  of  both  testicular  and  adrenal  androgens. 
Testosterone  suppression  is  obtained  within  48 
hours  of  starting  therapy;  it  takes  one  to  two  weeks 
to  suppress  estrogen  levels.  Some  studies  showed 
encouraging  results  with  an  initial  response  rate  as 
high  as  88  percent,23'24  but  a short  half-life  and  gas- 
trointestinal toxicity  limit  its  long  term  use  at  the 
usual  doses  of  400  mg  thrice  daily.  However,  due 
to  its  short  half-life  and  rapid  efficacy,  ketoconazole 
is  used  in  the  treatment  of  certain  metastatic  pros- 
tate cancer  complications  (e.g.,  spinal  cord  com- 
pression) requiring  emergent  intervention.25 
Ketoconazole  is  usually  combined  with  hydrocor- 
tisone in  order  to  gain  additional  benefit  by  sup- 
pressing adrenocorticotropic  and  consequently 
adrenal  androgens  and  to  avoid  ketoconazole-in- 
duced  adrenal  insufficiency.  In  recent  studies, 
ketoconazole  plus  hydrocortisone  has  produced 
significant  declines  in  PSA  in  as  many  as  60  per- 
cent of  men  with  progressive  HRPC  after 
antiandrogen  withdrawal.26'27 

Non-steroidal  Antiandrogens:  These  expensive 
agents  act  at  the  level  of  the  androgen  receptor  by 
inhibiting  the  interaction  of  testosterone  or 
dihydrotestosterone  with  its  target.  Because  this 
inhibition  occurs  at  the  cellular  level,  libido  is  pre- 
served, but  since  LH  secretion  is  not  suppressed, 
serum  testosterone  levels  increase  with  long  term 
treatment.  The  oral  agents  flutamide,  bicalutamide 
and  nilutamide  are  available  in  the  U.S.  and  have 
been  approved  for  use  in  combination  with  gona- 
dotropin-releasing hormone  agonists.  Single  agent 
flutamide  has  reduced  bone  pain,  with  minimal 
change  in  libido  and  sexual  potency,  in  up  to  77 
percent  of  patients  with  previously  untreated  ad- 
vanced prostate  cancer.28  On  the  other  hand, 
flutamide  can  cause  hepatic  and  gastrointestinal 
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disturbance  and  10-20  percent  of  patients  discon- 
tinue its  use  due  to  toxicity.29 

Bicalutamide  and  nilutamide  have  longer  half- 
lives  and  may  be  administered  once  daily.  In  pre- 
viously untreated  advanced  prostate  cancer,  single 
agent  nilutamide  yielded  an  objective  response  rate 
of  39  percent.30  Major  side  effects  include  nausea, 
alcohol  intolerance,  and  diminished  visual  adapta- 
tion to  darkness.  Bicalutamide  as  a single  agent 
has  produced  an  objective  response  rate  of  55  per- 
cent in  a phase  II  trial,31  but  in  phase  III  trials  this 
agent  was  not  as  effective  as  orchiectomy  with  re- 
spect to  response  duration  and  survival.31'32  How- 
ever, its  side  effect  profile,  limited  principally  to 
breast  swelling  and  tenderness,  appears  to  be  bet- 
ter than  with  flutamide  or  nilutamide.  Clinically 
significant  hepatotoxicity  appears  to  be  quite  rare 
with  bicalutamide  and  nilutamide. 

In  the  patient  whose  disease  progresses  while 
on  a non-steroidal  antiandrogen,  discontinuation 
of  the  drug  is  important,  as  a drug  withdrawal  re- 
sponse may  be  seen.  In  flutamide,  for  example,  as 
many  as  ten  percent  of  patients  experience  im- 
provement (reduction  in  symptoms  and/or  PSA) 
when  flutamide  is  stopped  after  the  disease  has 
become  refractory  to  the  drug.33  The  mechanism 
for  this  so-called  flutamide  withdrawal  syndrome 
is  unclear.  Similar  observations  were  reported  with 
withdrawal  of  the  other  antiandrogens 
(bicalutamide  and  nilutamide)  as  well  as  with- 
drawal of  estrogens  and  estramustine.34 

Gonadotropin-releasing  Hormone  Agonists: 
Continuous  administration  of  a gonadotropin-re- 
leasing hormone  (GnRH)  agonist  such  as  leuprolide 
or  goserelin  leads  to  down-regulation  of  pituitary 
receptors  and  ultimately  a loss  of  normal  pituitary 
LH  and  FSH  secretion.  As  a result,  after  a short 
period  during  which  testosterone  level  rises  above 
the  baseline,  castrate  levels  of  serum  androgens  are 
achieved  by  four  to  six  weeks  and  remain  sup- 
pressed for  the  duration  of  the  treatment.  During 
the  initial  testosterone  increase,  the  clinical  pic- 
ture may  worsen  (e.g.,  increase  in  pain).  Thus,  non- 
steroidal antiandrogens  are  often  recommended  at 
the  beginning  of  GnRH  agonist  therapy.  There  are 
a number  of  trials  comparing  GnRH  agonists  with 
other  hormonal  manipulations  such  as  orchiectomy 
or  estrogen  therapy.  In  general,  objective  response 
rates  have  ranged  from  35  percent  to  50  percent. 


80  percent  to  90  percent  of  treated  patients  have 
experienced  some  subjective  benefit  (such  as  a 
decrease  in  pain  or  improvement  in  performance 
status).  The  comparative  trials  do  not  suggest  that 
GnRH  monotherapy  is  superior  to  conventional 
androgen  deprivation  in  terms  of  response  rate,  time 
to  progression,  survival,  or  toxicity,35'37  but  GnRH 
therapy  is  convenient  and  generally  well  tolerated. 
Side  effects  including  hot  flashes  and  the  loss  of 
libido  and  potency. 

Antiandrogens  (both  steroidal  and  non-steroi- 
dal) and  GnRH  agonists  all  appear  to  produce  ob- 
jective responses  in  a significant  proportion  of 
patients  with  metastatic  prostate  cancer.  Although 
the  newer  treatments  may  offer  some  advantages 
over  surgical  castration  in  terms  of  quality  of  life 
and,  possibly,  in  side  effect  profiles,  they  do  not 
seem  to  provide  any  survival  benefit,  nor  is  there 
any  improvement  in  time  to  progression  compared 
to  orchiectomy.  For  essentially  all  androgen  dep- 
rivation treatments,  time  to  progression  remains 
twelve  to  18  months  and  overall  survival  ranges 
between  24  and  36  months.  However,  it  is  pos- 
sible that  early  androgen  deprivation  treatment  may 
have  advantages  over  delayed  treatment.  A recent 
Medical  Research  Council  study  comparing  imme- 
diate or  deferred  treatment  with  orchiectomy  or 
LH-RH  analogs  in  938  randomized  locally  ad- 
vanced or  asymptomatic  metastatic  prostate  can- 
cer patients  demonstrated  that  immediate  treatment 
significantly  improved  overall  survival  and  pros- 
tate cancer-specific  mortality.38 

Combined  Androgen  Blockade  (CAB):  The  hy- 
pothesis that  adrenal  androgens  remaining  after 
surgical  or  medical  castration  are  clinically  signifi- 
cant and  contribute  to  progression  of  metastatic 
prostate  cancer  constitutes  the  basis  of  CAB.  In 
fact,  40-50  percent  of  androgen  metabolites  appear 
to  remain  in  the  circulation  after  castration.39  There- 
fore, inhibition  of  the  action  of  these  residual  an- 
drogens should  theoretically  provide  a clinical 
advantage.  However,  the  clinical  trials  with  CAB 
have  not  yielded  a definitive  answer.  While  some 
trials  suggested  a survival  benefit  with  CAB,37  41 
several  others  did  not.42'44  A critical  review  of  these 
trials  showed  that  CAB  was  mainly  beneficial  to 
patients  with  limited  metastatic  disease.3  Based  on 
this  finding  it  has  been  suggested  that  CAB  should 
be  initiated  early  in  the  course  of  all  men  with 
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metastatic  disease,3  but  it  is  important  to  note  that 
this  remains  nothing  more  than  an  unproven  sug- 
gestion. Overall,  since  the  original  excitement 
about  CAB  generated  by  Crawford  et  al.  in  1989, 37 
evidence  supportive  of  its  indiscriminate  use  seems 
to  have  been  waning.  In  patients  who  undergo  or- 
chiectomy, there  is  no  advantage  to  the  utilization 
of  antiandrogens.  In  the  authors’  opinion,  the 
present  body  of  evidence  is  insufficient  to  support 
a declaration  that  CAB  is  the  standard  of  care  for 
any  prostate  cancer  patient  population. 

Intermittent  Androgen  Deprivation  (IAD):  The 
most  recently  developed  androgen  deprivation 
technique,  IAD  is  based  on  the  premise  that  pros- 
tate cancer  cells  that  have  survived  androgen  with- 
drawal may  still  have  intact  androgen-responsive 
mechanisms  for  cell-cycle  regulation.  It  is  hypoth- 
esized that  by  periodically  allowing  androgen  re- 
placement, these  cells  perhaps  can  be  switched  back 
to  their  normal,  apoptosis-sensitive  pathway  of  dif- 
ferentiation, perhaps  delaying  progression  of  the 
disease  to  the  classic  androgen-independent  phe- 
notype. Furthermore,  intermittent  cessation  of 
androgen  deprivation  therapy  should  improve  the 
side-effect  profile  of  the  overall  treatment  course. 

IAD  has  been  studied  in  many  settings.  The  con- 
cept of  IAD  was  first  described  by  Klottz  et  al;45  in 
this  study  hormonal  therapy  was  administered  un- 
til a clinical  response  was  clearly  demonstrated  and 
then  withheld  until  symptoms  recurred.  During  the 
study  patients  had  improved  quality  of  life  and  sat- 
isfactory palliation.  In  1995,  Goldenberg  et  al.46 
studied47  patients,  using  an  elevating  PSA  as  the 
trigger  for  resuming  androgen  suppression.  Se- 
rum testosterone  levels  returned  to  normal  range 
within  eight  weeks  after  stopping  treatment.  In  the 
non-treatment  period,  libido  returned,  as  did  sexual 
function  similar  to  prior  to  the  initiation  of  therapy. 
However,  it  is  still  not  at  all  clear  whether  inter- 
mittent hormonal  therapy  alters  survival  and 
whether  it  is  better,  similar,  or  inferior  to  standard 
(continous)  androgen  deprivation.  Patients  under- 
going IAD,  whether  in  the  context  of  a clinical  trial 
or  not,  should  be  made  aware  of  these  facts.  Over- 
all, IAD  remains  investigational  and  cannot  be  rec- 
ommended as  the  standard  of  care  for  any 
population  of  prostate  cancer  patients. 

Chemotherapy 


Although  cytotoxic  chemotherapy  for  HRPC  is  still 
limited  in  its  effectiveness  and  remains  purely  pal- 
liative, trials  of  new  drugs  and  new  combinations 
of  drugs  have  been  encouraging.  In  1985, 
Eisenberger  reported  a mean  response  rate  (com- 
plete plus  partial  response)  in  17  randomized  trials 
of  4.5  percent.47  A similar  review  in  1992,  encom- 
passing trials  performed  from  1987  to  1991, 
showed  an  “improvement”  to  8.7  percent.48  Now, 
at  the  turn  of  the  century,  phase  II  trials  of  new 
regimens  suggest  considerable  improvements  are 
at  hand. 

Mitoxantrone  is  an  anthracycline  antibiotic  with 
demonstrated  activity  in  HRPC.  The  recent  Phase 
III  Canadian  trial  tested  mitoxantrone  and  pred- 
nisone versus  prednisone  alone  in  161  randomized 
HRPC  patients.49  The  combination  effected  signifi- 
cant pain  relief  in  29  percent  of  patients  compared 
to  twelve  percent  with  prednisone  alone,  a statisti- 
cally and  clinically  significant  difference;  overall 
survival  was  not  different,  possibly  related  to  the 
crossover  design.  A similar  study  was  performed 
by  Cancer  and  Leukemia  Group  B (CALGB)  on 
242  randomized  patients  with  mitoxantrone  and  hy- 
drocortisone versus  hydrocortisone  alone.50  In  this 
study  33  percent  of  the  patients  receiving  chemo- 
therapy showed  a 50  percent  or  better  decrease  in 
PSA  values  compared  to  a response  rate  of  1 8 per- 
cent with  the  steroid  alone;  again,  survival  was  no 
different.  Based  on  these  studies,  the  FDA  recently 
approved  mitoxantrone  for  palliative  treatment  of 
HRPC.  CALGB  recently  completed  a Phase  II  trial 
of  high-dose  mitoxantrone  (requiring  myeloid 
growth  factor  support)  and  prednisone  in  HRPC 
patients  given  that  a dose-response  effect  for 
mitoxantrone  has  been  observed  in  vitro  in  breast, 
ovarian,  and  leukemia  cell  cultures.51'53 
Mitoxantrone  continues  to  be  explored  in  combi- 
nation with  other  cytotoxic  agents.  For  example,  a 
recent  Phase  II  trial  of  mitoxantrone  and  the  vinca 
alkaloid  navelbine  showed  a 44  percent  PSA  re- 
sponse rate.54 

Estramustine  is  a conjugate  of  a nitrogen  mus- 
tard and  estradiol  whose  mechanism  of  action  is 
likely  antimitotic,  specifically  by  binding  to  mi- 
crotubule-associated proteins.  It  has  activity  in 
HRPC  as  a single  agent,  showing  a 19  percent  ob- 
jective measurable  response  rate.55  The  combina- 
tion of  estramustine  and  vinblastine  in  three 
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different  studies  showed  a measurable  disease  re- 
sponse in  14-43  percent  of  the  patients  and  a PSA 
response  (i.e.,  PSA  decline  greater  than  50  percent) 
in  31-54  percent  of  the  patients.56  The  taxanes, 
novel  microtubule-stabilizing  and  pro-apoptotic 
agents  such  as  paclitaxel  and  docetaxel,  have  also 
demonstrated  activity  in  combination  with 
estramustine  in  the  HRPC  setting.  In  one  Phase  II 
study  of  23  HRPC  patients,  the  combination  of 
estramustine  and  paclitaxel  yielded  a PSA  response 
in  65  percent  of  the  patients  a measurable  disease 
response  in  57  percent  of  the  patients.57  In  the  re- 
cently completed  CALGB  9780  trial  involving  a 
combination  of  estramustine,  docetaxel,  and  low 
dose  hydrocortisone,  58  percent  of  19  HRPC  pa- 
tients with  elevated  PSA  had  a PSA  response,  and 
five  of  nine  patients  with  measurable  soft  tissue 
disease  responded  (including  one  complete  re- 
sponse in  soft  tissue  and  PSA).58  Estramustine  com- 
bined with  etoposide  (a  topoisomerase  I inhibitor) 
resulted  in  a 52  percent  PSA  response  rate  and  a 
measurable  disease  response  in  50  percent  of  the 
42  HRPC  patients.59  In  another  recent  two-arm 
Phase  II  study  of  87  HRPC  patients,  single  agent 
navelbine  yielded  a PSA  response  in  40  percent  of 
47  patients,  while  the  combination  of  navelbine  and 
estramustine  showed  a 68  percent  PSA  response 
rate.60  And  at  the  M.D.  Anderson  Cancer  Center,  a 
regimen  of  the  anthracycline  antibiotic  S-phase  in- 
hibitor doxorubicin,  ketoconazole,  estramustine, 
and  the  microtubule  assembly  inhibitor  vinblastine 
showed  a PSA  response  in  75  percent  of  46  HRPC 
patients  and  symptom  improvement  in  76  percent, 
with  median  survival  of  19  months  and  median  re- 
sponse duration  of  8.4  months.65 

Many  other  commonly  used  chemotherapeutic 
agents  have  activity  in  HRPC,  too.  The  DNA 
alkylator  cyclophosphamide,  investigated  in  its  oral 
form  in  30  HRPC  patients  by  Raghavan,  showed 
improvement  of  symptoms  in  60  percent  and  a 
partial  response  in  20  percent  of  the  patients.61  A 
similar  study  reported  a PSA  response  rate  of  30 
percent  in  20  HRPC  patients.62  Oral  cyclophos- 
phamide with  oral  etoposide,  studied  in  20  patients, 
showed  bone  pain  relief  in  7 1 percent  of  patients, 
a PSA  response  in  35  percent  of  patients,  and  a 
mean  duration  of  response  of  eight  months.63  The 
DNA-crosslinking  platinum  analogs  have  been 
studied  often  as  well.  A combination  of 


estramustine,  etoposide,  and  cisplatin  (or 
carboplatin)  given  to  18  patients  showed  a 61  per- 
cent total  response  rate.64 

None  of  the  trials  listed  above  noted  unaccept- 
able toxicity,  leaving  many  avenues  open  for  Phase 
III  exploration.  If  one  accepts  the  premise  that 
higher  response  rates  are  needed  before  improve- 
ments in  survival  can  occur,  then  the  recent  trials, 
taken  together  or  individually,  should  be  seen  as 
encouraging  news  for  HRPC  patients  and  repre- 
sent a major  recent  improvement  in  advanced  pros- 
tate cancer  chemotherapy. 

Radiopharmaceuticals 

The  beta-emitting  strontium-89  and  beta-  and 
gamma-emitting  samarium- 153  are  the  isotopes 
most  commonly  used  for  radiopharmaceutical  treat- 
ment of  diffuse  symptomatic  bony  metastatic  pros- 
tate cancer.  Both  isotopes  yield  responses  in  60-90 
percent  of  patients.  Their  predominant  toxicity  is 
myelosuppression;  samarium  may  be  slightly  bet- 
ter in  this  regard,  though  no  confirmatory  random- 
ized Phase  III  data  exists.  The  response  to  both 
agents  begins  within  one  to  three  weeks  and  typi- 
cally lasts  two  to  six  months.  Readministration  is 
possible  if  there  is  adequate  bone  marrow  recov- 
ery (more  likely  with  samarium  than  strontium). 
Samarium  can  be  visualized  with  a gamma  cam- 
era, allowing  bone  scanning  if  necessary. 
Radiopharmaceuticals  are  effective  agents  when 
used  in  the  proper  setting.  However,  the  judgment 
of  whether  to  try  systemic  chemotherapy  vs.  a ra- 
diopharmaceutical in  an  HRPC  patient  can  be  dif- 
ficult, often  requiring  close  communication 
amongst  the  medical  oncologist,  radiation  oncolo- 
gist, and  patient.  Again,  participation  in  a clinical 
trial  (if  feasible  and  desired)  remains  the  single  best 
option. 

Medical  Supportive  Care 

Medical  supportive  care  for  advanced  prostate  can- 
cer patients  continues  to  focus  chiefly  on  issues  of 
analgesia.  Virtually  all  such  patients  will  experi- 
ence pain,  and  it  is  imperative  that  attention  be  paid 
to  pain  management  at  every  encounter.  The  prac- 
titioner must  keep  in  mind  that  the  pain  behaviors 
of  the  chronic  pain  patient  may  be  very  different 
(e.g.,  less  dramatic)  compared  to  the  acute  pain 
patient. 
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Obviously,  narcotics  (both  long-  and  short-act- 
ing) and  non-steroidal  anti-inflammatory  drugs  are 
the  most  commonly  used  analgesics  in  managing 
the  pain  of  advanced  prostate  cancer.  However, 
no  universal  prescription  for  prostate  cancer  pain 
control  is  possible.  Proper  management  of  pain 
from  prostate  cancer,  as  with  any  other  painful  un- 
derlying disorder,  demands  an  individualized  ap- 
proach, taking  into  consideration  the  severity, 
quality,  distribution,  and  pathogenesis  of  the  pain. 
It  also  should  be  remembered  that  effective  strate- 
gies for  pain  control  include  treating  not  only  the 
pain  itself  but  also  the  underlying  disease. 

In  a disease  with  a predisposition  to  bony  me- 
tastases,  it  is  no  surprise  that  adverse  skeletal  events 
are  frequent  in  prostate  cancer  patients.  The 
bisphosphonate  pamidronate  has  clearly  shown 
benefit  in  reducing  pain  and  skeletal  events  in 
multiple  myeloma  and  bony  metastatic  breast  can- 
cer.6667 Its  administration  convenience  (monthly 
infusion  of  60  or  90  mg)  is  particularly  attractive. 
The  newer,  more  potent  analog  zolendronate  will 
likely  have  a similar  indication  for  prostate  cancer 
when  it  comes  to  the  U.S.  market  in  2000. 
Zolendronate  infusions  will  be  even  more  conve- 
nient, five  minutes  to  pamidronate’ s two  hours. 
While  not  a part  of  the  standard  of  care  for  meta- 
static prostate  cancer  yet,  bisphosphonates  likely 
will  assume  that  role  soon. 

FUTURE  DIRECTIONS  FOR  MEDICAL 
THERAPY  OF  PROSTATE  CANCER 

In  the  last  two  decades,  our  understanding  of  the 
basic  biology  of  prostate  cancer  has  improved  sig- 
nificantly, fostering  many  new  potential  avenues 
of  therapy  such  as  differentiation  therapy,  growth 
factor  inhibitors,  apoptosis  stimulators,  immuno- 
therapy (including  monoclonal  antibodies,  vac- 
cines, and  dendritic  cell  therapies),  gene  therapy, 
angiogenesis  inhibitors  (including  matrix 
metalloproteinase  inhibitors),  and  new  kinds  of 
cytotoxic  chemotherapy.  We  briefly  discuss  some 
of  these  approaches  below. 

Angiogenesis  inhibitors:  Tumor  growth  depends 
on  the  development  of  new  blood  vessels.  Tumor 
cells  secrete  growth  factors  ( e.g .,  vascular  endot- 
helial growth  factor)  that  bind  to  receptors  on  en- 
dothelial cells  to  stimulate  their  proliferation.  New 
agents  that  interrupt  this  pathway  are  being  tested 


(e.g.,  Agouron  Pharmaceutical’s  matrix 
metalloproteinase  inhibitor  AG3 340). 68-69 

Inhibition  of  growth  factor  receptors  on  tumor 
cells:  The  growth  of  malignant  cells  (including 
prostate  cancer)  depends  on  stimulatory  growth 
factors  (such  as  platelet-derived  growth  factor, 
PDGF)  binding  to  specific  receptors.  Antagonists 
that  prevent  binding  to  these  receptors  are  currently 
being  developed  (e.g.,  the  PDGF  inhibitor  SU101). 
Another  agent,  suramin,  continues  in  development 
years  after  the  initial  discovery  of  its  activity  in 
this  disease.  Suramin  inhibits  the  mitogenic  ac- 
tion of  insulin-like  growth  factor  I and  other  pep- 
tide growth  factors.  Despite  PSA  response  rates 
of  28  to  55  percent,  dosing  and  toxicity  difficulties 
have  been  troublesome,  and  a recent  marketing  ap- 
plication for  the  drug  was  rejected  by  the  FDA.70 

Differentiation  therapy:  Cancer  cells  may  un- 
dergo tissue-specific  differentiation  or  proliferation 
processes  that  can  be  modulated  by  agents  such  as 
vitamin  D analogs,  retinoids,  perillyl  alcohol,  and 
flavones  (e.g.,  flavopiridol).71 

Stimulation  of  apoptosis:  Apoptosis  (pro- 
grammed cell  death)  occurs  after  androgen  with- 
drawal in  hormone-sensitive  prostate  cancer. 
Stimulation  of  the  genes  that  promote  apoptosis 
(e.g.,  bax),  or  antisense  oligonucleotide  constructs 
directed  against  RNA  messages  derived  from  the 
genes  that  inhibit  apoptosis  (e.g.  bcl-2),  might  cause 
cell  death  in  HRPC.72 

Immunologic  approaches:  Recent  advances  in 
our  understanding  of  the  molecular  complexity  of 
the  immune  system  are  allowing  new  approaches 
to  be  tried  including  the  isolation  and  cultivation 
of  a patient’s  own  antigen-presenting  cells  (den- 
dritic cells)  followed  by  reinfusion.  This  and  other 
vaccine  and  monoclonal  antibody  therapies  are  in 
early  clinical  testing.73-75 

Gene  therapy:  Various  genes  cause  death  of  the 
cells  into  which  they  are  introduced,  either  directly 
through  their  products  or  by  stimulating  immune 
mechanisms.  The  key  to  this  approach  is  to  develop 
strategies  that  allow  insertion  of  specific  genes  into 
prostate  cancer  cells.  One  method  is  to  use  PSA- 
avid  viruses  to  insert  these  “suicide”  genes.  Clini- 
cal trials  of  prostate  cancer  gene  therapy  are 
underway  using  suicide  genes  as  well  as  anti- 
oncogenes, tumor  suppressor  genes,  and 
immunomodulatory  genes.76-77 
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New  chemotherapy:  New  agents  are  continuously 
emerging.  For  example,  6-hydroxymethylacylfulvene  6. 
(HMAF,  MGI 1 14),  which  covalently  binds  to  DNA 
and  protein  (thus  stimulating  apoptosis),  demon- 
strated  substantial  in  vitro  activity  and  has  been 
taken  into  the  clinic,  with  a recent  small  (n  = 1 7)  Phase  g 
II  trial  showing  minimal  toxicity,  a 25  percent  PSA 
response  rate,  and  a 42%  PSA  stabilization  rate.78 

SUMMARY 

Prostate  cancer  is  the  most  commonly  diagnosed 
male  malignancy  and  the  second  most  common 
cause  of  male  cancer  death  in  the  U.S.  The  prin- 
ciples of  management  of  newly  diagnosed  meta- 
static prostate  cancer  have  changed  little  in  the  last 
50  years.  Medical  therapy  continues  to  have  no 
standard  role  in  the  management  of  localized  dis- 
ease. The  various  hormonal  monotherapy  ap- 
proaches targeting  androgen  deprivation  yield 
comparable  results  in  the  treatment  of  advanced 
disease.  Supplementing  an  LHRH  agonist  (but  not 
orchiectomy)  with  an  antiandrogen  may  improve 
survival  in  men  with  minimal  disease,  but  the  eco- 
nomic cost  and  the  risk  for  significant  impairment 
of  quality  of  life  are  quite  high.  The  benefit  of  com- 
bined androgen  blockade  for  patients  with  more 
extensive  disease  remains  unclear,  with  support  for 
this  approach  waning  in  recent  years.  New  che- 
motherapeutic agents  and  combinations  of  such, 
as  well  as  agents  with  entirely  new  mechanisms  of 
action,  recently  have  shown  encouraging  results 
in  the  treatment  of  HRPC.  Much  additional  re- 
search is  needed  to  improve  our  armamentarium 
against  this  epidemic  disease. 
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Evidence  that  diet  plays  a role  in  prostate  cancer  comes 
from  epidemiology,  from  the  laboratory,  and  from  a lim- 
ited number  of  clinical  trials.  Data  from  populations 
that  have  migrated  from  one  country  to  another  provide 
strong  clues  that  the  environment  can  have  a major  in- 
fluence on  cancer.  For  example,  invasive  prostate  can- 
cer is  much  less  common  in  Japan  than  in  the  United 
States,  but  Japanese- Americans  acquire  approximately 
the  same  prostate  cancer  risk  as  their  Caucasian  coun- 
terparts.1 Such  a rapid  increase  can  only  be  due  to  ex- 
ternal influences,  not  genetic  propensity.  Dietary  habits 
have  received  much  attention  as  one  such  external  fac- 
tor, since  immigrants  generally  eat  the  food  of  their  new 
country.  A major  dietary  difference  between  Japan  and 
the  United  States  is  the  amount  of  fat  typically  con- 
sumed. Traditional  Japanese  food  contains  much  less 
fat  (but  more  fish  and  soy  products)  than  American  di- 
ets. Fat  intake  has  therefore  been  suspected  as  a central 
influence  on  prostate  cancer  (and  on  breast  and  colon 
cancer  as  well,  which  are  also  less  common  in  Asia.)2 

When  comparisons  are  made  between  countries, 
there  is  a general  relationship  between  total  fat  con- 
sumption and  risk  for  cancer  of  the  prostate,  with  West- 
ern countries  having  the  highest  rates.  The  rate  of 
aggressive  prostate  cancer  is  significantly  higher  in  the 
United  States  than  in  Asia,3  (even  though  latent  pros- 
tate cancer  is  found  equally  in  both  geographic  areas). 
This  suggests  that  diet  and  perhaps  dietary  fat  can  act 
to  promote  prostate  cancer  progression. 

In  animals,  carcinogen-induced  tumors  are  more 
common  when  the  animals  are  fed  diets  high  in  fat,  and 
some  data  suggest  that  the  types  or  ratio  of  fat  are  im- 
portant (with  omega  six  fats  playing  the  tumor  promot- 
ing role.4)  The  debate  about  fat  and  prostate  cancer  in 
humans  continues,  however.  Several  studies  have  found 
no  consistent  relationship  between  fat  consumption  and 
prostate  cancer,  although  results  generally  support  a 
connection  between  high  fat  intake  and  increased  risk 
for  this  disease.5  It  may  be  that  a change  in  cancer  rates 
would  require  a prolonged  very  low  fat  intake  approxi- 
mately equal  to  Asian  levels  (ten  to  twelve  percent  of 
calories),  even  over  several  generations.  Further  clues 
may  come  from  recent  scientific  investigations  of  ma- 
ternal-fetal events  that  may  set  the  stage  for  the  devel- 
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opment  of  chronic  disease  in  adults.6 

If  fat  intake  is  important  as  a tumor  promoter,  sev- 
eral mechanisms  may  be  involved.  Genetically  dam- 
aged cells  may  be  stimulated  to  grow  by  the  increased 
energy  content  of  high  fat  diets  and  may  receive  further 
stimulation  by  fat-associated  changes  in  hormone  lev- 
els and/or  by  the  tumor  enhancing  qualities  of  certain 
fatty  acids,  such  as  the  omega  6 group,  including  li- 
noleic  acid.4  A clinical  study  in  males  showed  a sub- 
stantial decrease  in  total  serum  testosterone  when  fat 
intake  was  decreased  from  40  percent  to  25  percent  of 
total  caloric  intake,  and  the  ratio  of  polyunsaturated  to 
saturated  fat  was  increased.7  Other  studies  have  shown 
similar  changes,  which  may  lead  to  a decline  in  growth 
of  androgen-sensitive  prostate  cancer.  Support  for  a 
mechanism  very  early  in  life  (the  maternal-fetal  hypoth- 
esis mentioned  above)  comes  from  a prostate  cancer 
promotional  effect  seen  with  a high  fat  diet  fed  before 
conception  and  from  the  beginning  of  organ  formation 
in  a specific  rat  model.8 

The  role  of  other  nutrients  and  dietary  components, 
including  protein,  fiber,  alcohol  and  various  vitamins  is 
not  clear.  Some  epidemiologic  data  support  a possible 
association  between  high  meat  consumption  and  pros- 
tate cancer,  with  other  data  suggesting  a protective  ef- 
fect from  dietary  fiber.3  Recent  interest  has  centered  on 
three  dietary  components:  soy  protein,  selenium  and 
lycopene.  Soy  consumption  is  high  in  certain  parts  of 
the  world  (Asian  countries)  with  low  prostate  cancer 
rates.  Certain  isoflavones  in  soy  (genistein  and 
diadzein)9  have  been  shown  to  have  inhibitory  effects 
on  prostate  cancer  cell  lines,10  perhaps  through  growth 
factor  inhibition11  or  antiangiogenesis.12  Selenium 
supplementation  was  shown  to  decrease  prostate  can- 
cer risk  in  a prospective  study  designed  originally  as  a 
skin-cancer  prevention  trial.13  Confirmatory  data  for  this 
finding  is  needed  from  trials  with  prostate  cancer  as  a 
primary  end-point.  Fycopene  and  other  carotenoids  in- 
hibit prostate  cancer  cells  in  culture14  and  interestingly, 
this  compound  accumulates  in  the  human  prostate 
gland.15  In  one  human  study,  lycopene  intake  was  as- 
sociated with  a decreased  risk  of  prostate  cancer.16  Di- 
etary lycopene  comes  mostly  from  processed  and 
cooked  tomato  products  such  as  tomato  juice  and  to- 
mato paste. 

Certain  polyphenolic  compounds  in  raspberries, 
strawberries,  tea  and  other  foods,  have  tumor-inhibi- 
tory qualities  as  well.  Growth  arrest  and  programmed 
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cell  death  are  seen  in  tissue  cultures  of  various  cancer 
types  when  exposed  to  these  compounds.  In  addition, 
many  hundreds  of  tumor-suppressing  compounds  are 
known  to  be  present  in  fruits  and  vegetables.1718 

The  data  reviewed  above  supports  the  potential  can- 
cer preventive  effects  of  a healthy  diet,  i.e.  a diet  low  in 
fat  and  high  in  fruits,  vegetables  and  grains.  The  opti- 
mal levels  of  consumption  are  not  clear,  but  a reason- 
able goal  would  be  a 15-20  percent  fat  calorie  diet  with 
about  30  grams  of  fiber  and  at  least  five  servings  of 
vegetables  and  fruits  daily,  with  more  if  possible. 
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The  word  prostate  comes  from  the  Greek  word 
meaning  pro  meaning  ‘before’,  sta  meaning  stand,  with 
the  suffix  -tes.  In  ancient  Greece  the  word  prostates 
meant  a guard  or  protector , one  who  stood  before.  The 
prostate  gland  stands  in  front  of  the  bladder.  According 
to  O.  H.  Perry  Pepper,  M.D.’s  Medical  Etymology, 
Erasistratus  (310-250  B.C.)  described  and  named  the 
prostate  gland,  l However,  according  to  Fielding 
Garrison,  Herophilus  (c. 335-280  B.C.)  should  be 
credited  with  identifying  and  naming  the  prostate 
gland, 2 and  Victor  Robinson  says,  “...Both  Herophilus 
and  Erasistratus  were  . . . Asiatic  Greeks,  and  both  were 
pupils  of  the  Egyptian-trained  Chrysippus  of  Cnidus  . . 
. it  is  difficult  to  separate  their  discoveries. ”3  The 
indication  is  that  most  of  what  we  know  of  these  two 
Greek  physicians  is  through  the  writings  of  Galen,  not 
by  original  writings. 

In  1945,  Dr.  James  J.  Ravenel,  M.D.,  wrote  “The 
History  of  Urology  in  South  Carolina.”4  In  this  article, 
he  says,  “ Prostatectomy  was  performed  in  Charleston 
on  December  2nd,  1889,  by  Dr.  R.  B.  Rhett.  He 
suprapubically  removed  the  prostatic  tumor.”  The  report 
of  this  case  appears  in  the  Minutes  of  the  Medical 
Society  of  South  Carolina  where  Dr.  Rhett  reported  on 
five  of  his  cases.  The  following  is  Dr.  Rhett’s  case  report 
as  recorded: 

3rd  case:  Tumor  of  the  prostate  gland.  This  case 
deceived  him  and  several  others.  Was  sure  of  stone 
in  bladder  as  proved  by  several  examinations  not 
only  by  himself  but  by  Drs.  Buist  and  Edwards.  A 
supra-pubic  operation  was  performed.  No  stone 
found  but  a tumor  of  the  prostate  gland,  which  was 
removed,  but  patient  died.  There  was  evidently  a 
deposit  of  some  salt  of  lime  which  caused  the  sound 
to  grate  during  the  examinations.  Sr.  Edwards 
mentioned  a case  upon  which  he  had  operated  and 
could  only  find  only  one  stone,  though  he  thought 
two  present.  The  patient  died  and  after  death  the 
second  stone  was  found  in  bladder  it  having  ulcerated 
from  its  place — and  he  thought  perhaps  Dr.  Rhett’s 
case  many  have  been  similar.  5 

The  picture  on  the  cover  is  of  Robert  Barnwell  Rhett, 
M.D.  (1854-1901)6,  the  man  referenced  above  as  the 
first  physician  in  South  Carolina  to  record  the  removal 
of  a tumor  of  the  prostate.  This  surgery  was  performed 
before  there  were  physicians  specializing  in  urology. 
Dr.  Rhett  entered  medical  school  in  1877  after  working 


for  some  years  to  try  to  save  enough  money  to  begin 
when  his  father  was  able  to  obtain  a scholarship  for  him. 
In  1878,  he  received  an  appointments  as  interne  in  the 
City  Hospital  and  in  1888,  he  graduated  with  highest 
honors.  The  following  are  quotes  by  Dr.  Rhett’s 
colleagues.  “Within  a month  of  his  graduation  he  was 
elected,  by  City  Council,  City  Dispensary 
Physician. ...Soon  his  ability,  thoroughness,  gentleness 
and  uniform  courtesy  gave  him  a practice  all  over  town. 
Those  who  had  money,  as  well  as  those  without,  called 
on  him,  and  he  found  time  to  answer  all  the  calls.”7 
“Endowed  with  unflinching  courage,  and  with  a degree 
of  skill  and  delicacy  of  manipulation  beyond  the 
measure  allotted  to  most  of  us,  surgery  was  the  field  of 
practice  to  which  he  was  naturally  inclined.”8 

“...Dr.  Rhett  was  a man  who  spoke  little  of  self  and 
seldom  wrote;  he  preferred  to  do  good  rather  than  say 
he  had  done  so;  and  his  innate  modesty  prevented  him 
from  thinking  that  any  account  of  how  he  had  performed 
this  or  that  operation,  would  help  another  operator.”9 
“Dr.  Rhett  was  a fearless  man;  he  had  always  the 
courage  of  his  convictions — was  so  sure  of  the 
correctness  of  his  opinion,  that  his  own  convictions 
generally  convinced  those  he  happened  to  be  talking 
to.  It  was  very  seldom  that  a patient  decline  the  operation 
after  he  advised  one.  The  traits  of  character  and  the 
virtues  which  made  him  so  dear... were  these:  modesty, 
purity,  consideration,  courtesy,  tireless  energy  in  behalf 
of  the  suffering,  be  it  man  or  beast,  together  with  such  a 
genial,  loving  manner  . . . .”10 

Jane  McCutchen  Brown 
Waring  Historical  Library 
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6.  Note:  His  Memoriam  and  Tribute  give  his  name  to  be  8. 
Robert  Barnwell  Rhett,  Jr.;  however,  a biographical 
sketch  in  the  files  indicates  that  he  was  actually  the 
third  Robert  Barnwell  Rhett  and  there  is  a file  for  a 9. 
later  man  of  the  same  name  as  well.  I have  tried  to 
clarify  by  birth  and  death  dates. 
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COUNSELING  THE  PATIENT  WITH 

Prostate  cancer  is  the  most  common  cancer  in 
American  men.  The  ever-expanding  seemingly 
conflicting  literature  on  prostate  cancer  makes 
counseling  patients  with  prostate  cancer  a difficult 
but  often  necessary  part  of  clinical  practice.  The 
myriad  of  information  that  can  be  supplied  to  the 
patient  can  be  overwhelming  and  may  contribute 
to  increased  anxiety  about  making  the  “best  deci- 
sion.” It  is  important,  then,  to  give  the  information 
in  a simple  and  compassionate  manner  that  allows 
the  patient  to  understand  the  modern  management 
modalities  and  their  application  to  his  particular 
condition. 

Patients  with  localized  prostate  cancer  can  be 
cured  of  their  cancer.  However,  not  all  of  them 
require  a curative  treatment  with  its  attendant  mor- 
bidity. Patients  with  limited  life  expectancy  who 
have  prostate  cancer  with  good  characteristics  (low 
volume,  low  grade)  do  well  with  expectant  man- 
agement with  the  addition  of  hormonal  manipula- 
tion when  there  is  evidence  of  disease  progression. 
Many  elderly  patients  will  die  of  competing  causes 
long  before  prostate  cancer  progresses  to  cause  their 
death.  On  the  other  hand,  patients  who  have  a long 
life  expectancy  and  localized  prostate  cancer  will 
eventually  have  disease  progression  to  cause  sig- 
nificant morbidity  and  mortality.  Unfortunately, 
patients  with  bad  disease  characteristics  (large  vol- 
ume, non-organ  confined  and  high  grade)  often  do 
poorly  in  spite  of  therapeutic  intervention. 

Our  goal,  then,  is  to  identify  patients  with  clini- 
cally significant  prostate  cancer  who  have  cancer 
that  is  curative  by  therapeutic  intervention  and  in 
whom  cure  is  necessary,  i.e.,  patients  with  long  life 
expectancy.  Established  treatment  options  in  these 
patients  include  radical  prostatectomy  and  Radia- 
tion therapy  either  by  external  beam  or  by  radioac- 
tive seed  implantation  (Brachytherapy). 
Cryosurgical  ablation  of  the  prostate  (freezing)  is 
another  modality  with  potential  of  curing  prostate 
cancer.  Cryosurgery  has  recently  been  approved 
and  is  now  reimbursable  by  medicare.  My  own 
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view  is  that  radical  prostatectomy  is  the  treatment 
of  choice  in  the  younger  patient  who  is  likely  to 
live  15  years  or  more  whereas  in  the  older  patient 
with  reasonable  life  expectancy,  radiation  therapy 
by  external  beam  or  by  radioactive  seeds,  or 
cryosurgery  are  appropriate. 

Patients  with  advanced  disease  are  best  man- 
aged with  hormonal  manipulation,  i.e.,  androgen 
(male  hormone)  deprivation.  The  major  source  of 
androgen  in  men  is  the  testicles.  Another  source 
that  contributes  a small  fraction  of  circulating  an- 
drogens is  the  adrenal  glands. 

My  own  preference  for  testicular  androgen  dep- 
rivation is  simple  scrotal  orchiectomy  (surgical 
removal  of  testicles  via  small  scrotal  incision). 
Compared  to  medical  castration  by  LHRH  agonists, 
orchiectomy  is  simple,  quick  and  much  more  eco- 
nomical (cost  of  orchiectomy  is  equivalent  to  the 
cost  of  a few  months  of  medical  therapy).  In  addi- 
tion, patients  who  have  a surgical  orchiectomy  do 
not  need  antiandrogens  with  their  additional  side 
effects  and  cost. 

Patients  with  advanced  prostate  cancer  who 
were  treated  by  standard  androgen  deprivation 
(medical  or  surgical  castration)  eventually  have 
disease  progression.  These  are  considered  to  have 
hormone  refractory  cancer.  Other  modalities  of 
hormonal  manipulation  are  usually  added  at  this 
time  (secondary  hormonal  therapy).  These  include 
addition  or  using  different  dosage  of  antiandrogens, 
utilization  of  estrogenic  (female  hormone)  or  es- 
trogenic containing  combinations.  Subsequently, 
chemotherapy  is  utilized.  Radiation  therapy  for 
painful  bony  lesions  is  valuable.  Radioisotopes 
such  as  stronchium  and  samarium  can  be  utilized 
for  generalized  bone  pain. 

Nutritional  recommendations  for  patients  with 
prostate  cancer  emphasize  the  role  of  a low  fat  diet. 
Fat  intake  should  be  less  than  40  gm  (and  prefer- 
ably less  than  33  gm)  daily.  Consumption  of  ad- 
equate amounts  of  vegetables  and  fruits  including 
tomatoes  and  berries  is  desirable.  The  role  of  nu- 
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tritional  supplements  has  not  been  conslusively 
demonstrated.  Among  these  nutritional  supple- 
ments, vitamin  E,  selenium,  lycopenes  and  allegic 
acid  are  being  studied. 

Investigational  treatment  modalities  are  being 
explored  and  may  prove  valuable  in  the  near  fu- 
ture. These  include  growth  factor  inhibitors,  agents 
that  promote  differentiation,  apoptosis  (pro- 
grammed cancer  cell  death)  stimulators,  angiogen- 
esis inhibitors  (agents  that  inhibit  new  vessel 
formation  by  growing  tumor  cells  thus  starving 


them),  gene  therapy  (manipulating  genes  that  pro- 
mote or  suppress  cancer  growth  or  spread),  cancer 
vaccines  and  other  immunological  manipulations. 

Nabil  K.  Bissada,  MD 

Professor  and  Chief  of  Urologic  Oncology 

Department  of  Urology 

Medical  University  of  South  Carolina 

96  Jonathan  Lucas  St. 

P.O.  Box  250620 
Charleston,  SC  29425 


NOTICE 


Is  your  claims  processing  in  need  of  treatment  in  the 
following  areas: 

•Too  many  REJECTIONS! 

•Too  many  SUSPENDED  CLAIMS  adding  up! 

•Too  many  ERRORS  in  filing  claims! 

•You  are  waiting  a month  or  more  to  get  Claims  Paid! 
•You  are  constantly  calling  insurance  companies  asking 
WHY  YOUR  MONEY  IS  BEING  HELD  UP!’ 


Swift  HealthClaims  Management  has  the  cure  for  your  pain!  We  will: 

•Electronically  file  your  claims  Efficiently  and  Effectively  reducing  errors! 
•Process  your  Suspended  and  Rejected  claims  also! 

•Reduce  your  average  payment  time  to  10-14  days! 

•Reduce  your  Overhead  and  Clerical  cost! 

Call  Today  for  a FREE  cost  analysis  and  an  absolutely  FREE, 
no  obligation,  trial  period.  You  won’t  believe  how  simple  it  is  to  make 
the  transition  and  how  great  a savings  you  will  realize! 


Electronic  processing  may  not  be  ‘FREE’  but  it  will  seem  like  it! 
We  will  make  you  money!! 
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TOWARD  2000  BY  2000 


Our  goal  is  to  have  2000  federated  (local,  state,  and  national  membership)  Alliance  members  by  the 
year  2000.  Presently,  we  have  approximately  1600  members,  so  our  goal  is  reachable.  RP/MSS  spouses 
are  an  excellent  target.  Here’s  the  deal! 

The  SCMA  Alliance  will  be  awarding: 

1.  2000  quarters  to  the  Alliance  that  enlists  the  most  new  federated  members. 

2.  2000  dimes  to  the  Alliance  that  recruits  the  largest  percentage  of  new  federated  members. 

3.  2000  nickels  to  the  individual  who  recruits  the  most  new  federated  members. 

Also,  the  South  Carolina  Medical  Association  (SCMA)  will  match  our  awards.  For  each  new  member 
we  can  recruit  to  the  SCMA,  they  will  award: 

1.  2000  quarters  to  the  Alliance  that  enlists  the  most  new  SCMA  members. 

2.  2000  dimes  to  the  Alliance  that  recruits  the  largest  percentage  of  new  SCMA  members. 

3.  2000  nickels  to  the  individual  who  recruits  the  most  new  SCMA  members. 

In  addition,  the  American  Medical  Association  (AMA)  will  match  our  awards.  For  each  new  member 
we  can  recruit  to  the  AMA,  they  will  award: 

1.  2000  quarters  to  the  Alliance  that  enlists  the  most  new  AMA  members. 

2.  2000  dimes  to  the  Alliance  that  recruits  the  largest  percentage  of  new  AMA  members. 

3.  2000  nickels  to  the  individual  who  recruits  the  most  AMA  members. 

There  are  approximately  8,550  licenses  physicians  practicing  in  South  Carolina.  Currently,  5,492  are 
SCMA  members,  2,242  are  AMA  members,  and  849  are  SOCPAC  members. 

Participation  in  this  project  is  a great  way  to  strengthen  our  organizations  and  raise  money  for  your 
Alliance  (and  yourself)  at  the  same  time. 

Toward  2000  by  2000 

Start  recruiting  today  and  let’s  reach  our  goal — 2000  for  2000! 

We  have  seen  dramatic  membership  increases  for  these  counties:  Edisto-Orangeburg,  up  11  percent; 
Colleton,  up  44  percent;  and  Laurens,  up  1100  percent. 

People  join  organizations  to  be  a part  of  a greater  good,  for  personal  and  professional  growth  and  for  a 
sense  of  community.  Our  Alliance  addresses  these  needs.  Our  anti-violence  efforts,  leadership  training, 
and  networking  are  just  a few  examples.  Be  a part  of  our  success! 


Stephanie  Evans,  SCMAA  Vice  President  and  Membership  Chairperson 
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classifieds 


DERMATOLOGY,  EMERGENCY  MEDICINE, 
FAMILY  PRACTICE,  GENERAL/VASCULAR 
SURGERY,  INTERNAL  MEDICINE,  ONCOL- 
OGY, ORTHOPAEDIC  SURGERY,  AND  OTO- 
LARYNGOLOGY: Practice  opportunities  exist  in 
local  medical  facilities  and  with  private  practice 
groups  in  Orangeburg  County  for  experienced  prac- 
titioners and  graduating  residents/fellows.  All  posi- 
tions include  salary  or  minimum  net  income  guaran- 
tee and  a relocation  allowance.  Located  at  the  junc- 
tion of  1-26  and  1-95,  35  minutes  to  Columbia  and 
70  minutes  to  Charleston.  Area  known  for  its  gar- 
dens, golf,  hunting  and  fishing  (Lake  Marion). 
Achieve  financial  success  in  a non-competitive  en- 
vironment while  enjoying  a superior  quality  of  life. 
Contact  Dr.  Chermol,  The  Regional  Medical  Center 
at  (800)  866-6045. 


EXCELLENT  INVESTMENT:  Union  County; 
400  plus  acres;  good  deer  and  turkey  hunting! 
Approximately  1/4  planted  with  5 -year-old  pine, 
1/4  planted  with  2-year-old  pine,  the  balance  of 
acreage  is  good  hardwoods  with  several  streams. 
Excellent  investment.  $1,1 00. 00/acre.  (803)  732- 
7065. 

OFFICE  BUILDING  FOR  SALE,  CITY  OF 
MARION:  4,124  + sq.  ft,  originally  physician’s 
office,  built  1976,  new  roof  March  1998,  owner 
financing  possible,  reception  area  with  restrooms, 
seats  approximately  forty  patients,  library  with 
wood  burning  fireplace,  and  kitchenette,  records/ 
supply  room,  lab,  nurse’s  station,  five  examin- 
ing rooms,  three  consultation  rooms,  second  level 
with  skylight.  Offered  at  $250,000  or  lease 
$1,500  per  month.  Contact  Wellons  H.  Williams 
at  (843)  423-6721  (w)  or  (843)  423-4871  (h). 
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Gray  Matter 

“ Matters  of  Interest  to  South  Carolina  Physicians ” 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


UPDATE  ON  BISflBIIITY  INSURANCE 

There  have  been  dramatic  changes  in  the  disability  insurance  industry  over  the  past  few  years.  During  this  pe- 
riod, actual  claims  experience  far  exceeded  the  claims  that  were  anticipated  when  the  products  were  priced.  Thus, 
reserves  and  premium  flows  were  insufficient  to  pay  expenses. 

The  result  of  this  pricing  inadequacy  has  been  traumatic  for  those  insureds  whose  disability  insurance  was  pro- 
vided by  contracts  that  allowed  the  premiums  and  coverage  to  be  adjusted.  For  those  policy  owners,  here  is  what 
has  happened: 

• in  some  cases , coverage  has  been  cancelled. 

• premiums  have  been  sharply  increased , sometimes  to  levels  double  or  triple  those 
that  were  projected. 

• restrictions  of  various  types  have  been  placed  on  the  coverage. 

• there  have  been  severe  cutbacks  on  issue  and  participation  limits. 

The  suffering  from  the  above  changes  is  being  experienced  by  all  disability  policy  owners  except  those  who  own 
individual,  noncancelable  disability  policies.  Because  these  contracts  guarantee  that  premiums  can  never  be  in- 
creased and  that  benefits  can  never  be  restricted,  these  policy  owners  are  receiving  exactly  what  they  anticipated. 


CURRENT  PRODUCTS 

Today’s  disability  marketplace  looks  hauntingly  familiar.  Premiums  for  products  that  can  be  changed  are  cur- 
rently lower  than  premiums  on  products  that  cannot  be  changed.  Numerous  insureds  will  take  the  bait  of  the 
lower  current  premium  only  to  be  disappointed  when  history  inevitably  repeats  itself.  Just  as  soon  as  changes  are 
necessary  in  order  for  the  insurance  companies  to  meet  their  profit  objectives,  the  “promised”  premiums  will 
increase  and  restrictions  will  be  placed  on  the  coverage. 

However,  those  astute  purchasers  who  pay  a little  more  currently  for  guarantees  will  be  rewarded  in  the  future 
because  their  policies  are  adjustment-proof.  The  planning  maxim  is  that  insureds  should  purchase  the  maximum 
individual,  noncancellable  insurance  that  is  available  to  them.  Only  these  policies  guarantee  that  premiums  can- 
not be  increased  and  that  restrictions  cannot  be  placed  on  the  contracts  after  issue. 

If  available,  a noncancelable  contract  should  be  the  foundation  for  your  disability  insurance  protection.  The 
contracts  issued  by  Mass  Mutual,  which  are  endorsed  by  the  SCMA,  meet  these  standards.  These  policies  offer 
exceptional  value  to  South  Carolina  physicians. 


The  South  Carolina  Medical  Association 
Disability  Insurance  Program 

Exclusively  for  Members 

Underwritten  bv  MassMutual  Life  Insurance  Company 

• 15%  discount  from  a below  market  premium  • 

• Noncancellable  and  Guaranteed  Renewable  • 

• Guaranteed  contract  language  • 

• Guaranteed  premium  to  age  65  based  on  1992  rate  structure  • 

• Coverage  in  your  occupation  for  the  entire  benefit  period  • 

• Coverage  for  partial  disabilities  • 

• Optional  inflation  protection  • 

• Automatic  benefit  increases  • 

• Impeccable  company  financial  ratings  • 

• A.M.  Best— A++;  Standard  and  Poors— AAA;  Duff  & Phelps— AAA;  Moody’s— Aal  • 

• Unisex  rates  • 

Only  SCMA  members  can  purchase  this  contract.  Let  us  show  you  why  this  is  the  best 
value  in  disability  insurance  available  to  physicians  in  South  Carolina. 

Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice, 

Only  your  attorney  and  accountant  are  qualified  to  do  so. 

I 1 

I TO  OBTAIN  A CUSTOMIZED  PROPOSAL:  PLEASE  MAIL  OR  FAX  THE  FOLLOWING  INFORMATION  TO 
| CAROLINA  PHYSICIANS  ADVISORY  SERVICE  AT  THE  ADDRESS  BELOW:  | 

I NAME 

ADDRESS 


I PHONE SPECIALTY I 

D.O.B. MONTHLY  BENEFITS  DESIRED 

I PRESENT  DISABILITY  INSURANCE  CARRIER I 

I l 


£ ' \ Carolina  Physicians 

Ifc  j Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1-800-742-3669 


Is  your  management  software 
gambling  with  your  practice? 

Leave  Las  Vegas. 


Unreliable  practice  management  software  exposes  you  to  a lot:  lost  billing,  lost 
patients,  excess  costs,  and  increased  legal  risk.  If  you're  using  an  outdated 
system,  why  not  take  a look  at  a new  solution?  Fox  Meadows  Practice 
Management  Software  is  feature  rich,  affordable,  and  easy  to  use. 


FOX  ITlEADOlllS 


Call  us  at  800  754-7213 
for  a free  no-obligation 
consultation  and  free 
demo,  or  clip  and  fax  the 
coupon.  We'll  be  happy  to 
discuss  your  software 
needs. 


www.foxmeadows.com 


Mail  to:  Fox  Meadows  Software,  Limited 

3031  Scotsman  Drive  • Columbia,  SC  29223 
Fax  to:  803  736-0733 

Your  Name: 

Practice: 

Address: 

City,  St,  Zip: 

Phone: 


Microsoft 


We’ve  been  listening 

and  have  responded  with  a Program 
to  meet  the  challenges  facing 
the  new  healthcare  leader 


• DHA  Degree  with  a 
Practitioner  Focus 

The  Doctorate  in  Health 
Administration  and  Leadership 

offers  healthcare  executives  an 
alternative  in  higher  education 

• Intensive  Courses 

Block  segments  that  are  attractive 
to  executive  schedules 

• Nationally  Recognized  Faculty 

Scholars  and  practitioners  have  been 
assembled  from  across  the  nation 

In  its  5th  year,  now  accepting  applications  for  Fall  2000... 
Next  registration  will  be  Fall  2002 

For  information  and  application  packet, 

please  contact  us  at  843.792.2118,  or 

visit  our  web  site:  http://www.musc.edu/hap/dha.htm 

Department  of  Health  Administration  and  Policy 
Medical  University  of  South  Carolina 
19  Hagood  Avenue  - Suite  408 

Post  Office  Box  250807 
Charleston,  South  Carolina  29425 
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• Intensive  Courses 

Block  segments  that  are  attractive 
to  executive  schedules 

• Nationally  Recognized  Faculty 

Scholars  and  practitioners  have  been 
assembled  from  across  the  nation 

In  its  5th  year,  now  accepting  applications  for  Fall  2000... 
Next  registration  will  be  Fall  2002 

For  information  and  application  packet, 

please  contact  us  at  843.792.2118,  or 
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fox  meoDOius 


Look  what  Doctors  have 
accomplished  in  100 

years. 


1900 

2000 

Life  Expectancy 

47 

77 

Infant  Mortality  * 

100 

7 

Deaths  from  Infectious  Diseases  * 

700 

50 

Heart  Diseases  * 

307 

126 

* Deaths  per  100,000 


Has  your  office  productivity 

kept  pace? 


Fox  Meadows  Practice  Management  Software  (P/CMS)  was  developed  with  a 
basic  objective  of  minimizing  paperwork,  maximizing  efficiency,  and  optimizing 
the  audit  and  paper  trail  of  an  accounts  receivable  system.  We  also  wanted  to 
incorporate  medical  records  into  a single  system.  The  entry  of  medical  data 
(laboratory  test  and  results,  medication,  allergies,  reactions,  vital  signs,  and 
diagnostic  history)  gives  Physicians  and  nurses  an  opportunity  to  use  P/CMS 
for  many  reasons  other  than  traditional  account  receivables. 

Call  us  at  800  754-7213  for  a free  no-obligation  consultation  and  free  demo.  We'll  be  happy  to 
discuss  your  software  needs.  Also,  you  can  visit  us  on  the  web  and  order  a demo  using  the 
online  form. 


Our  web  site  is  at  www.foxmeadows.com 


Affordable  Telephony 
ReminderPro 


Reminder/* 


TM 


for  Windows 


fmsmi  Mem  Semmanicatioii 
by  Telephone  or  E-mail 
Bodices  ia-SBows  sad  Eases  Staff  Overload 


Tell  ReminderPro 
when  to  call  and  how 
to  call  using  a menu  of 
custom  options. 


RemmdeiPro  For  Windows 


Edit  Schedule  Start  Calls  Reports  Window  Help 


Record  unlimited  types 
of  messages:  recall 
reminders,  birthdays, 
appointment  notices. 


Use  our  scheduler  or 
yours:  data-driven 
reminder  calls  are 
created  automatically. 


Recoil  Reminders 
Appointment  Reminders 
Past  Due  Notification 


Start  a calling  session 
and  walk  away. 
ReminderPro  knows 
exactly  when  to  call. 


Delivers  calls  in  your  familiar  caring  voice 
Tries  back  when  a line  is  busy  or  unanswered 
Leaves  messages  on  answering  machines 
Records  phone  numbers  that  have  been  changed 
Allows  transfer  to  a live  person  during  office  hours 
People  can  leave  messages  after  office  hours 
Handles  ail  types  of  local  and  long  distance  calls 
Handles  multiple  providers  & languages 


Fully-indexed  context 
sensitive  help  is 
available  every  step 
of  the  way. 


ReminderPro  provides  a 
wide  range  of  valuable 
reports  about  each 
calling  session. 


As  soon  as  calls  are 
done,  you  can  listen  to 
messages  patient’s  have 
left  for  you. 


Includes  a 7 thousand 
name  library  and  you 
may  add  additional 
names. 


Birthday  Greetings 
Missed  Appointments 
Physician  Reschedules 


Takes  no  sick  days  and  benefits  waived 
Delivers  multiple  types  of  messages  per  session 
Can  deliver  e-mail  messages  automatically 
Free  integration  for  most  software  systems 
IISes  Dialogic®  lifetime-warranted  voice  board 
Backed  by  a 30-year-old  company 
Includes  toll-free  phone  support  & training 
Library  of  prerecorded  names  included 


WWW.JULYSOFT.COM 


Minimum  System  Requirements: 

Pentium  233MHz  (or  equivalent) 

32MB  RAM  CD-ROM  Drive  3.5”  Floppy  Drive 
20MB  Free  Hard  Disk  Space 
ISA  slot  VGA  Monitor  (or  higher) 

Microsoft  Windows  95,  Windows  98  or  Windows  NT 

www.foxmeadows.com 


800  754-7213 

or 

803  736-8000 


HB 

1 1993-2000  JulySoft  All  Rights  Reserved.  Windows  and  Windows  NT  are  registered  trademarks  of  Microsoft  Corporation.  Dialogic  is  a registered  trademark  of  Dialogic  Corp. 


TEACH  TOLERANCE— NOT  TRASH  TALKING 


Trash  talk!  Do  you  know  what  that  is?  In  case  you  haven’t  watched  an  NBA  game  on  television  lately,  it  is 
the  disgusting  behavior  of  NBA  players  that  seemingly  is  as  important  as  the  center  jump  that  starts  a 
basketball  game.  It  is  the  constant  “jawing”  back  and  forth  between  players  that  has  taken  precedence  over 
talent  and  letting  your  “three-pointer  do  the  talking  for  you.”  Also,  beware  Mr.  Referee — you  no  longer 
have  any  protection  from  your  striped  shirt  and  shrill  whistle.  You  are  also  going  to  experience  the  nasty- 
mouthing  of  pampered  millionaires  who  are  out  of  control  and  frequently  are  an  embarrassment  to  those 
gentile  fans  who  still  recall  exciting  games  rather  than  name-calling  and  references  to  one’s  ancestry. 

Are  those  of  us  in  medicine  trash  talkers?  Are  we  in  danger  of  becoming  such  an  animal?  I don’t  think  we 
are  but  I think  we  could  become  one!  Medicine  has,  in  years  gone  by,  been  considered  a gentleman’s  profes- 
sion, much  like  golf  and  tennis  of  the  “old  days.”  Our  forefathers  in  medicine  would  be  shocked  by  some  of 
the  things  that  go  on  within  a medical  staff  today. 

Recently,  the  oldest  living  president  of  the  South  Carolina  Medical  Association,  Dr.  Orlando  Benedict  Mayer, 
III,  died  in  Columbia.  He  was  102  years  old  and  served  as  President  of  the  SCMA  in  1956.  He  always 
referred  to  his  fellow  physicians  as  colleagues  {n.  an  associate;  fellow  worker  or  fellow  member  of  a 
profession  or  organization.)  Can  we  say  we  do  the  same?  Are  we  sensitive  to  when  and  where  we  discuss 
issues  about  medicine  or  about  our  colleagues?  Are  we  cognizant  of  the  need  for  confidentiality? 

In  these  days  of  shrinking  incomes  and  outside  forces  controlling  our  lives,  let  us  not  forget  our  roots.  In 
these  days  of  shrinking  “turf”  because  other  specialties  teach  what  used  to  be  considered  our  “domain,”  let 
us  be  tolerant.  In  these  days  of  increasing  demands  by  our  patients  and  those  who  pay,  let  us  be  strong.  In 
these  days  of  “trash  talkers,”  let  us  not  succumb  to  “trash  talking.” 


William  H.  Hester,  M.  D. 
President 
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MEDICARE  UPDATE 


Injectable  Drug  Fee  Schedule 

The  Injectable  Drug  Pee  Schedule  is  updated  quarterly.  The 
table  in  the  March  Medicare  Advisory  shows  the  updated  fees 
with  price  changes  in  bold.  Prices  are  effective  for  claims  pro- 
cessed on  or  after  April  1,  2000. 

The  Injectable  Drug  Fee  Schedule  is  based  on  the  lesser  of  the 
median  average  wholesale  price  (AWP)  of  the  generic  forms 
or  the  lowest  brand-name  product  AWP.  For  participating  pro- 
viders, the  allowed  amount  is  95  percent  of  the  AWP  multi- 
plied by  the  number  of  units.  The  non-participating  allowance 


. is  95  percent  of  the  participating  allowance.  The  limiting  charge 
amount  is  115  percent  of  the  non-participating  allowance.  If 
you  are  billing  for  more  than  one  unit  of  a particular  drug,  take 
95  percent  of  the  participating  allowance  and  multiply  by  the 
number  of  units  used  to  get  the  non-participating  amount.  Go 
one  step  further  and  multiply  the  non-participating  amount  by 
115  percent  to  get  the  limiting  charge. 

If  you  need  a price  for  a code  that  does  not  appear  on  the  list  in 
the  Medicare  Advisory,  please  call  the  Medicare  Part  B Cus- 
tomer Service  Center  at  (803)  788-5568. 


VARICELLA  VACCINE  REQUIRED  FOR  DAY  CARE  ATTENDEES 


John  Iskander ; MD , MPH 

Beginning  with  the  2000-2001  school  year,  children  attending 
day  care  will  need  to  receive  one  dose  of  varicella  vaccine 
(Varivax)  on  or  after  their  first  birthday.  This  regulation  will 
apply  to  all  children  bom  on  or  after  January  1, 1999.  The  1998 
National  Immunization  Survey  found  that  51  percent  of  South 
Carolina  children  between  19  and  -35  months  of  age  had  re- 
ceived Varivax,  above  the  national  average  of  43  percent. 

Live  attenuated  varicella  vims  vaccine  (see  Table  I for  dosage 
and  administration  summary)  has  been  licensed  for  use  in  the 
U.S.  since  1995.  In  May  1999  the  Advisory'  Committee  on  Im- 
munization Practices  (ACIP)  recommended  that  all  states  re- 
quire children  entering  child  care  and  elementary  school  to 
either  to  have  received  varicella  vaccine  or  have  proof  of  im- 
munity.-Sixteen  states  have  already  adopted  varicella  require- 
ments for  entry  into  day  care,  school,  or  both.  A reliable  his- 
tory of  varicella  obtained  from  a parent  or  provider  remains 
a valid  measure  of  immunity,  since  the  rash  is  distinctive  and 
inapparent  cases  rarely  occur. 

Other  new  or  strengthened  ACIP  recommendations  for  immu- 
nization with  Varivax  include: 

1.  Postexposure  use  in  susceptible  children  and  adults 
within  three-five  days  after  exposure. 

2.  Use  in  “high  risk”  susceptible  persons  age  13  and  up, 
including:  teachers  of  young  children,  day  care 
workers,  residents  and  staff  in  institutional  settings 
(including  correctional  institutions),  college  students, 
military'  personnel,  nonpregnant  w’omen  of 
childbearing  age,  adolescents  and  adults  living  in 
households  with  children,  and  international  travelers. 

3.  Vaccination  of  asymptomatic  or  mildly  symptomatic 


HIV-infected  children  (age-specific  CD4+  percentage 
> 25  percent)  and  persons  with  humoral  immune 
deficiencies. 

See  Table  II  for  contraindications  to  administration  of  Varivax. 

The  morbidity  and  mortality  associated  with  chickenpox  is  sig- 
nificant; approximately  four  million  cases  occur  annually,  with 
one  in  400  cases  requiring  hospitalization.  Between  1979  and 
1994,  an  average  of  40  children  and  43  adults  per  year  died  as 
a result  of  complications.  The  total  number  of  varicella-related 
deaths  during  this  period  was  nearly  1,400.  (Source:  National 
Center  for  Health  Statistics,  online  address  wvvw.cdc.gov7 
nchsvvvvvv/fastats/chicken.htm) 

The  most  common  adverse  event  reported  after  varicella  vac- 
cine administration  is  rash  (rate  37/100,000  doses  distributed). 
Most  rashes  observ  ed  within  two  w eeks  of  immunization  were 
shown  by  PCR  to  hav  e been  caused  by  wild  varicella;  such 
cases  are  considered  unrelated  to  vaccine  administration.  Ve- 
sicular rash  may  occur  at  the  injection  site  in  about  three  per- 
cent of  immunized  persons;  though  this  rash  is  vaccine  associ- 
ated, only  three  cases  of  secondary  transmission  have  occurred 
via  this  mechanism.  The  reported  rate  of  herpes  zoster  after 
varicella  vaccination  is  2.6/100,000  doses,  much  lower  than 
the  rate  that  occurs  after  natural  infection  w-ith  varicella  (68/ 
100,000). 

Transmission  of  vaccine  virus  occurs  rarely,  with  virus  trans- 
mitted in  attenuated  form.  Exposure  to  attenuated  virus  poses 
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( Vaccine , continued  from  page  1) 

much  less  risk  than  does  exposure  to  wild  varicella,  especially 
for  susceptible  patients  who  are  immune  compromised  or  preg- 
nant. 

The  vaccine’s  overall  protective  effectiveness  is  around  90 
percent,  with  many  vaccine  failures  likely  due  to  storage  and 
handling  problems.  (See  Appendix)  “Breakthrough”  infections 
usually  result  in  mild  illness.  Results  of  several  long-term  stud- 
ies have  show’n  no  evidence  of  waning  vaccine  immunity  or 
need  for  booster  doses  of  vaccine.  A US  team  followed  465 
children  for  five-ten  years  after  immunization  and  found  an 
overall  breakthrough  rate  of  18.6  percent,  with  most  infections 
involving  less  than  25  lesions  and  no  fever.  A Japanese  study 
published  in  1997  found  only  a two  percent  overall  rate  of  break- 
through varicella  during  20  year  follow-up  of  96  children  given 
varicella  vaccine. 


Appendix:  Directions  for  storage  and  handling  of  the  vari- 
cella vaccine 

Shelf  life  of  the  varicella  vaccine  is  18  months.  The  varicella 
vaccine  MUST  be  maintained  at  a continuously  frozen  tem- 
perature of -15° C (+  15°F)  or  colder.  Household  freezers  manu- 
factured since  the  mid-1980s  are  designed  to  maintain  appro- 
priate temperatures.  Dormitory  type  refrigerators  WILL  NOT 
store  varicella  vaccine  at  the  appropriate  temperature.  The  vac- 
cine should  be  protected  from  light.  The  diluent  should  be  stored 
separately  either  at  room  temperature  or  in  the  refngerator.  The 
vaccine  should  be  reconstituted  according  to  the  directions  in 
the  package  insert.  Once  reconstituted,  the  vaccine  should  be 
used  immediately  to  minimize  loss  of  potency.  The  vaccine 
should  be  discarded  if  not  used  within  30  minutes  after  recon- 
stitution. 


If  varicella  vaccine  must  be  transported  between  clinic  sites, 
unreconstituted  vaccine  should  be  stored  in  a suitable  container 
(i.e.,  the  original  shipping  container  or  a comparable  container 
with  a properly  fitting  lid)  with  an  adequate  amount  of  dry  ice 
(i.e.,  minimum  of  six  lbs./box),  so  that  the  dry  ice  will  remain 
if  any  unreconstituted  vaccine  must  be  returned  to  the  freezer. 
If  optimal  handling  conditions  are  not  feasible  or  when  vac- 


Table I:  Varivax  (varicella  vaccine)  Pharmaceutical  & Dosing  Characteristics 

Formulation:  Packaged  in  single  dose  vials,  which  must  be  reconstituted  with  the  diluent  supplies  by  the  manufacturer.  No 
preservative  is  present  in  the  varicella  vaccine  or  the  diluent. 

Children  (1  through  12  years  of  age):  A single  0.5  mL  dose 

Adults  and  adolescents  (>  13  years  of  age):  A single  0.5  mL  dose,  followed  by  a second  0.5  mL  dose  four  to  eight  weeks  later. 

Route  and  Site:  Subcutaneous  (SC)  administration  in  the  fatty  tissue  of  the  upper  outer  aspect  of  the  arm  or  anterolateral 
thigh  using  a 23  or  25  gauge,  5/8  to  3/4  needle. 

Administration:  Varicella  vaccine  may  be  administered  simultaneously  or  at  any  interval  between  doses  with  killed  antigen 
i.e.,  hepatitis  B,  DTaP,  DT,  Td,  Hib,  influenza,  pneumococcal  vaccines.  There  must  be  a one  month  interval  if  not  admin- 
istered simultaneously  with  a live  antigen,  i.e.  MMR  or  yellow  fever  vaccines  (OPV  is  an  exception.)  To  avoid  inactivation 
of  the  attenuated  virus,  give  at  least  14  to  30  days  before,  or  five  months  after,  giving  any  immune  globulin  or  other  blood 
product. 

(Vaccine,  continued  on  page  4) 


cine  must  be  transported  to  a clinic  site  distant  from  the  freezer- 
storage  area,  MINIMAL  potency  can  be  maintained 
if  varicella  vaccine  is  stored  for  up  to  72  hours  at  temperatures 
of  2°  to  8°C  (36° to  46° F).  This  vaccine  should  be  discarded  if 
not  used  within  72  hours  after  placing  it  into  storage.  DO  NOT 
REFREEZE. 

If  unreconstituted  vaccine  arrives  with  no  dry  ice  or  is  left  out, 
place  the  vial  (s)  in  a bag  and  clearly  mark  “Do  not  use”,  place 
the  bag  in  the  freezer,  and  contact  Merck  at  1-800-9 VARIVAX 
(1-800-9-827-4829)  for  instructions. 

REFERENCES 
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DRUG  UPDATE 


( Vaccine , continued  from  page  3) 

Table  II:  Contraindications  to  varicella  vaccination 

1.  Moderate  to  severe  acute  illness 

2.  Anaphylactic  reaction  to  a previous  dose  of  the  vaccine 
or  any  vaccine  component,  including  neomycin  or  gelatin. 

3.  Immunosuppression 

4.  Pregnancy 

5.  Recently  received  blood  platelets 

Invalid  contraindications  to  varicella  vaccination 

1.  Breastfeeding 

2.  Pregnant  household  member 

3.  Immunosuppressed  household  member 


PHYSICIANS  CARE 
NETWORK  UPDATE 

Currently,  there  are  8,91 1 participating  physician  locations, 
901  participating  ancillary  locations  and  105  participating 
hospitals.  PCN  has  82  contracted  groups  with  63,296  cov- 
ered lives.  We  will  continue  to  provide  information  as  con- 
tracts are  received. 

NEW  GROUPS: 

• None 

TERMINATIONS: 

• Republic  Contracting;  effective  12-1-99 

RENEWALS: 

• Edgefield  County  Hospital 

• Connecticut  National  (changing  product  from 
access  only  to  risk  sharing) 

• Washington  National  (changing  product  from 
access  only  to  risk  sharing) 

• Gateway  Supply 

• Silkworm 

• Cox  Wood  Preserving  Company 

ATTENTION  ALL  PROVIDERS 

Please  Remember:  Keep  your  information  current  with  Phy- 
sicians Care  Network  by  utilizing  the  form  provided  in  the 
front  of  your  PCN  Provider  Manual.  You  may  mail  or  fax 
to  the  attention  of  Provider  Relations  at  this  address/fax: 

Physicians  Care  Network 

121  Executive  Center,  Congaree  Building,  Suite  203 
Columbia,  SC  29210 
Phone:  888-323-9271 
Fax:  (803)771-9474 


Please  note  that  Percocet,  formerly  only  available  in  5 mg 
strength,  is  now  available  in  4 strengths:  2.5  mg,  5 mg,  7.5  mg, 
and  10  mg.  It  is  no  longer  acceptable  for  physicians  to  write 
the  name  of  the  drug  on  the  prescription;  a strength  must  be 
specified.  Pharmacists  cannot  fill  prescriptions  unless  a strength 
of  the  drug  is  specified. 


WORKSHOP 

HOW  TO  SET  UP  A NEW 
MEDICAL  PRACTICE 
April  6,  2000 

The  varieties  of  practice  opportunities  available  to  new  and 
seasoned  physicians  are  many  and  varied.  Along  with  these 
opportunities  comes  a dilemma— -deciding  w'hich  option  or 
opportunity  is  right  for  you.  This  workshop  will  discus  the 
basic  practice  settings  as  w'ell  as  the  responsibilities  and  re- 
quirements for  physicians  to  manage  in  the  private  practice 
setting.  Register  by  March  27,  2000. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 
Columbia,  Clarion  Town  House  Hotel 

Space  in  each  workshop  is  limited,  so  be  sure  to  register 
early.  If  you  have  any  questions,  please  contact  Melissa 
Hamby,  ext.  253,  at  798-6207  in  Columbia,  at  (800)  327- 
1021  statewide,  or  by  e-mail  at  melissa  @ scmanet.org. 


ALTERNATIVE 
MEDICINE  UPDATE 

Do  your  patients  use  Alternative  or  Complementary  Medicine? 
If  so,  the  SCMA’s  Medical  Economics  Department  has  some 
information  for  you.  The  department  has  compiled  a list  of 
Alternative  and  Complementary  Medicine  resources  so  you  can 
see  just  what  your  patients  are  reading  about  alternative  thera- 
pies. The  resource  list  includes  books,  website  addresses,  and 
South  Carolina  Medical  School  staff.  The  Medical  Economics 
Department  also  maintains  a copy  of  the  AMA’s  book  entitled 
Alternative  Medicine:  An  Objective  Assessment.  If  you  are  in- 
terested in  receiving  the  list  of  Alternative  and  Complemen- 
tary Medicine  resources  or  signing  out  the  Alternative  Medi- 
cine book,  please  contact  Kelly  Danias  at  (803)  798-6207,  ex- 
tension 236,  or  statewide  at  (800)  327-1021. 


MARK  YOUR  CALENDAR 

The  SCMA’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled  for  April  27-30,  2000,  at  the  Charleston  Place 
Hotel,  Charleston,  South  Carolina.  You  should  have  received  information  regarding  the  meeting,  including  a 
registration  and  a hotel  registration  form.  If  you  have  mot  preregistered  for  the  meeting, 

Don’t  delay!  Register  today. 
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TREATING  PAIN:  NEW  GUIDELINES  FOR  USING 
CONTROLLED  SUBSTANCES 

JASON  F.  ARNOLD,  JD,  MPH* 

ROBERT  M.  SADE,  MD 


INTRODUCTION 

Adequate  pain  relief  has  become  a central  issue  in 
the  debate  over  assisted  suicide  and  an  important 
concern  in  providing  high  quality  care  for  the  dy- 
ing. Inadequate  treatment  of  pain  is  often  blamed 
on  a legal  system  that  penalizes  pain  treatment 
while  turning  a blind  eye  to  neglect  of  pain.  In  re- 
sponse, several  states  have  acted  to  reduce  the 
threat  of  disciplinary  action  against  physicians  who 
appropriately  treat  pain.  Similarly,  many  profes- 
sional and  consumer  organizations  emphasize  im- 
proved communication  regarding  pain  between  the 
physician  and  patient. 

The  purpose  of  this  article  is  to  provide  an  up- 
date on  recent  pain  policy  changes  adopted  by  the 
State  Board  of  Medical  Examiners  of  South  Caro- 
lina (SBMESC).  First,  we  provide  legal  and  regu- 
latory background  on  the  use  of  controlled 
substances  for  relief  of  chronic  pain.  Second,  we 
describe  the  guidelines  adopted  by  the  SBMESC 
that  authorize  physicians  to  prescribe  opioids  for 
the  treatment  of  pain  (Table  l).1  Third,  we  detail 
recent  changes  that  pertain  to  education  of  physi- 
cians and  medical  students  about  pain  treatment. 
Combined,  these  changes  are  aimed  at  creating  a 
better  environment  in  South  Carolina  for  the  treat- 


*  Address  correspondence  to  Mr.  Arnold  at  Insti- 
tute of  Human  Values  in  Health  Care,  96  Jonathan 
Lucas  Street,  Suite  409,  Charleston,  SC  29425 


ment  of  patients  with  pain. 

BACKGROUND 

Why  adopt  guidelines? 

Pain  is  often  treated  inadequately  in  a wide  range 
of  patient  groups,  including  trauma  and  surgery, 
cancer,  and  terminally  ill,  as  well  as  those  living 
with  a variety  of  chronic  painful  conditions.2  In 
addition  to  these  direct  effects  on  health  and  qual- 
ity of  life,  unrelieved  chronic  pain  may  result  in 
unscheduled  hospital  admissions,  excessive  use  of 
emergency  rooms,  loss  of  employment,  spouse,  and 
family,  and  loss  of  life  itself  when  chronic  pain 
patients  commit  suicide.3 

Growing  attention  to  end  of  life  care  issues  has 
spawned  a wave  of  research.  One  of  the  most  com- 
prehensive studies  to  date  is  the  1998  report  is- 
sued by  the  Institute  of  Medicine,  Approaching 
Death:  Improving  Care  at  the  End  of  Life*  A 12- 
member  panel  of  experts  was  charged  with  (1)  as- 
sessing clinical,  behavioral,  legal,  economic,  and 
other  important  aspects  of  care  for  terminally  ill 
patients;  (2)  evaluating  methods  for  assessing  qual- 
ity of  care  and  functional  status;  (3)  identifying 
factors  that  impede  or  promote  quality  care;  and 
(4)  making  recommendations  for  improving  such 
care  and  gaining  consensus  on  what  constitutes 
appropriate  care  (Table  1).  Christine  Cassell,  M.D., 
the  panel’s  chair,  concluded,  “When  medicine  can 
no  longer  promise  an  extension  of  life,  people 
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Table  1.  The  Institute  of  Medicine  Recommendations  for  Improving  Care  at  the  End  of  Life. 

1.  Create  and  facilitate  patient  and  family  expectations  for  reliable,  skillful  and  supportive  care; 

2.  Ask  health  care  professionals  to  commit  themselves  to  improve  care  for  dying  patients  and  to  using  existing 
knowledge  effectively  to  prevent  and  relieve  pain  and  other  symptoms; 

3.  Address  deficiencies  in  the  health  care  system  through  improved  methods  for  measuring  quality,  tools  for 
account  ability  by  providers,  revised  financing  systems  to  encourage  better  coordination  of  care  and  reformed 
drug  prescribing  laws;  develop  medical  education  to  ensure  practitioners  have  the  relevant  attitudes, 
knowledge  and  skills  to  provide  excellent  care  for  dying  patients; 

4.  Develop  medical  education  to  ensure  practitioners  have  the  relevant  attitudes,  knowledge  and  skills  to  provide 
excellent  care  for  dying  patients; 

5.  Make  palliative  care  a defined  area  of  expertise,  education  and  research;  and  pursue  public  discussion  about 
the  modern  experience  of  the  dying,  options  available  to  dying  patients  and  families  and  community 
obligations  to  those  nearing  death. 


should  not  fear  that  their  dying  will  be  marked  by 
neglect,  care  inconsistent  with  their  wishes  or  pre- 
ventable pain  and  other  distress.  They  should  be 
able  to  expect  the  health  care  system  to  assure  reli- 
able, effective,  and  humane  caregiving.”4 

In  response  to  these  and  similar  findings,  the 
Federation  of  State  Medical  Boards  in  1997  devel- 
oped guidelines  that  emphasize  the  need  to  protect 
public  safety  by  preventing  drug  abuse  while  en- 
couraging effective  pain  management.5  The  devel- 
opment of  these  guidelines  was  national  in  scope, 
and  the  Federation  received  testimony  from  a va- 
riety of  organizations  representing  patient  advo- 
cacy groups  and  the  U.S.  Drug  Enforcement 
Administration.  These  guidelines  served  as  a model 
for  the  Pain  Guidelines  adopted  by  the  SBMESC, 
which  are  aimed  at  improving  treatment  and  man- 
agement of  pain  by  South  Carolina  physicians. 

Recent  Legislation 

The  U.S.  Supreme  Court’s  1997  decision  on  as- 
sisted suicide  essentially  returned  its  regulation  to 
the  states.6  The  confluence  of  this  decision  and  sev- 
eral other  factors,  including  increasing  longevity 
and  increased  awareness  of  end  of  life  issues,  has 
built  momentum  for  change  in  the  states.  Over  the 
past  decade,  for  example,  there  has  been  a grow- 
ing trend  for  states  to  adopt  laws  that  address  the 
prescribing  of  opioid  analgesics  for  chronic  pain.7 
The  first  intractable  pain  treatment  act  was  ap- 
proved by  the  Texas  legislature  in  1989. 8 The  pur- 
poses of  the  act  were  to  clarify  legal  ambiguities, 
bring  Texas  into  conformity  with  the  federal  in- 
tractable pain  regulation  and  “...assure  that  no 
Texan  requiring  narcotics  for  pain  relief,  for  what- 


ever reason,  was  denied  them  because  of  a 
physician’s  real  or  perceived  fear  that  the  state  regu- 
latory agency  would  take  disciplinary  action  against 
the  physician  for  prescribing  narcotics  to  relieve 
pain.”9  California  followed  suit  in  1990  and  Florida 
in  1994.  Since  1989,  twenty  states  have  passed  laws 
or  regulations  that  address  the  prescribing  of  opioid 
analgesics  for  chronic  pain.8 

Legislative  involvement  in  establishing  medi- 
cal policy  can  be  fraught  with  risks,  however.  Some 
of  these  new  laws  inadvertently  impede  pain  man- 
agement because  they  contain  restrictive  provi- 
sions. For  example,  some  laws  exclude  pain 
patients  who  use  drugs  “non-therapeutically,”  and 
a few  impose  additional  requirements,  such  as  spe- 
cial informed  consent  forms  and  mandated  con- 
sultation with  another  physician.  In  addition, 
patient  advocacy  groups  point  out  that  changing 
laws  and  regulations  may  not  be  an  efficient  way 
to  change  public  and  professional  knowledge  and 
attitudes.  Moreover,  state  medical  boards — not  the 
legislature — are  accustomed  to  considering  the  bal- 
ance between  improving  quality  of  medical  care 
and  protecting  public  health.  For  these  reasons, 
laws  and  regulations  should  be  used  with  caution 
and  the  potential  risks  and  benefits  of  various  meth- 
ods should  be  weighed  carefully. 

In  addition  to  laws  and  regulations,  state  medi- 
cal boards  also  use  guidelines  to  develop  policy.  A 
guideline  is  an  official  statement  of  the  medical 
board’s  attitude  toward  a particular  issue.  Although 
guidelines  do  not  have  legal  force,  they  do  help 
explain  what  activities  the  medical  board  considers 
to  be  within  the  boundaries  of  professional  practice. 

Guidelines  have  several  potential  benefits  over 
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statutes  or  regulations.  First,  guidelines  alert  lic- 
ensees to  unprofessional  practices  of  concern  to 
the  board  and  give  practitioners  practical  informa- 
tion about  how  to  avoid  these  problems.  Second,  a 
policy  statement  issued  by  a state  medical  board  is 
a more  direct  and  flexible  method  than  statutes  in 
communicating  policy  and  can  more  easily  take 
into  consideration  the  current  and  changing  state 
of  clinical  medicine  and  science.  Third,  state  medi- 
cal boards  are  accustomed  to  considering  the  bal- 
ance between  improving  quality  of  medical  care 
and  protecting  public  health.  To  date,  twenty-six 
state  medical  boards  have  issued  policy  statements 
that  clarify  for  physicians  the  parameters  within 
which  they  may  treat  pain.8 

SBMESC  GUIDELINES 

The  SBMESC’s  guidelines  address  physicians’ 
concerns  about  regulatory  scrutiny  by  clarifying 
the  Board’s  policy  and  explain  how  the  Board  dis- 
tinguishes legitimate  medical  practice  from  unpro- 
fessional conduct.  The  guidelines  define  terms  such 
as  tolerance,  physical  dependence,  addiction,  and 
pseudoaddiction.  They  also  emphasize  the  need  to 
protect  public  safety  by  preventing  drug  abuse 
while  encouraging  effective  pain  management. 

Specifically,  the  guidelines  suggest:  (1)  docu- 
mentation of  a complete  history  and  physical  ex- 
amination; (2)  development  of  a treatment  plan 
with  objectives  that  will  be  used  to  monitor 
progress  and  with  documentation  of  a recognized 
medical  indication  for  the  use  of  a controlled  sub- 
stance; (3)  obtaining  informed  consent  and  patient 
agreement  to  treatment;  (4)  periodic  review  for 
continuation  or  modification  of  therapy;  (5)  con- 
sultation, when  appropriate;  (6)  documentation  of 
the  aforementioned  treatment  steps;  and  (7)  com- 
pliance with  both  federal  and  state  controlled  sub- 
stances laws  and  regulations. 

The  issue  of  whether  to  require  use  of  a written 
informed  consent  remains  controversial.  It  should 
be  noted,  however,  that  guideline  number  three 
states:  “the  physician  may  [emphasis  ours]  employ 
the  use  of  a written  agreement.”  Therefore,  the  use 
of  a written  informed  consent  for  the  prescription 
of  controlled  substances  in  the  treatment  of  pain  is 
not  required  in  all  instances  in  South  Carolina. 

We  emphasize  that  guidelines  are  not  absolute 
rules.  Individual  cases  may  reveal  shortcomings 


of  the  guidelines  and  lead  to  their  modification.  In 
fact,  the  SBMESC’s  guidelines  allow  a physician 
to  deviate  from  the  outlined  requirements  or  rec- 
ommendations for  good  cause.  They  should, 
nevertheless,  be  followed  unless  they  conflict  with 
stronger  obligations  or  unless  there  are  compelling 
reasons  to  make  an  exception.  The  important  issue 
is  not  what  is  prescribed,  but  how  well  the  patient’s 
care  is  managed  and  documented  in  legible  form. 

OTHER  LEGISLATIVE  APPROACHES 

Study  Groups 

A number  of  states,  including  Virginia,  Mary- 
land, and  Texas,  have  passed  legislation  to  estab- 
lish task  forces  or  commissions  to  study  the  policy 
and  societal  issues  raised  by  death  and  dying.8 
Many  of  the  task  forces  have  focused  on  the  themes 
associated  with  physician  assisted  suicide,  includ- 
ing better  pain  management.  The  state  of  Virginia, 
for  example,  specifically  provides  for  a subcom- 
mittee to  study  the  legal  and  policy  ramifications 
of  inadequate  pain  management,  including  the  ethi- 
cal and  legal  issues  of  health  insurance  coverage 
and  reimbursement.7 

Educational  Efforts 

Recently,  a number  of  groups  have  held  national 
meetings  to  raise  public  awareness  of  issues  at  the 
end  of  life  and  to  discuss  the  barriers  to  effective 
pain  management.  For  example,  the  American  So- 
ciety of  Law,  Medicine,  and  Ethics  developed  a 
model  act  aimed  at  affording  legal  protection  from 
boards  for  physicians  who  prescribe  opioids  for 
chronic  pain.10  The  model  act  is  the  product  of  the 
Project  on  Legal  Constraints  on  Access  to  Effec- 
tive Pain  Management,  a major  research  effort  to 
analyze  state  regulatory  efforts  and  other  legal  is- 
sues that  appeared  to  negatively  influence  access 
to  effective  pain  relief.  Following  these  workshops 
and  seminars,  a number  of  boards,  such  as  Ala- 
bama and  North  Carolina,  developed  and  dissemi- 
nated guidelines  for  the  prescription  of  controlled 
substances  for  pain.8  Similarly,  the  American  Medi- 
cal Association  House  of  Delegates  approved  in 
1996  a model  intractable  pain  treatment  act  based 
on  the  Texas  law.  Moreover,  several  boards  have 
gone  beyond  the  development  of  guidelines  by  dis- 
seminating information  about  pain  management 
and  the  board’s  guidelines  through  the  media,  as 
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Table  2.  SBMESC’s  Guidelines  for  the  Use  of  Controlled  Substances  for  the  Treatment  of  Pain 


Note:  The  Board  has  adopted  the  following  guidelines  when  evaluating  the  use  of  controlled  substances  for  pain 
control.  Nothing  in  this  statement  should  be  construed  as  advocating  the  imprudent  use  of  controlled  substances. 

1.  Evaluation  of  the  Patient 

A complete  medical  history  and  physical  examination  must  be  conducted  and  documented  in  the  medical  record.  The 
medical  record  should  document  the  nature  and  intensity  of  the  pain,  current  and  past  treatments  for  pain,  underlying  or 
coexisting  diseases  or  conditions,  the  effect  of  the  pain  on  physical  and  psychological  function,  and  history  of  sub- 
stance abuse.  The  medical  record  also  should  document  the  presence  of  one  or  more  recognized  medical  indications  for 
the  use  of  a controlled  substance. 

2.  Treatment  Plan 

The  written  treatment  plan  should  state  objectives  that  will  be  used  to  determine  treatment  success,  such  as  pain  relief 
and  improved  physical  and  psychosocial  function,  and  should  indicate  if  any  further  diagnostic  evaluations  or  other 
treatments  are  planned.  After  treatment  begins,  the  physician  should  adjust  drug  therapy  to  the  individual  medical 
needs  of  each  patient.  Other  treatment  modalities  or  a rehabilitation  program  may  be  necessary  depending  on  the 
etiology  of  the  pain  and  the  extent  to  which  the  pain  is  associated  with  physical  and  psychosocial  impairment. 

3.  Informed  Consent  and  Agreement  for  Treatment 

The  physician  should  discuss  the  risks  and  benefits  of  the  use  of  controlled  substances  with  the  patient,  persons  desig- 
nated by  the  patient  or  with  the  patient’s  surrogate  or  guardian  if  the  patient  is  incompetent.  The  patient  should  receive 
prescriptions  from  one  physician  and  one  pharmacy  where  possible.  If  the  patient  is  determined  to  be  at  high  risk  for 
medication  abuse  or  have  a history  of  substance  abuse,  the  physician  may  employ  the  use  of  a written  agreement 
between  physician  and  patient  outlining  patient  responsibilities,  including  urine/serum  medication  levels  screening 
when  requested;  number  and  frequency  of  all  prescription  refills;  and  reasons  for  which  drug  therapy  may  be  discontin- 
ued (i.e.,  violation  of  agreement). 

4.  Periodic  Review 

At  reasonable  intervals  based  on  the  individual  circumstances  of  the  patient,  the  physician  should  review  the  course  of 
treatment  and  any  new  information  about  the  etiology  of  the  pain.  Continuation  or  modification  of  therapy  should 
depend  on  the  physician’s  evaluation  of  progress  toward  stated  treatment  objectives,  such  as  improvement  in  patient’s 
pain  intensity  and  improved  physical  and/or  psychosocial  function,  such  as  ability  to  work,  need  of  health  care  re- 
sources, activities  of  daily  living  and  quality  of  social  life.  If  treatment  goals  are  not  being  achieved,  despite  medication 
adjustments,  the  physician  should  reevaluate  the  appropriateness  of  continued  treatment.  The  physician  should  monitor 
patient  compliance  in  medication  usage  and  related  treatment  plans. 

5.  Consultation 

The  physician  should  be  willing  to  refer  the  patient  as  necessary  for  additional  evaluation  and  treatment  in  order  to 
achieve  treatment  objectives.  Special  attention  should  be  given  to  those  pain  patients  who  are  at  risk  for  misusing  their 
medications  and  those  whose  living  arrangement  pose  a risk  for  medication  misuse  or  diversion.  The  management  of 
pain  in  patients  with  a history  of  substance  abuse  or  with  a comorbid  psychiatric  disorder  may  require  extra  care, 
monitoring,  documentation  and  consultation  with  or  referral  to  an  expert  in  the  management  of  such  patients. 

6.  Medical  Records 

The  physician  should  keep  accurate  and  complete  records  to  include,  when  indicated  (1)  the  medical  history  and 
physical  examination;  (2)  diagnostic,  therapeutic  and  laboratory  results;  (3)  evaluations  and  consultations;  (4)  treat- 
ment objectives;  (5)  discussion  of  risks  and  benefits;  (6)  treatments;  (7)  medications  (including  date,  type,  dosage  and 
quantity  prescribed);  (8)  instructions  and  agreements;  and  (9)  periodic  reviews.  Records  should  remain  current  and  be 
maintained  in  an  accessible  manner  and  readily  available  for  review.  Obviously  the  records  for  an  acute  episode  such 
as  emergency  care  visit  will  be  less  complex  than  a long  term  chronic  illness. 

7.  Compliance  with  Controlled  Substances  Laws  and  Regulations 

To  prescribe,  dispense  or  administer  controlled  substances,  the  physician  must  be  licensed  in  the  state  and  comply  with 
applicable  federal  and  state  regulations.  Physicians  are  referred  to  the  Physicians  Manual  of  the  U.S.  Drug  Enforce- 
ment Administration  and  (any  relevant  documents  issued  by  the  state  medical  board)  for  specific  rules  governing 
controlled  substances  as  well  as  applicable  state  regulations. 

Definitions 

For  the  purposes  of  these  guidelines,  the  following  terms  are  defined  as  follows: 

Acute  Pain:  Acute  pain  is  the  normal,  predicted  physiological  response  to  an  adverse  chemical,  thermal  or  mechanical 
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stimulus  and  is  associated  with  surgery,  trauma  and  acute  illness.  It  is  generally  time-limited  and  is  responsive  to  opioid 
therapy,  among  other  therapies. 

Addiction:  Addiction  is  a neurobehavioral  syndrome  with  genetic  and  environmental  influences  that  results  in  psycho- 
logical dependence  on  the  use  of  substances  for  their  psychic  effects  and  is  characterized  by  compulsive  use  despite 
harm.  Addiction  may  also  be  referred  to  by  terms  such  as  '‘drug  dependence”  and  “psychological  dependence.”  Physi- 
cal dependence  and  tolerance  are  normal  physiological  consequences  of  extended  opioid  therapy  for  pain  and  should 
not  be  considered  addiction. 

Analgesic  Tolerance:  Analgesic  tolerance  is  the  need  to  increase  the  dose  of  opioid  to  achieve  the  same  level  of  analge- 
sia. Analgesic  tolerance  may  or  may  not  be  evident  during  opioid  treatment  and  does  not  equate  with  addiction. 
Chronic  Pain:  A pain  state  which  is  persistent  and  in  which  the  cause  of  the  pain  cannot  be  removed  or  otherwise 
treated.  Chronic  pain  may  be  associated  with  a long-term  incurable  or  intractable  medical  condition  or  disease. 

Pain:  An  unpleasant  sensory  and  emotional  experience  associated  with  actual  or  potential  tissue  damage  or  described 
in  terms  of  such  damage. 

Physical  Dependence:  Physical  dependence  on  a controlled  substance  is  a physiologic  state  of  neuro- adaptation  which 
is  characterized  by  the  emergence  of  a withdrawal  syndrome  if  drug  use  is  stopped  or  decreased  abruptly,  or  if  an 
antagonist  is  administered.  Physical  dependence  is  an  expected  result  of  opioid  use.  Physical  dependence,  by  itself, 
does  not  equate  with  addiction. 

Pseudoaddiction:  Pattern  of  drug-seeking  behavior  of  pain  patients  who  are  receiving  inadequate  pain  management 
that  can  be  mistaken  for  addiction. 

Substance  Abuse:  Substance  abuse  is  the  use  of  any  substance(s)  for  non-therapeutic  purposes  or  use  of  medication  for 
purposes  other  than  those  for  which  it  is  prescribed. 

Tolerance:  Tolerance  is  a physiologic  state  resulting  from  regular  use  of  a drug  in  which  an  increased  dosage  is  needed 
to  produce  the  same  effect,  or  a reduced  effect  is  observed  with  a constant  dose. 


well  as  by  sponsoring  physician  and  public  educa- 
tion programs  about  pain  management.11  This  trend 
in  pain  management  policy  is  likely  to  continue  in 
the  light  of  current  legal  developments  regarding 
physician-assisted  suicide  and  the  public’s  interest 
in  end  of  life  care. 

POLICY  CONSIDERATIONS 

As  demonstrated  above,  legislators  and 
policymakers  have  made  a significant  contribution 
to  the  discussion  of  issues  at  the  end  of  life.  De- 
spite this  recent  attention,  however,  the  American 
people  remain  woefully  uninformed  about  many 
of  these  issues  and  the  effect  they  may  have  on  an 
important  aspect  of  their  lives.  Therefore,  one  of 
the  most  important  roles  legislators  and  state  medi- 
cal boards  can  play  is  that  of  public  educators.  Leg- 
islators have  the  tools  and  resources  available  to 
raise  their  constituents’  level  of  consciousness  and 
understanding  of  end  of  life  issues. 

Many  commentators,  for  example,  have  pro- 
posed that  legislatures  require  continuing  medical 
education  courses  on  palliative  care  as  a condition 
for  maintaining  medical  licensure.  Others  have 
called  for  using  Medicaid  funding  to  ensure  an 
emphasis  on  proper  pain  management,  especially 
as  it  relates  to  end  of  life  care.  A few  have  even 
suggested  altering  state  licensure  exams  to  include 


questions  about  the  basics  of  pain  management  and 
drug  prescriptions  for  palliative  care.  Using  these 
outlets  could  help  to  catalyze  improvement  of  the 
health  care  system  and  encourage  the  public  to  se- 
riously consider  issues  at  the  end  of  life. 

CONCLUSION 

The  SBMESC’s  Guidelines  for  the  Use  of  Con- 
trolled Substances  for  the  Treatment  of  Pain  aims 
to  improve  the  treatment  and  management  of  pain 
by  South  Carolina  physicians.  These  changes  are 
part  of  a national  effort  to  improve  the  regulatory 
environment  in  a way  that  will  encourage  adequate 
pain  treatment.  However,  as  the  development  of 
pain  policy  proceeds  in  South  Carolina,  we  should 
take  care  not  to  oversimplify  the  complexity  of 
chronic  pain  and  its  treatment.  In  fact,  much  more 
work  needs  to  be  done.  In  the  future,  the  Board 
should  work  with  other  groups  such  as  state  medi- 
cal societies  and  academic  institutions  to  sponsor 
educational  programs.  Only  a well-informed  medi- 
cal profession  can  fulfill  the  objectives  of  the  policy. 

Note:  The  Institute  of  Human  Values  in  Health  Care 
web  site  (http:llwww\  values,  muse,  edu)  has  pub- 
lished the  pain-related  laws,  regulations,  and  medi- 
cal board  guidelines  for  each  state,  including  the 
State  Board  of  Medical  Examiner  of  South 
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COMPLICATIONS  OF  CYSTIC  FIBROSIS  IN  ADULTS 


P.  LYNN  NICHOLS,  M.D.* 
PATRICK  FLUME,  M.D. 


INTRODUCTION 

Cystic  fibrosis  (CF)  is  no  longer  only  a disease  of 
childhood.  In  the  past  forty  years  the  median  age 
of  survival  of  CF  patients  has  been  extended  from 
ten  years  to  31  years  as  a result  of  new  therapies1 
and  more  aggressive  management  of  CF-related 
illness  (Figure  1).  Adults  currently  represent  35 
percent  of  all  CF  patients.  Most  of  these  patients 
are  diagnosed  in  childhood,  but  there  are  a num- 
ber of  adults  diagnosed  with  CF  each  year.  There- 
fore, it  is  important  that  clinicians  that  care  for 
adults  be  familiar  with  common  complications  of 
CF  and  know  when  to  consider  the  diagnosis  of 
CF. 

DIAGNOSIS 

CF  is  a genetic  disease  affecting  many  organs  with 
varying  degrees  of  severity  (Table  1).  Typical  pre- 
senting features  include  respiratory  symptoms  and 
failure  to  thrive,  but  there  are  atypical  presenta- 
tions as  well  (Table  2).  Patients  with  unexplained 
malnutrition,  recurrent  respiratory  infections,  id- 
iopathic pancreatitis,  or  congenital  bilateral  ab- 
sence of  the  vas  deferens  (CBAVD)  warrant 
evaluation  for  CF. 

The  diagnostic  gold  standard  for  CF  is  the  sweat 
test.  This  test  involves  measuring  the  concentra- 
tion of  chloride  in  pharmacologically  induced 
sweat.  In  CF,  the  sweat-duct  epithelium  fails  to 
reabsorb  chloride  from  the  patient’s  sweat,  lead- 
ing to  elevated  sweat  chloride  concentrations.  A 
sweat  chloride  concentration  of  < 40  mmol/L  is 
considered  normal.  Concentrations  of  40  to  60 
mmol/L  are  abnormal,  but  not  diagnostic  of  CF.  A 
sweat  chloride  measurement  of  > 60  mmol/L  is 
consistent  with  CF.  Sweat  testing  is  susceptible  to 
false  results  so  it  should  only  be  performed  by  ex- 
perienced personnel  at  centers  with  adequate  num- 
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bers  of  tests  to  ensure  the  reliability  of  the  results. 
The  Cystic  Fibrosis  Foundation  recommends  re- 
peat testing  to  confirm  abnormal  results. 

A small  number  (two  percent)  of  CF  patients 
will  have  a sweat  chloride  concentration  < 60 
mmol/L,  in  which  case  additional  testing  may  be 
needed  to  confirm  the  diagnosis.  One  technique  is 
genotyping,  or  testing  the  patient’s  DNA  for  spe- 
cific mutations  of  the  CF  gene.  Since  the  discov- 
ery in  1989  of  the  gene  responsible  for  CF,  more 
than  800  mutations  have  been  identified.  Com- 
mercially available  screening  panels  are  available, 
though  they  do  not  screen  for  all  known  mutations. 
The  specificity  of  DNA  testing  is  100  percent,  but 
the  sensitivity  varies  based  on  the  ethnicity  of  the 
patient  (Table  3).  It  is  for  this  reason  that  screen- 
ing women  for  CF  gene  carrier  status  has  not  be- 
come a common  practice. 

PULMONARY  COMPLICATIONS 

Pulmonary  disease  accounts  for  90  percent  of  CF 
associated  deaths  and  is  the  major  cause  of  CF  re- 
lated morbidity.  The  pathogenesis  of  CF  lung  dis- 
ease is  related  to  the  effect  of  the  CF  gene  defect  in 
maintenance  of  airway  surface  liquid.  It  is  thought 
that  ion  transport  abnormalities  contribute  to  tena- 
cious airway  secretions,  thereby  inhibiting  airway 
clearance  and  predisposing  to  chronic  infection  and 
inflammation  (Figure  2).  CF  patients  develop 
chronic  infection  of  the  airways  with  bacteria.  Typi- 
cally, the  infecting  organism  is  P.  aeruginosa,  but 
other  commonly  found  organisms  include  S.  aureus 
and  H.  influenza.  Over  time,  patients  may  acquire 
antibiotic  resistant  strains  of  pseudomonas  or  other 
organisms  such  as  B.  cepacia,  atypical  mycobac- 
teria, and  A.  xylogenes.  The  response  to  chronic 
infection  is  chronic  inflammation  which  contrib- 
utes to  the  progressive  destruction  of  the  airways, 
ultimately  leading  to  bronchiectasis  and  respira- 
tory failure. 

The  main  components  of  treatment  of  CF  lung 
disease  are  clearance  of  airway  secretions  and  ap- 
propriate antibiotics.  Patients  are  instructed  in  tech- 
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Figure  1.  Median  Survival  Age  in  Patients  with  Cystic  Fibrosis  (Source:  Cystic 
Fibrosis  Foundation,  National  CF  Patient  Registry) 


niques  of  airway  clearance  which  decrease  the  load 
of  infection  and  inflammation  present  in  the  air- 
ways (Table  4).  The  adult  patient  may  not  have 
family  members  to  assist  with  chest  physiotherapy, 
so  techniques  that  allow  independence  are  empha- 
sized. Inhaled  bronchodilators  and  mucolytics  (e.g. 
dornase  alpha)  are  frequently  used  to  augment 
clearance  of  the  airway  secretions. 

Antibiotics  are  used  frequently  for  CF  lung  dis- 
ease and  are  targeted  at  organisms  identified  in 
sputum  cultures.  The  infections  cannot  be  eradi- 
cated, so  sterile  sputum  culture  is  not  the  goal. 
There  are  few  choices  of  oral  antibiotics  that  will 
cover  P.  aeruginosa,  so  intravenous  antibiotics  fre- 
quently must  be  used.  Inhaled  antibiotics  (e.g. 
tobramycin)  are  being  used  increasingly  for  sup- 
pression of  chronic  airways  infection. 

A common  pulmonary  complication  of  CF  is 
pneumothorax,  occurring  in  approximately  20  per- 
cent of  adult  CF  patients  at  some  time  in  their  life.2 
The  diagnosis  of  pneumothorax  is  suspected  in  pa- 
tients with  acute  dyspnea  and  chest  pain  and  is  con- 
firmed by  chest  radiograph.  Treatment  is  with 
closed  tube  thoracostomy,  similar  to  what  would 
be  done  in  a non-CF  patient.  Some  patients  may 


have  persistent  air- 
leak  or  recurrent 
pneumothorax . 
Pleurodesis  is  used 
for  these  cases  and 
does  not  exclude  the 
patient  from  future 
consideration  for 
lung  transplant. 

Hemoptysis  occurs 
frequently  in  the  CF 
population.  About 
one  percent  of  CF  pa- 
tients have  one  epi- 
sode of  major 
bleeding  each  year. 
The  source  of  bleed- 
ing is  nearly  always 
of  systemic  arterial 
origin  and  can  lead  to 
asphyxiation  and 
death.  Minor  hemop- 
tysis or  “blood  streak- 
ing,” may  indicate  an 
exacerbation  of  CF  pulmonary  disease  and  is  not  con- 
sidered a serious  symptom.  However,  major  hemop- 
tysis (defined  as  240  mL  in  a 24  hour  period  or  greater 
than  100  mL  per  day  for  three  to  seven  days)  may 
represent  a medical  emergency.  Evaluation  and  man- 
agement of  major  hemoptysis  should  begin  by  ruling 
out  the  upper  airway  or  the  gastrointestinal  tract  as 
the  source  of  bleeding.  Bronchoscopy  may  be  con- 
sidered to  localize  the  site  of  bleeding.  Most  epi- 
sodes of  major  hemoptysis  will  resolve  with 
treatment  for  infection.  If  hemoptysis  is  severe  or 
persists  despite  therapy,  angiography  with  bron- 
chial artery  embolization  has  been  shown  to  effec- 
tively stop  bleeding  in  95  percent  of  patients.3 

Respiratory  failure  is  the  terminal  event  for  most 
CF  patients.  Respiratory  failure  in  the  CF  popula- 
tion may  be  either  hypoxic  or  hypercapnic  and  is 
usually  caused  by  progression  of  obstructive  lung 
disease.  The  advent  of  lung  transplantation  and 
non-invasive  ventilatory  support  has  affected  cli- 
nicians’ previously  noninterventional  approach  to 
respiratory  failure  in  CF  patients.  Treatment  in- 
cludes the  usual  therapies  for  CF  lung  disease  as 
well  as  supplemental  oxygen  and  ventilatory  sup- 
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port  (e.g.  BiPAP.)  These  therapies  are  often  seen 
as  a “bridge”  to  lung  transplantation. 

SINUS  DISEASE 

Sinusitis,  both  chronic  and  acute,  affects  most 
adults  with  CF.  In  one  study,  100  percent  of  CF 
patients  had  radiographic  evidence  of  pansinusi- 
tis.4 It  is  not  known  whether  this  represents  an  ana- 
tomic abnormality  in  CF  patients  or  a complication 
of  abnormally  thick  secretions.  Acute  sinusitis  is 
treated  with  local  decongestants,  topical  steroids, 
and  systemic  antibiotics  targeted  at  organisms  pre- 
viously cultured  from  the  patient’s  sputum. 
Chronic  sinusitis  in  CF  is  best  managed  surgically 
by  the  otorhinolaryngologist.  An  endoscopic  ap- 
proach to  the  sinuses  is  used  to  establish  the  wid- 
est possible  middle  meatus  and  maxillary  ostium 
to  allow  for  irrigation.5 

NUTRITION/PANCREATIC  INSUFFICIENCY 

Malnutrition  is  a lifelong  problem  affecting  indi- 
viduals with  CF  throughout  their  lives.  Protein/ 
calorie  malnutrition  in  these  patients  is  commonly 
multifactorial  due  to  increased  caloric  losses 
through  the  intestines  due  to  pancreatic  insuffi- 
ciency, increased  energy  requirements  due  to 
chronic  disease,  and  decreased  caloric  intake  due 
to  a variety  of  gastrointestinal  disorders  (see  sec- 
tion below).  Micronutrient  deficits  include  vitamin 
B12  and  fat  soluble  vitamins  (A,D,E,  and  K).  An 
important  aspect  of  nutritional  care  of  CF  patients 
is  adequate  replacement  of  pancreatic  enzymes. 
Pancreatic  insufficiency  occurs  in  85  percent  of  CF 
individuals  and  is  due  to  ductal  obstruction  by  in- 
spissated secretions.  Replacement  of  fat-soluble 
vitamins  is  needed  in  most  patients. 

DIABETES  MELLITUS 

One  might  think  that  patients  with  pancreatic  exo- 
crine deficiency  might  also  suffer  from  pancreatic 
endocrine  deficiency.  In  fact,  a recent  prospective 
study  proved  this  true  by  demonstrating  the  inci- 
dence of  CF-related  diabetes  mellitus  (CFRD)  to 
be  76  percent  in  30-year-old  CF  patients.6  Older 
patients  and  those  with  a history  of  pancreatic  in- 
sufficiency are  considered  at  increased  risk  for  de- 
veloping CFRD.  Some  patients  have  impaired 
glucose  tolerance  but  normal  fasting  glucose  and 
hemoglobin  A(C  levels.  This  makes  the  diagnosis 


and  treatment  a challenge.  Screening  for  CFRD 
should  include  annual  random  glucose  testing.  If 
abnormal,  a fasting  blood  glucose  (FBG)  should 
then  be  performed.  An  oral  glucose  tolerance  test 
can  be  performed  in  patients  with  normal  FBG  who 
have  symptoms  suggesting  CFRD.  The  clinical 
course  and  metabolic  patterns  seen  with  CFRD 
appear  to  set  it  apart  from  either  classic  Type  I or 
Type  II  diabetes.  CFRD  differs  from  Type  I DM 
by  its  nonketotic  nature,  slow  onset,  persistence  of 
insulin  secretion,  intermittent  episodes  of  hyperg- 
lycemia between  prolonged  periods  of  euglycemia, 
and  absence  of  serum  markers  for  islet  cell  autoim- 
munity. CFRD  differs  from  Type  II  DM  by  its  as- 
sociation with  underweight  physiognomy, 
hypoinsulinemia  and  onset  early  in  life.  The  con- 
sequences of  poorly  controlled  CFRD  include  loss 
of  calories,  muscle  wasting,  and  impaired  ability 
to  respond  to  infections.  CFRD  is  usually  easily 
controlled  with  small  doses  of  insulin. 

HEPATOBILIARY  DISEASE 

Liver  disease  is  the  second  leading  cause  of  death 
in  CF  patients,  representing  2.2  percent  of  all 
deaths.7  Autopsy  studies  reveal  an  incidence  of 
focal  biliary  cirrhosis  greater  than  70  percent  in 
CF  patients.7  Clinically,  cirrhosis  with  portal  hy- 
pertension occurs  in  around  one  percent  of  the  CF 
population  and  is  associated  with  variceal  bleed- 
ing and  other  common  complications  of  chronic 
liver  disease.  Serum  biochemical  markers  are  not 
specific  for  liver  disease  in  CF.  Also,  liver  disease 
is  usually  asymptomatic  until  advanced  stages, 
making  early  detection  problematic.  A rational 
approach  to  screening  involves  annual  serum  liver 
enzyme  studies  and  hepatic  ultrasound  in  cases  of 
abnormal  enzymes.9  Patients  with  mild  liver  dis- 
ease are  treated  with  ursodeoxycholic  acid  and 
those  with  more  severe  cases  may  require  liver 
transplantation. 

Biliary  tract  disease  is  also  quite  common  in  the 
CF  population.  Problems  include  gallstones, 
microgallbladder,  sclerosing  cholangitis,  and  com- 
mon bile  duct  stenosis.  Twenty  percent  of  CF  pa- 
tients have  radiologic  evidence  of  gallstones.7  The 
main  component  of  these  stones  is  calcium 
biliribunate.  Hepatobiliary  scintigraphy  (HIDA 
scan)  is  routinely  abnormal  in  CF  patients  without 
overt  disease.  Therefore,  either  ultrasound  or  en- 
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Figure  2.  Pathogenesis  of  Lung  Disease  in  Cystic  Fibrosis 


doscopic  retrograde  cholangiography  are  most  use- 
ful in  diagnosing  common  bile  duct  obstruction  in 
CF  patients. 

GASTROINTESTINAL 

DISEASE 

Gastroesophageal  reflux  disease  (GERD)  has  an 
increased  prevalence  in  CF  patients.  Esophagitis 
from  reflux  is  present  in  over  50  percent  of  CF  pa- 
tients with  symptomatic  GERD.10  The  etiology  of 


GERD  in  CF  patients  is  felt  to  be 
a combination  of  decreased  lower 
esophageal  sphincter  tone,  in- 
creased abdominal  pressure  sec- 
ondary to  coughing  and  respiratory 
clearance  techniques,  as  well  as 
medication  side  effects  from  beta- 
agonists  and  methylxanthines. 
The  frequency  with  which  GERD 
exacerbates  respiratory  disease,  or 
vice  versa,  is  unknown.  Treatment 
includes  standard  antireflux  mea- 
sures and  medications  such  as  pro- 
kinetic  agents,  H2  blockers,  or 
proton  pump  inhibitors.  Surgery 
may  be  indicated  in  severe  cases. 

Meconium  ileus,  an  in- 
traluminal intestinal  obstruction  in 
neonates,  is  a common  initial  pre- 
sentation in  CF.  The  adult  equiva- 
lent is  known  as  distal  intestinal 
obstruction  syndrome  (DIOS). 
DIOS  is  defined  as  the  impaction 
of  inspissated  intestinal  contents  in 
either  the  terminal  ileum,  cecum, 
or  proximal  colon.  The  cause  of 
this  syndrome  is  thought  to  be  re- 
lated to  pancreatic  insufficiency, 
intraluminal  electrolyte  abnor- 
malities, and  decreased  intestinal 
motility  all  resulting  in  sticky  in- 
testinal content.  Usual  symptoms 
include  vomiting,  crampy  right 
lower  quadrant  abdominal  pain, 
anorexia,  flatulence,  and  constipa- 
tion. Findings  may  include  ab- 
dominal distension  as  well  as 
granular  material  in  the  right  lower 
quadrant  on  plain  abdominal  ra- 
diographs. This  presentation  in  adults  should 
prompt  testing  for  CF  since  DIOS  rarely  occurs 
outside  the  CF  population.  Treatment  for  DIOS 
includes  enemas  as  well  as  oral  osmotic  laxative 
therapy  (Go-lytely).  Eight  of  nine  cases  in  one 
study  resolved  with  conservative  therapy  alone.11 
Rarely,  surgery  is  required  for  persistent  obstruc- 
tion. The  incidence  of  DIOS  has  decreased  sig- 
nificantly since  the  introduction  of  pancreatic 
enzyme  replacement  therapy,  yet  it  remains  an 
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Table  1.  Common  Clinical  Manifestations  of  Cystic  Fibrosis  In  Adults 

PULMONARY 

HEPATOBILIARY 

Chronic  airways  infection 

Focal  biliary  cirrhosis 

Airway  obstruction 

Cholelithiasis 

Bronchiectasis 

Pneumothorax 

GASTROINTESTINAL 

Hemoptysis 

Gastroesophageal  reflux  disease 

Respiratory  Failure 

Distal  intestinal  obstruction  syndrome 

SINUSITIS 

Rectal  prolapse 
Fibrosing  colonopathy 

MALNUTRITION 

PANCREATIC  INSUFFICIENCY 

OBSTRUCTIVE  AZOPERMIA 

DIABETES  MELLITUS 

important  consideration  in  the  CF  patient  with  ab- 
dominal complaints. 

Other  colorectal  problems  associated  with  CF 
are  rectal  prolapse  and  fibrosing  colonopathy.  The 
incidence  of  rectal  prolapse  may  be  as  high  as  20 
percent  in  patients  with  CF  and  ranges  from  simple 
mucosal  prolapse  to  prolapse  of  all  layers  of  the 
ano-rectum.  Patients  and  family  members  need  to 
learn  how  to  manually  reduce  a prolapse  at  home 
to  prevent  bowel  edema.  Fibrosing  colonopathy 
is  a recently  defined  condition  associated  with  large 
doses  of  pancreatic  enzyme  replacement.  Patients 
can  present  with  evidence  of  large  bowel  obstruc- 
tion, bloody  diarrhea,  and  chylous  ascites.  Patients 
at  highest  risk  include  those  who  take  greater  than 
6,000  lipase  units  per  kilogram  per  meal,  have  a 
history  of  DIOS  or  prior  intestinal  surgery,  or  have 
inflammatory  bowel  disease.  Definitive  diagnosis 
is  made  histologically  by  demonstration  of  fibrosis 
in  the  lamina  propria  of  resected  proximal  colon. 
Treatment  includes  reduction  of  pancreatic  enzymes, 
nutritional  support,  and  surgical  resection. 

REPRODUCTIVE  ISSUES 

CF  affects  the  reproductive  systems  of  both  males 
and  females.  Most  males  with  CF  are  infertile  be- 
cause of  obstructive  azoospermia,  but  there  are 
case-reports  of  normal  semen  analysis  and  repro- 
duction in  males  with  CF.  Many  males  with  ob- 
structive azoospermia  have  normal  sperm,  which 
has  led  to  successful  microsurgical  epididymal 
sperm  aspiration  and  in  vitro  fertilization.  Men 


without  known 
CF  who  are  diag- 
nosed with  con- 
genital bilateral 
absence  of  the 
vas  deferens 
have  been  shown 
to  have  a high 
frequency  of  CF 
gene  mutations 
and  should  be 
questioned  about 
other  manifesta- 
tions of  CF  to 
determine  the 
need  for  further 
testing. 

In  the  woman  with  CF,  tenacious  cervical  mu- 
cus can  impede  sperm  migration  and  lead  to  infer- 
tility. Unlike  males  with  CF,  however,  females  have 
normal  reproductive  anatomy  and  pregnancy  is 
common.  The  outcome  of  pregnancy  in  CF  is  gen- 
erally good,  with  a slight  decrease  in  viable  infants 
and  an  increase  in  preterm  delivery  versus  the  gen- 
eral population.  While  reproduction  may  be  pos- 
sible in  both  males  and  females  with  CF,  genetic 
counseling  and  birth  control  are  important  issues 
which  must  be  addressed  by  those  providing  these 
patients  with  healthcare. 


Table  2.  Presenting  Features  of  Cystic  Fibrosis 

Acute  or  persistent  respiratory  symptoms 

50.5% 

Failure  to  thrive/malnutrition 

42.9% 

Steatorrhea/abnormal  stools 

35.0% 

Meconium  ileus/intestinal  obstruction 

18.8% 

Family  history 

16.8% 

Electrolyte  imbalance 

5.4% 

Rectal  prolapse 

3.4% 

Neonatal  screening 

2.3% 

Nasal  polyps/sinus  disease 

2.0% 

Genotype 

1.2% 

Hepatobiliary  disease 

0.9% 

Prenatal  diagnosis 

0.8% 

Source:  Cystic  Fibrosis  Foundation,  National  CF 

Patient  Registry 
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Table  3.  Sensitivity  of  DNA  Testing  for  Cystic 
Fibrosis  in  Different  Ethnic  Groups 

Ashkenazi  Jews 

97% 

Caucasians 

90% 

African-American 

61% 

Data  from  Genzyme  Genetics 

CONCLUSION 

CF  is  increasingly  a disease  of  adulthood.  It  is  a 
systemic  disease  which  may  affect  only  one  or 
multiple  organs  in  different  patients.  Because  of 
this  occasional  variability  in  presentation,  there  are 
some  adults  who  may  not  have  been  properly  di- 
agnosed with  CF.  The  complexity  of  CF  and  the 
rapid  development  of  new  treatments  make  it  im- 
portant that  CF  patients  be  followed  at  specialized 
CF  centers.  These  patients  also  need  local  primary 
care  providers  familiar  with  their  disease  and  will- 
ing to  coordinate  care  with  the  CF  specialist.  It  is 
important,  therefore,  that  clinicians  understand 
complications  common  to  CF  in  order  to  consider 
this  diagnosis  and  treat  these  conditions  appropri- 
ately. Hopefully,  as  our  understanding  of  CF  in- 
creases, more  patients  with  CF  will  survive  into 
adulthood  and  experience  even  longer  survival. 
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Table  4.  Common  Techniques  of  Airway  Clearance 

Postural  drainage 

Active  cycle  breathing 

Percussion 

Positive  expiratory  pressure  (PEP) 

Vibration 

Oscillating  PEP  (Flutter) 

Directed  cough 

Exercise 

Forced  expiratory  technique 

Chest-vest  compression 

Volume  96  • March  2000 


117 


QUESTIONS  AND  ANSWERS  ABOUT  ORGAN  AND 
TISSUE  DONATION 


LAWRENCE  F.  McMANUS,  M.D.* 


This  article  is  an  abbreviated  version  of  the  Ques- 
tion & Answer  page  of  the  Gift  of  Life  Trust  Fund  of 
SC  Internet  site:  http://www.giftoflife-sc.org.  For 
greater  in-depth  information,  please  refer  your  ques- 
tions to  our  site  and  click  on  uAsk  a Question.  ” 

INTRODUCTION 

Did  you  know  the  number  of  patients  awaiting  a 
vital  organ  increases  daily?  Every  16  minutes  a 
new  name  is  added  to  the  national  waiting  list.  As 
of  October  1999,  the  number  of  Americans  regis- 
tered for  transplantation  of  a vital  organ  exceeded 
66,000!  In  addition,  more  than  400,00  require  life- 
enhancing  tissue  transplants  per  year!  This  does 
not  include  blood,  blood  products,  or  platelet  trans- 
fusions. 

Why  the  long  wait?  The  reason  so  many  wait 
is  simple:  there  are  not  enough  donated  organs  and 
tissues  to  meet  the  growing  demand  for  transplants. 
While  it  is  estimated  that  between  10,000  and 
29,000  deaths  per  year  could  result  in  organ  dona- 
tion, only  5,791  became  donors  in  1998.  In  other 
cases,  either  the  family  says  no  to  donation  or  hos- 
pitals do  not  refer  potential  donors  to  organ  pro- 
curement organizations.  (See  Graph  1.) 

In  1997,  4,327  people — one  person  every  two 
hours — died  while  waiting  for  a life  saving  organ 
transplant.  These  are  senseless  deaths  since  we 
have  the  knowledge  and  surgical  ability  to  prevent 
them. 

What  is  organ/tissue  transplantation?  Trans- 
plantation is  the  surgical  replacement  of  a non- 
functioning organ  or  tissue  with  a donated  organ 
or  tissue  in  an  effort  to  improve  and  prolong  the 
quality  of  life. 

What  can  a medical  professional  do  to  help 
solve  the  shortage  of  donated  organs  and  tis- 
sues? First  and  foremost,  educate  yourself  on  the 
donation  process.  You  can  thereby  bridge  the  gap 
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between  life  and  death  and  play  a key  role  in  the 
donation  process. 

Who  can  donate?  Everyone  is  a potential  or- 
gan/tissue donor! 

Can  someone  choose  to  donate  if  younger 
than  18  years  of  age?  Yes,  with  the  permission 
of  their  parents  or  legal  guardians.  They  may  serve 
as  witnesses  to  the  signature  on  the  donor  card. 

Can  organs  or  tissues  be  donated  while  a per- 
son is  still  alive?  Yes.  An  individual  may  donate 
one  kidney  and  live  a normal  life  with  the  remain- 
ing healthy  kidney.  In  1997,  living  donors  pro- 
vided kidneys  for  almost  30  percent  of  all  kidney 
transplants.  Under  certain  circumstances,  a por- 
tion of  a liver,  lung,  or  pancreas  may  be  donated  to 
a close  family  member.  Blood,  bone,  and  bone 
marrow  may  also  be  donated.  Donating  a pint  of 
blood  can  help  save  four  individual  lives. 

What  organs  and  tissues  can  be  donated  to 
improve  and  prolong  the  lives  of  others?  Kid- 
neys, heart,  liver,  lungs,  pancreas,  intestine,  and 
stomach  are  all  organs  that  can  be  donated.  Tis- 
sues that  may  be  donated  are  blood,  blood  vessels, 
bone,  bone  marrow,  cartilage,  dura,  eyes  (corneas 
and  sclera),  fascia,  nerves,  and  skin.  One  donor  can 
enhance  the  lives  of  25  or  more  people. 

Why  should  one  consider  becoming  an  organ 
and  tissue  donor?  Transplant  surgery  has  become 
very  successful.  With  the  introduction  of  newer 
immunosuppressant  medications  in  the  1980s,  the 
success  of  transplant  medicine  has  significantly  im- 
proved since  the  1960s  and  1970s.  (See  Table  1). 

How  many  corneal  transplants  are  per- 
formed each  year?  Since  1905,  corneal  trans- 
plants have  been  restoring  sight  to  individuals  who 
otherwise  could  not  see.  In  1998,  48,081  corneal 
transplants  were  performed. 

How  does  someone  become  a donor?  An  in- 
dividual has  to  sign  a donor  card.  It  does  not  have 
to  be  sent  to  any  organization  or  registry.  Most 
states,  including  South  Carolina,  use  the  driver's 
license  to  indicate  someone’s  wish  to  be  a donor. 
It  is  extremely  important  that  individuals  let  their 
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families  know  they  want  to  be  an  organ  and  tissue 
donor.  Family  members  may  serve  as  the  witnesses 
on  the  donor  card.  It  is  far  easier  for  a family  to 
follow  through  with  one’s  wishes  at  the  time  of 
death  if  they  have  been  involved  in  the  decision  to 
donate.  Individuals  should  advise  their  family 
doctor,  religious  leader,  and/or  attorney  that  they 
wish  to  be  a donor.  One’s  attorney  may  also  make 
a living  will  or  an  advanced  directive  to  indicate 
one’s  desire  to  be  a donor. 

How  is  death  determined?  Death  is  medically 
and  legally  determined  in  one  of  two  ways:  1)  car- 
diorespiratory death — the  irreversible  cessation  of 
circulatory  and  respiratory  functions;  or  2)  brain 
death — the  irreversible  cessation  of  all  functions 
of  the  brain,  including  the  brain  stem.  Tissues  may 
be  donated  following  either  cause  of  death.  A per- 
son who  dies  from  cardiorespiratory  failure  can  be 
a tissue  donor  up  to  24  hours  after  death  as  long  as 
the  body  is  kept  cool.  Organs  however,  at  the 
present  time,  can  only  be  donated  when  brain  death 
occurs.  Organs  from  a person  who  is  declared  brain 
dead  can  only  be  donated  if  mechanical  ventila- 
tion maintains  cardiac  and  respiratory  functions. 
This  allows  organs  to  remain  viable  until  they  are 
recovered. 

Each  hospital  has  protocols  for  the  determina- 
tion of  brain  death.  Become  familiar  with  your 
hospital’s  brain  death  criteria. 

What  if  family  members  are  against  dona- 
tion? Individuals  should  explain  their  reasons  for 


choosing  to  become  an  organ  and  tissue  donor  to 
their  families.  The  family  will  have  to  verify  an 
individual’s  wish  to  be  a donor.  Physicians,  spiri- 
tual leaders,  and  attorneys  should  be  advised  of 
one’s  decision.  They  too  can  play  a key  role  in  the 
donation  process  with  the  family. 

What  are  the  major  religions’  teachings  on 
organ  and  tissue  donation?  All  major  religions 
approve  of  organ  and  tissue  donation  as  a chari- 
table act  of  giving.  Most  express  that  it  is  an  indi- 
vidual decision.  If  one  has  any  questions 
concerning  his  or  her  religion’s  teachings  on  or- 
gan and  tissue  donation,  consult  with  a spiritual 
leader. 

Is  there  a national  list  of  individuals  who  wish 
to  become  organ/tissue  donors?  There  is  no  na- 
tional list  of  organ  and  tissue  donors  except  for  the 
National  Bone  Marrow  Registry. 

Can  one  change  his  or  her  mind  about  do- 
nating? If  one  chooses  not  to  donate  after  having 
signed  a donor  card,  simply  TEAR  UP  THE  DO- 
NOR CARD  and  inform  family  members.  If  one 
has  indicated  a desire  to  be  a donor  on  a driver’s 
license,  ask  the  local  office  of  the  Division  of  Mo- 
tor Vehicles  (DMV)  what  steps  need  to  be  taken  to 
cancel  the  decision. 

Does  the  donor’s  family  have  to  pay  for  the 
cost  of  donation?  There  is  no  charge  to  the  fam- 
ily for  donation  of  organs  and  tissues.  Any  costs 
related  to  the  family’s  donation  are  paid  by  the  or- 
gan, tissue,  and/or  eye  bank  and  assumed  by  the 
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recipient.  Hospital  costs  that  have  occurred  prior 
to  the  declaration  of  death,  as  well  as  funeral  costs, 
remain  the  responsibility  of  the  donor’s  family. 

Will  emergency  service  workers,  emergency 
room  doctors,  and  nurses  do  all  they  can  to  save 
a life  after  a serious  accident  or  heart  attack  if 
they  find  a donor  card?  Yes.  EMS  workers, 
emergency  room  doctors,  and  nurses  are  trained  to 
do  everything  in  their  power  to  save  and  prolong  a 
life.  This  is  their  first  and  only  responsibility.  It  is 
both  unethical  and  unlawful  for  the  doctors  who 
care  for  an  individual  in  an  emergency  situation  to 
be  connected  to  or  involved  in  the  organ  and  tissue 
donor  process.  The  organ  and  tissue  procurement 
agencies  and  transplant  teams  will  be  notified  only 
when  all  possible  efforts  to  save  an  individual’s 
life  have  failed. 

Does  organ  and  tissue  donation  leave  the 
body  deformed?  Organ  and  tissue  donation  does 
not  interfere  with  customary  funeral  practices,  in- 
cluding an  open  casket  funeral  service.  The  ap- 
pearance of  the  body  is  usually  not  altered. 
Prosthetic  devices  replace  donated  bone  or  corneas. 
Incisions  to  remove  organs  and  tissues  are  made 
where  clothing  normally  would  cover  the  body. 

Is  it  permissible  to  sell  human  organs?  No. 
The  National  Organ  Transplant  Act  (Public  Law 
98-507)  prohibits  the  sale  of  human  organs.  Viola- 
tors are  subject  to  fines  up  to  $50.000  and  five  years 
in  federal  prison. 

What  are  organ  procurement  organizations 
(OPOs)?  Organ  procurement  organizations 
(OPOs)  are  agencies  that  coordinate  activities  re- 
lating to  organ  donation  in  a designated  service 
area.  Some  of  their  primary  functions  are  to  evalu- 
ate potential  donors,  discuss  donation  with  family 
members,  and  arrange  for  the  recovery  of  donated 
organs.  Organ  procurement  organizations  are  re- 
sponsible for  the  distribution  of  organs  according 
to  national  organ  sharing  policies  established  by 
the  Organ  Procurement  and  Transplantation  Net- 
work (OPTN)  and  have  been  approved  by  the  De- 
partment of  Health  & Human  Services  (DHHS). 
Additionally,  OPOs  provide  information  and  edu- 
cational materials  to  medical  professionals  and  to 
the  general  public  in  an  effort  to  encourage  organ 
and  tissue  donation.  Many  also  provide  support 
services  and  programs  for  donor  families.  South 
Carolina’s  OPO  is  the  South  Carolina  Organ  Pro- 


curement Agency  (SCOPA).  SCOPA,  the  Ameri- 
can Red  Cross  Southeastern  Tissue  Services,  and 
the  South  Carolina  Lions  Eye  Bank  have  formed  a 
single  entity  referred  to  as  the  South  Carolina 
Donor  Referral  Network  (SCDRN)  to  triage  all 
calls  concerning  in-hospital  deaths. 

Questions  pertaining  to  Health  Care  Finance 
Administration  (HCFA): 

1.  What  is  “required  request”  and  “routine  re- 
ferral?” The  federal  government,  by  regulation, 
requires  hospitals  that  participate  in  the  Medicare 
and  Medicaid  programs  to  have  guidelines  to  iden- 
tify potential  organ  and  tissue  donors  and  to  allow 
the  local  OPO  to  offer  the  family  the  choice  of  do- 
nation. Unfortunately,  these  regulations,  referred 
to  as  “required  request  laws,”  have  not  had  a ma- 
jor positive  impact  on  donation  rates. 

More  recently,  DHHS  has  released  the  Condi- 
tions of  Hospital  Participation  in  Medicare/Med- 
icaid Programs.  This  rule,  evolving  from  the 
National  Organ  and  Tissue  Donation  Initiative,  re- 
quires participating  hospitals  to  routinely  refer  ALL 
in-hospital  deaths  and  imminent  brain  deaths  to  the 
SCDRN,  in  order  to  identify  potential  donors. 
Another  provision  in  the  ruling  requires  participat- 
ing hospitals,  in  collaboration  with  the  SCDRN,  to 
ensure  families  of  potential  donors  of  their  option 
to  donate.  This  rule  was  published  in  the  Federal 
Register  on  June  22,  1998  and  became  effective 
August  22,  1998.  The  federal  government  esti- 
mates that  this  regulation,  supported  by  educational 
activities,  will  increase  the  number  of  donors  na- 
tionwide by  20  percent  in  two  years.  These  in- 
creases would  substantially  reduce  the  number  of 
deaths  among  those  waiting  for  organ  transplants. 

This  federal  regulation  supercedes  all  state  leg- 
islation pertaining  to  the  notification  of  the  SCDRN 
on  ALL  deaths  or  imminent  deaths  that  occur  in 
hospitals  participating  in  Medicare/Medicaid  Pro- 
grams. Physicians  and  nurses  must  abide  by  this 
federal  regulation. 

2.  Does  the  hospital  staff  (physicians  and  nurses) 
determine  if  donor  potential  exists  when  a pa- 
tient dies  of  cardiorespiratory  or  brain  death 
or  if  brain  death  is  imminent?  No,  it  is  the  re- 
sponsibility of  the  SCDRN.  They  must  be  noti- 
fied of  ALL  deaths,  regardless  of  cause.  Screening 
for  suitability  is  the  responsibility  of  the  SCDRN. 
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3.  Who  is  responsible  for  initiating  the  request 
for  donation?  Any  health  care  professional  can 
refer  a potential  donor  to  the  SCDRN.  The  person 
initiating  the  request  for  donation  MUST  be  an 
SCDRN  representative  or  a “designated  requestor.” 
In  addition  to  a SCDRN  coordinator,  a designated 
requestor  can  be  a hospital  employee  who  must 
have  completed  a course  offered  by  the  SCDRN 
on  how  to  approach  potential  donor  families  and 
how  to  request  organ,  tissue,  and  eye  donations. 

4.  Who  decides  to  initiate  the  request  for  dona- 
tion to  the  family — the  OPO  or  the  hospital? 
The  regulation  requires  that  the  individual  who  ini- 
tiates the  request  must  be  a representative  of  the 
SCDRN  or  a “ designated  requestor.  ” The  hospi- 
tal may  choose  to  designate  the  SCDRN  represen- 
tative as  the  “designated  requestor”  or  may  choose 
to  have  a hospital  staff  member  trained  in  the  best 
practices  for  obtaining  consent  to  be  “designated 
requestor.”  Any  individual — physician,  nurse,  cler- 
gyman, or  other  member  of  the  hospital  staff — who 
initiates  a discussion  or  request  for  donation  must 
be  trained  in  the  consent  process  for  donation  in  a 
program  approved  by  the  SCDRN.  Ideally,  the 
SCDRN  and  the  hospital  decide  together  how  and 
by  whom  the  family  will  be  approached.  The  high- 
est consent  rates  occur  when  the  SCDRN  repre- 
sentative and  the  designated  requestor  approach  the 
family  together. 

5.  Is  it  permissible  for  physician(s)  or  other 
individual(s)  who  might  be  designated  request- 
ors to  be  exempt  from  the  requirement  for  des- 
ignated requestor  training?  No.  The  regulation 
requires  that  all  designated  requestors  must  attend 
training  that  is  approved  by  the  SCDRN. 

6.  If  the  attending  physician  of  a potential  do- 
nor believes  that  the  family  of  the  donor  is  too 
grief  stricken  to  be  approached  about  donation, 
has  religious  beliefs  that  would  preclude  dona- 
tion, or  would  react  in  a hostile  manner  to  the 
idea  of  donation,  is  it  permissible  for  the  physi- 
cian to  decide  that  the  family  should  not  be  ap- 
proached by  anyone  about  donation?”  No.  The 
preamble  to  the  regulation  states,  “The  hospital 
staff’s  perception  that  a family’s  grief,  race, 
ethnicity,  religion,  or  socioeconomic  background 
would  prove  a barrier  to  donation  should  never  be 
used  as  a reason  not  to  approach  a family.”  HCFA 
cannot  emphasize  strongly  enough  that  "...  all  fami- 


lies of  potential  donors  must  be  advised  about  their 
donation  options.  ” If  the  attending  physician  or 
other  hospital  staff  members  have  concerns  about 
how  the  family  of  a potential  donor  will  react  to 
being  approached  about  a donation,  they  should 
share  their  concerns  with  the  SCDRN  representa- 
tive. The  SCDRN  representative  will  collaborate 
with  them  in  planning  a way  to  ensure  that  family 
members  are  advised  of  their  right  to  donate,  while 
at  the  same  time  respecting  the  family’s  individual 
circumstances  and  beliefs. 

7.  Are  psychiatric  hospitals,  rehabilitation  hos- 
pitals, cancer  centers,  and  small  rural  hospitals 
exempt  from  the  regulation?  No.  The  regula- 
tion applies  to  all  of  these  facilities  because  they 
do  have  some  donation  potential,  and  including 
them  ensures  that  no  potential  donors  are  missed. 
Some  small  rural  hospitals  have  ventilators  and 
may  have  potential  organ  donors.  Facilities  with- 
out ventilators  may  have  tissue  and  eye  donors. 

8.  What  does  “imminent  death”  mean?  The 
federal  government  (HCFA)  did  not  propose  a regu- 
latory definition  of  imminent  death  because  it  is  a 
medical  judgement  that  is  properly  determined  by 
the  hospitals  and  OPOs.  However,  HCFA  expects 
that  a definition  of  “imminent  death”  would  include 
both  a brain  dead  and  a severely  brain  injured  in- 
dividual who  is  on  a respirator. 

9.  What  does  it  mean  for  a hospital  to  notify  the 
SCDRN  about  a death  or  imminent  death  in  a 
“timely  manner?”  Timely  notification  means  that 
a hospital  must  contact  the  SCDRN  by  telephone 
as  soon  as  possible  after  an  individual  has  died, 
has  been  placed  on  a ventilator  due  to  severe  brain 
injury  or  who  has  been  declared  brain  dead  and  is 
on  a respirator.  A hospital  must  notify  the  SCDRN 
while  a brain  dead  patient  or  a severely  brain  in- 
jured ventilator-dependent  individual  is  still  at- 
tached to  the  ventilator  and  as  soon  as  possible  after 
the  death  of  any  other  individual.  Even  if  the  hos- 
pital does  not  consider  an  individual  who  is  not  on 
a ventilator  to  be  a potential  donor,  the  hospital 
must  call  the  SCDRN  as  soon  as  possible  after  the 
death  of  that  individual  has  occurred. 

What  are  the  steps  involved  in  organ  dona- 
tion and  transplantation?  1)  A potential  donor 
who  has  been  diagnosed  as  brain  dead  and  is  on  a 
ventilator  must  be  identified.  2)  The  SCDRN  is 
contacted  to  help  determine  the  health  of  the  or- 
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Organ 

Number  * 

1 Year 
Survival 

% 

Number  ** 

3 Year 
Survival 

% 

5 Year 
Survival 

% 

Number  of 
Transplants 
in  1997 

Cadaveric 

Kidney 

Donor 

12,870 

94.8 

56.844 

88.3 

81.1 

7,759 

Living 

Donor 

Kidney 

6,073 

97.7 

21,603 

94.5 

90.8 

3,669 

Liver 

6,606 

86.9 

23,483 

78.1 

73.2 

4,168 

Pancreas 

198 

95.9 

582 

87.1 

80.7 

207 

Kidney/ 

Pancreas 

1,633 

93.9 

4,833 

86.7 

81.4 

854 

Heart 

4,237 

85.8 

18,362 

76.6 

69.4 

2,292 

Lung 

1,497 

75.8 

4,046 

57.9 

43.7 

928 

Heart-Lung 

98 

77.7 

518 

52.7 

43.7 

62 

* Denotes  the  number  of  transplants  in  1995-96  for  which  a survival  time  could  be 
determined. 

**  Denotes  the  overall  number  of  transplants  from  October  1987  through  December 
1996  for  which  a survival  time  could  be  determined. 

Table  1:  Patient  Survival  Rates  at  One,  Three,  and  Five  Years  (Source:  UNOS,  1998  Annual  Report) 


122 


The  Journal  of  the  South  Carolina  Medical  Association 


TISSUE  DONATION 


gans,  to  obtain  the  family’s  permission  if  a donor 
card  is  not  present,  to  match  the  donor  with  the 
most  appropriate  recipients,  and  to  assist  in  donor 
management  until  the  organs  are  procured.  3) 
Organ(s)  and  tissue(s)  are  surgically  removed  from 
the  donor.  4)  The  donor  organs  and  tissues  are  taken 
to  the  transplant  center(s)  where  the  surgery(ies) 
will  be  performed. 

When  hospital  staff  identifies  a potential  organ 
donor  and  brain  death  is  near  or  present,  the 
SCDRN  MUST  be  contacted.  The  SCDRN  is  con- 
sulted about  donor  acceptability  and  is  asked  to 
counsel  families  to  seek  consent  for  donation.  A 
search  is  made  for  the  most  appropriate  recipient(s) 
using  a computerized  listing  of  transplant  candi- 
dates managed  by  the  United  Network  for  Organ 
Sharing  (UNOS)  which  operates  the  national  Or- 
gan Procurement  and  Transplantation  Network 
(OPTN). 

It  is  becoming  more  common  for  donors  and 
donor  families  to  contribute  multiple  organs  and/ 
or  tissues.  Therefore,  a single  donor  can  help  more 
than  25  recipients.  When  a match  is  found,  the 
SCDRN  will  arrange  for  the  donated  organ(s)  to 
be  surgically  recovered,  maintained,  and  trans- 
ported to  the  appropriate  transplant  center(s).  The 
potential  recipients  are  also  alerted  to  the  avail- 
ability of  an  organ  and  are  asked  to  travel  to  the 
transplant  center  where  he  or  she  is  prepared  for 
surgery.  The  recipient's  diseased  or  failing  organ 
is  removed  and  the  donated  organ  is  implanted.  The 
only  exception  to  this  is  in  a kidney  transplant 
where  the  failed  kidneys  are  usually  left  in  place 
and  the  transplanted  kidney  is  placed  in  the  pelvis. 

How  are  recipients  matched  to  donor  organs? 
A person  waiting  for  a transplant  is  listed  at  the 
transplant  center  where  he/she  plans  to  have  sur- 
gery and  is  placed  on  a national  computerized  wait- 
ing list  of  potential  transplant  patients  in  the  United 
States.  Under  contract  with  HHS.  the  UNOS  main- 
tains the  national  waiting  list.  UNOS  operates  the 
OPTN  and  maintains  a 24-hour  telephone  sendee 
to  aid  in  matching  donor  organs  with  patients  on 
the  national  waiting  list  and  to  coordinate  efforts 
with  transplant  centers. 

When  donor  organs  become  available,  several 
factors  are  taken  into  consideration  in  identifying 
the  best-matched  recipient(s):  medical  compatibil- 
ity of  the  donor  with  potential  recipient(s)  on  such 


characteristics  as  blood  type,  weight,  and  age;  ur- 
gency of  need;  and  length  of  time  on  the  waiting 
list. 

What  is  the  period  of  time  between  the  re- 
covery of  organs  and  tissues  to  transplantation? 

The  following  are  the  approximate  cold  ischemic 
times  (allowable  time  from  procurement  to  trans- 
plant) for  certain  organs  and  tissues:  Heart — four 
hours;  Lung — four  to  six  hours;  Pancreas — twelve 
to  17  hours;  Liver — twelve  hours;  Kidney — 24 
hours;  Corneas — five  to  seven  days;  Bone  Mar- 
row— up  to  three  years;  Bone — five  years  or  more: 
Heart  Valves — ten  years;  Saphenous  Vein — ten 
years. 

W hy  should  minorities  be  particularly  con- 
cerned about  organ  donation?  Minorities  suffer 
end-stage  renal  disease  (ESRD)  at  a greater  fre- 
quency than  Caucasians.  From  1992  to  1995,  Af- 
rican Americans  were  at  least  four  times  more  likely 
than  Caucasians  to  develop  ESRD:  Native-Ameri- 
cans  were  more  than  three  times  as  likely;  and 
Asian- Americans  were  almost  twice  as  likely  to 
suffer  from  the  disease. 

ESRD  is  treatable  with  dialysis;  however,  di- 
alysis is  costly  and  can  result  in  a poor  quality  of 
life  for  the  patient.  The  preferred  treatment  of 
ESRD  is  kidney  transplantation.  Transplantation 
offers  the  patient  freedom  from  dialysis,  the  abil- 
ity to  live  a more  normal  lifestyle  and  can  success- 
fully cure  ESRD  for  many  years. 

As  with  any  transplant  procedure,  it  is  very  im- 
portant to  ensure  a close  match  between  donor’s 
and  recipient's  blood  types  and  genetic  make-up. 
Members  of  specific  racial  and  ethnic  groups  are 
usually  more  genetically  similar  to  members  within 
their  own  group  than  they  are  to  others  (i.e.:  Afri- 
can Americans  are  usually  more  genetically  simi- 
lar to  other  African  Americans  than  they  are  to 
Caucasians).  It  is  important,  therefore,  to  increase 
the  minority  donor  pool  so  those  matches  can  be 
made  as  frequently  as  possible  for  minority  pa- 
tients. 

WTio  pays  for  transplant  surgery?  Private 
health  insurance  companies  pay  for  most  trans- 
plants. Medicare  and  Medicaid  programs  also  pay 
for  certain  transplants  for  those  who  are  eligible. 
Medicare  coverage  is  provided  for  almost  all  kid- 
ney transplants  through  the  End-Stage  Renal  Dis- 
ease Program.  Medicare  can  also  cover  heart,  liver 
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and  pancreas  transplants  if  the  recipient  is  Medi- 
care eligible  and  the  transplant  is  performed  at  a 
Medicare-approved  center.  Only  a small  percent- 
age of  transplant  recipients  are  Medicare  eligible. 
Medicaid  coverage  for  organ  transplants  is  deter- 
mined by  the  individual’s  state  Medicaid  program. 
In  South  Carolina,  the  Medicaid  program  covers 
all  transplants  for  eligible  patients.  For  those  states 
providing  such  coverage,  the  Federal  Government 
will  provide  funds  on  a matching  basis. 

What  are  immunosuppressive  medications? 
Immunosuppressive  medications  prevent  the  body 
from  producing  antibodies  that  normally  fight  off 
foreign  material.  The  production  of  these  antibod- 
ies needs  to  be  suppressed  so  that  the  body  does 
not  reject  the  transplanted  organ. 

Editors  Note:  Under  normal  circumstances,  im- 
munosuppressant medications  will  need  to  be  taken 
by  a transplant  recipient  for  the  rest  of  his/her  life. 
These  medications  are  not  to  be  changed  in  any 
way — dosage  or  types — by  anyone  except  the 
transplant  center  physicians.  Rejection  or,  even 
worse,  death  could  occur  from  the  improper  man- 
agement of  immunosuppressive  medications.  It 
is  crucial  that  both  the  patient  and  the  local  treat- 
ing physician  realize  this. 

Immunosuppressant  medications  do  have  side 
effects.  The  signs  and  symptoms  should  be  treated 


as  they  would  be  in  any  other  patient.  If  concerned 
about  prescribing  medications  for  a transplant  re- 
cipient, contact  the  transplant  center  physicians. 

Transplant  recipients  are  blessed  in  that  they 
have  been  given  a second  chance  at  life.  At  times 
they  do  have  unique  situations  to  deal  with  but,  as 
with  all  patients,  there  are  also  problems  associ- 
ated with  age,  gender,  and/or  occupation  which 
must  be  treated.  DO  NOT  be  afraid  to  treat,  medi- 
cate or  operate  on  transplant  recipients,  but  be 
aware  of  existing  conditions  and  drug  interactions. 
If  in  doubt,  ALWAYS  contact  the  transplant  center 
physicians  for  a consultation.  Also,  please  consider 
becoming  an  organ  and  tissue  donor  and  sign  an 
organ  and  tissue  donor  card.  You  may  download 
one  from  the  Gift  of  Life  Internet  Site  at 
www.giftoflife-sc.org. 
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SOUTH  CAROLINA  AND  HILL-BURTON 


JANE  McCUTCHEN  BROWN* 


For  twenty-eight  years,  from  1946  through  1974, 
the  Hill-Burton  Act  played  a role  in  hospital  growth 
and  health  care  expansion  in  the  United  States, 
including  South  Carolina.  In  1937,  just  over  nine 
million  patients  were  admitted  to  hospitals  in  the 
United  States.  In  1947  this  figure  was  18  million, 
a 100  percent  increase.  According  to  Mr.  George 
Bugbee,  Executive  Director  of  the  American 
Hospital  Association,  “these  facts.  . . dramatically 
illustrate  the  increased  recognition  of  the  place  of 
hospitals  in  the  nations’  health  and  welfare. ”1 
At  the  instigation  of  Mr.  Bugbee,  Senator  Harold 
Burton,  Republican  from  Ohio,  with  the  support 
Senator  Robert  A.  Taft,  the  other  Senator  from  Ohio 
and  a presidential  candidate,  introduced  a hospital 
construction  bill  in  January  of  1945. 2 Senator 
Burton  enlisted  the  support  of  Senator  Lister  Hill, 
Democrat  of  Alabama,  to  assure  bipartisan  support 
in  the  Senate 4 

Under  the  presidency  of  Harry  S.  Truman, 
Congress  enacted  the  Hospital  Survey  and 
Construction  Act  of  1946  ( P.  L.  79-725),  referred 
to  as  the  Hill-Burton  Act.  The  major  objectives 
are  outlined  in  the  preamble  to  the  act: 

“(a)  to  inventory  their  existing  hospitals  ...  To 
survey  the  need  for  construction  of  hospitals  and 
to  develop  programs  for  construction  of  such 
public  and  other  non-profit  hospitals  as  will,  in 
conjunction  with  existing  facilities,  afford  the 
necessary  physical  facilities  for  furnishing 
adequate  hospital,  clinic  and  similar  services  to 
all  their  people;  and 

(b)  to  construct  public  and  other  nonprofit 
hospitals  in  accordance  with  such  programs.”3 
The  Hill-Burton  program  was  not  set  up  as  a 
federally  administered  program  but  rather  as  a 
federal-state  partnership.  The  Hill-Burton  agency 
designated  by  each  state  was  given  an  initial  grant 
to  survey  hospital  needs  and  then  allotted  funds  to 


* Address  correspondence  to  Ms.  Brown,  Curator, 
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Ashley  Ave.,  RO.  Box  250181,  Charleston,  SC 
29425. 


carry  out  its  construction  program  subject  to  federal 
approval  of  the  state  plan.  This  approach  involved 
a number  of  problems,  including  establishment  of 
guidelines  for  the  state  agencies  in  developing  and 
implementing  their  plans  and  determination  of 
methods  for  allocating  Hill-Burton  funds  among 
the  states.4 

Thomas  Parran,  Surgeon  General,  U.S.  Public 
Health  Service,  announced  that  President  Truman 
had  signed  an  appropriations  act  on  July  8 
providing  for  construction  of  225  million  dollars 
worth  of  hospital  and  health  facilities  during  fiscal 
year  of  1948. 5 

In  1946,  prior  to  the  enactment  of  the  Hospital 
Survey  and  Construction  Act,  or  Hill-Burton  Act, 
South  Carolina  had  61  general  hospitals,  having  a 
total  of  4,484  beds.  There  were  13  counties  without 
hospital  facilities.0 

South  Carolina’s  Assistant  State  Health  Officer, 
Dr.  Clarence  Lee  Guyton,  reported  in  1947  that 
priority  would  be  given  to  the  13  counties  without 
hospital  service.  They  were  Chesterfield, 
Clarendon,  Georgetown,  Lee,  Calhoun,  Bamberg, 
Barnwell,  Allendale,  Hampton,  Lexington,  Saluda, 
Edgefield  and  McCormick.2 

Dr.  Ben  F.  Wyman,  Executive  Secretary,  South 
Carolina  State  Board  of  Health,  revealed  “The 
State  Plan”  for  the  construction  of  hospitals  and 
health  centers  in  South  Carolina.  This  document, 
prepared  by  the  S.C.  State  Board  of  Health  in 
consultation  with  the  State  Hospital  Advisory 
Council  (Fig.  1)  and  approved  by  the  Surgeon 
General  of  the  U.S.  Public  Health  Service, 
constituted  the  blueprint  for  hospital  construction 
in  this  state  for  five  years  (1948- 1952). 8 The  plan 
determined  that  10,762  hospital  beds  were  needed 
for  the  South  Carolina  population.9 

The  grant  funds  were  not  to  be  distributed 
equally  among  the  states.  The  allotment  formula 
was  slanted  in  favor  of  the  low-income  states.  Not 
only  were  low-income  states  allotted  more  Hill- 
Burton  funds  per  capita,  but  a higher  proportion  of 
their  project  costs  could  be  financed  by  federal 
funds.10  Federal  funds  were  allocated  at  $1  for 
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each  $2  put  up  by  the  local,  county  or  state 
government  or  private  sponsoring  agency. 
Allocations  were  made  by  the  U.  S.  Agency  on  the 
basis  of  available  sponsoring  funds. 

If  areas  with  highest  priority  did  not  have  funds 
to  pay  two-thirds  the  cost  of  construction,  or  wished 
to  postpone  building  during  the  first  years  of  the 
five  year  program,  they  could  do  this  without  losing 
their  priority.  The  state  agency  then  proceeded  to 
areas  of  lower  priority  who  had  the  necessary  funds 
and  wished  to  build.  The  number  of  projects 
included  in  each  year’s  schedule  would  depend  on 
the  number  of  facilities  that  could  be  constructed 
with  the  amount  of  federal  funds  available  for  that 
period.  At  the  beginning  of  each  fiscal  year,  July 
1,  the  areas  having  highest  priorities  would  be  given 
another  opportunity  to  apply  for  funds.  This  was 
in  keeping  with  the  requirements  of  the  Federal 
Act  which  provided  that  special  consideration  be 


given  to  hospitals  and  health  centers  serving  rural 
communities  and  areas  with  relatively  small 
financial  resources. 

The  priority  to  rural  areas,  where  the  shortage 
of  beds  was  greatest,  was  given  on  the  theory  that 
if  they  had  hospital  facilities,  they  would  be  more 
likely  to  attract  physicians.  Implicit  in  the 
legislation  was  for  the  state  agencies  to  give  priority 
to  areas  with  relatively  low  financial  resources. 

The  rural  preference  came  under  increasing 
attack  by  urban  hospitals  and  by  organized  health 
groups.  In  1970  amendments  gave  priorities  in 
hospital  constmction  to  poorer  areas  and,  at  the  option 
of  the  state,  to  rural  communities.  Densely  populated 
areas  and  those  designated  by  the  secretary  as  poverty 
areas  were  to  benefit  first  from  funds  for  other  kinds 
of  construction  or  facilities  such  as  modernization  of 
short-term  hospitals,  long-term  facilities,  and 
diagnostic  or  ambulatory  care  facilities,  li 


Members  of  South  Carolina  Hospital  Advisory  Council 


Z Members  of  the  South  Carolina  Hospital  Advisory  council  appointed  by  Governor  J.  Strom  Thur- 
mond to  work  with  the  state  board  of  health’s  hospital  division  in  making  plans  and  allocating  funds 
under  the  federal  Hill-Burton  law  providing  for  the  construction  of  hospitals  and  health  centers,  are 
shown  above.  In  the  picture  are  18  members  of  the  25-man  council  who  attended  the  organization 
meeting  in  Columbia  Thursday,  October  2.  Left  to  right,  front  row,  W.  A.  Livingston,.  textile  me- 
chanic, of  Union;  Dr.  Frank  Cain,  physician,  of  Charleston;  James  M.  Daniel,  superintendent  of  Co- 
lumbia hospital;  George  Holman,  superintendent  of  Tri-County  hospital  in  Orangeburg;  Mrs.  Mar- 
vgaret  P.  Gerald,  director  of  nursing  education,  Tuomey  hospital  in  Sumter;  Henry  G.  Carrison,  bank- 
.er  of  Camden,  and  J.  B.  Norman,  superintendent  of  Greenville  General  hospital,  who  was  elected 
: chairman  of  the  council.  Second  row:  Dr.  W.  L.  Califf,  druggist,  of  North  Charleston  Dr.  M.  R. 
j Mobley,  physician,  of  Florence;  Harold  Woodward,  architect,  of  Spartanburg;  Heyward  Singley,  ar- 
chitect of  Columbia;  H.  L.  Phillips,  newspaper  editor,  of  Ware  Shoals;  George  W.  Plyler,  oil  distribu- 
I tor,  of  Lancaster,  and  Henry  D.  Salter,  insurance  agent,  of  Walterboro.  Third  row:  F.  Oliver  Bates, 
i superintendent  of  Roper  hospital  in  Charleston;  W.  O.  Jones,  electric  appliance  dealer,  of  Aiken; 
Dr.  Guy  M.  Meares,  dentist,  of  Columbia,  and  W.  N.  Walters,  superintendent  of  Anderson  County 
hospital.  Seven  members  of  the  council  not  shown  in  the  picture  are  Dr.  Roderick -H — MacDonald, 

1 physician,  of  Rock  Hill:  Dr.  L.  Emmett  Madden.  physician,  of  Columbia;  Dr.  Jack-D.  .Earker.  physi- 
cian, of  Greenville;  MrsT Hettie  Hough  Rickett,  consultant  nurse,  South  Carolina  state  board  of 
health;  David  S.  Epps,,  merchant,  of  Kingstreet;  D.  .K.  McColl,  farmer  and  cotton  broker,  of  Ben- 
nettsville,  and  B.  Cromer  Boland,  banker,  of  Springfield.  6 


Figure  1.  The  South  Carolina  Hospital  Advisory  Council  as  pictured  in  The  State,  October  6, 1947. 
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Toble  A.  TOTAL  PROJECTS  APPROVED,  by  Star*  T0ble  A.  TOTAL  PROJECTS  APPROVED,  by  State 

July  1,  1947  - June  30,  1969  July  )947  . June  30j  |969  (Continued) 


Number 

Facilities  Provided 

Cost  (000' s) 

Number 

Facilities  Provided 

Cost  (000's) 

of 

Inpatient 

Outpotient 

Federal 

of 

Inpatient 

Outpotient 

Federal 

Stote 

Projects 

Beds 

Facilities  ]/ 

Total 

Share 

State 

Projects 

Beds 

Facilities  ]/ 

Total 

Share 

United  States 

and  Territories 

10,171 

442,965 

2,888 

Jl  1,294, 123 

53,408,845 

New  Jersey 

191 

12,334 

65 

323,834 

65, 771 

New  Mexico 

119 

3,213 

36 

64,646 

23,748 

Alabama 

320 

11,097 

102 

220,619 

104,463 

New  York 

347 

22, 379 

37 

731,243 

162,738 

Alaska 

25 

557 

5 

25,822 

7,484 

North  Corolino 

459 

16,005 

130 

344,087 

142,567 

Arizona 

108 

3,601 

25 

79,559 

28,609 

73 

2, 498 

7 

50,462 

18, 196 

Arkansas 

208 

7,581 

35 

153,147 

66,768 

Californio 

409 

20,895 

139 

648,366 

157,824 

Ohio 

399 

22,968 

lie 

636,485 

143,695 

Oklahomo 

292 

9, 338 

75 

160,199 

59, 594 

Colorado 

115 

4,515 

39 

106,627 

32,873 

Oregon 

140 

5,743 

21 

132,672 

31,503 

Connecticut 

157 

5,371 

42 

234,308 

24,955 

Pennsylvonio 

346 

21,771 

53 

658,849 

184,718 

Delaware 

39 

1,780 

16 

31,478 

8,776 

67 

1,886 

21 

96,613 

15,973 

D 1st • of  Col . 

40 

727 

16 

28,675 

9, 141 

Florida 

329 

13,703 

137 

296,914 

98,807 

South  Corolino 

289 

8,  256 

139 

173,227 

80,733 

South  Dakota 

92 

2, 541 

5 

44,493 

18,907 

Georgio 

442 

13,724 

194 

305,825 

118,225 

Tennessee 

309 

11,990 

116 

246,777 

102, 489 

Hawaii 

54 

1,750 

19 

44,891 

14, 165 

Texas 

486 

29,713 

101 

627,688 

213,591 

Idaho 

82 

2,423 

20 

52,346 

17,405 

71 

2,453 

12 

62,434 

21,828 

II  Mnois 

280 

18,625 

58 

563,194 

108,710 

Indiono 

207 

10,918 

46 

317,915 

82,950 

Vermont 

51 

1,571 

16 

39,283 

12,  156 

Virginia 

221 

9,707 

90 

245,749 

98, 794 

Iowa 

184 

9,532 

14 

218,052 

59,612 

Washington 

133 

4,800 

40 

164,703 

46, 034 

Kansas 

129 

5,722 

14 

136,842 

44,675 

113 

4,951 

29 

131,457 

53,415 

Kentucky 

288 

9,706 

110 

216,471 

90,624 

171 

7,523 

19 

229,058 

70,500 

Louisiana 

268 

11,145 

105 

230,324 

90,711 

56 

1,370 

n 

25,396 

9,  153 

Maine 

88 

2,697 

20 

68,355 

23,805 

10 

36 

8 

1,571 

1,047 

Maryland 

162 

9,077 

57 

272,408 

47,689 

102 

8,248 

57 

185,852 

102,023 

Massachusetts 

296 

13,274 

75 

408,408 

69,779 

9 

70 

5 

1,961 

1,  126 

Michigan 

297 

15,616 

68 

414,806 

114,563 

207 

9,830 

31 

229,984 

71,081 

Mississippi 

336 

8,307 

181 

143,527 

83,537 

1/  Includes  diagnostic  or 

treatment  centers. 

rehabilitation  facilities. 

and  public 

health  centers. 

Missouri 

210 

9,907 

42 

241,867 

80,598 

Montana 

89 

2,454 

6 

44,066 

15,656 

Nebraiko 

128 

3,898 

19 

104,382 

30,636 

Nevoda 

44 

1,057 

9 

22,416 

8,931 

Ntw  Hampshire 

84 

2,112 

33 

53,790 

15,494 

Figure  2.  Total  projects  and  funding  for  all  states  as  reported  in  Hill  Burton  Program  Progress  Report,  July  1, 
1947-June  30,  1969. 


The  original  act  that  was  passed  under  the 
Truman  administration  was  amended  several  times. 
In  1954,  during  Dwight  Eisenhower’s  presidency, 
the  act  was  amended  to  provide  the  states  with 
grants  to  assist  specifically  in  the  construction  of 
diagnostic  and  treatment  centers  (outpatient 
facilities),  hospitals  for  the  chronically  ill  (and, 
later,  long-term  care  facilities),  and  rehabilitation 
centers.  In  1961,  during  the  Kennedy 
administration,  The  Community  Health  Services 
and  Facilities  Act  increased  the  annual 
appropriation  authorization  for  nursing  homes  from 
$10  million  to  $20  million  and  liberalized  the 
definition  of  rehabilitation  facilities.  Under  Lyndon 
Johnson,  in  1964,  the  act  was  amended  to  provide 
funds  specifically  for  the  modernization  of 
facilities.12  Also  under  President  Johnson  “The 
Hospital  and  Medical  Facilities  Amendments,” 
(Hill-Harris)  (P.L.  88-443)  extended  and  revised 
the  Hill-Burton  program  to  keep  pace  with 
changing  concepts  of  health  facility  need, 
construction,  and  operation.  While  modernization 
had  always  been  possible  under  Hill-Burton,  and 


more  than  half  of  all  projects  funded  prior  to  fiscal 
1966  had  involved  additions  or  alterations  to 
existing  facilities,  the  significance  of  this  new 
provision  lay  in  the  fact  that,  for  the  first  time,  funds 
were  set  aside,  exclusively  for  modernization 
purposes.”12 

In  1970,  under  President  Richard  Nixon,  the 
grant  programs  were  supplemented  by  a loan 
guarantee  program,  under  which,  in  lieu  of  a 
construction  grant,  the  federal  government  paid  a 
portion  of  the  interest  cost  and  acted  as  co-signer 
of  loans  to  selected  hospitals,  guaranteeing  the 
payment  of  principal  and  interest.14 

Of  all  the  Hill-Burton  funds,  the  largest  portion 
was  designated  for  the  construction  (and,  later, 
modernization)  of  facilities.  Initial  proposals  for 
determining  each  state’s  allotment  reflected 
concern  that  the  states  with  the  lowest  per  capita 
income  had  the  fewest  beds  per  capita  and.  by 
inference,  the  greatest  need.  The  ultimate  allotment 
formula  depended  on  the  state’s  relative  population 
and  its  per  capita  income.  The  latter  entered  the 
formula  twice,  first  as  a measure  of  the  state’s  need 
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and  second  as  a measure  of  its  fiscal  capacity.13 
Between  1948  and  1971  substantial  shifts  occurred 
among  the  states  both  in  relative  per  capita  income 
and  in  relative  population.  16 

For  fiscal  1973,  grants  were  made  for 
construction  as  follows:  $85  million  for  long-term 
care  facilities;  $70  million  for  outpatient  facilities; 
$15  million  for  rehabilitation  facilities;  and  $157 
million  for  short-term  hospitals  and  public  health 
centers;  $90  million  specifically  for  the 
modernization  of  existing  facilities.17 

By  June  30,  1971,  10,748  projects  had  been 
approved.  The  total  cost  was  $12.8  billion  of  which 
$3.7  billion  was  provided  by  the  federal 
government.  18 

The  Hill-Burton  State  Plans,  revised  annually 
and  submitted  to  the  Surgeon  General  of  the  Public 
Health  Service  for  final  approval,  were  developed 
by  the  various  state  agencies  responsible  for 
administering  the  program.  In  South  Carolina,  this 
agency  was  the  State  Board  of  Health,  with  the 
consultation  and  input  from  the  South  Carolina 
Hospital  Advisory  Council.  These  plans  presented 
a coordinated  and  comprehensive  program  for 
hospital  and  related  health  facility  construction,  and 
served  as  the  basis  for  allocation  of  funds  for  health 
facility  construction  and  modernization.1 9 

Each  state  plan  included  an  inventory  of  all  non- 
federal  inpatient  and  outpatient  facilities  exclusive 
of  mental  facilities,  institutions  furnishing 
domiciliary  care,  and  institutions  not  providing  a 
community  service.  Inpatient  facilities  were 
reported  according  to  the  following  categories  of 
services  provided:  general,  long-term  care  (chronic 
disease  and  skilled  nursing  home  beds),  and 
tuberculosis.  Facilities  for  outpatient  care  included 
public  health  centers,  diagnostic  or  treatment 
centers,  and  rehabilitation  facilities. 

Prior  to  1966,  the  Hill-Burton  State  Plan  also 
included  an  inventory  of  mental  hospitals. 
However,  since  the  enactment  of  the  Community 
Mental  Health  Centers  Act  (P.L.  89-105), 
inventories  of  mental  hospitals  were  included  in 
the  state  plans  developed  under  the  Community 
Mental  Health  Centers  program. 20 

President  Nixon  recommended  that  no  funds  be 
appropriated  for  construction  and  modernization 
grants  for  fiscal  year  1973  and  stated  that  the  Hill- 
Burton  program  had  outlived  its  usefulness.  For 


fiscal  year  1974,  he  recommended  that  the  federal 
agency  be  disbanded,  and  its  remaining  functions 
handed  over  to  other  agencies21  such  as  the  Health 
Resources  Development  Program,  the  Regional 
Medical  Program,  the  Comprehensive  Health 
Planning  Program,  and  the  Governor’s  Health 
Policy  and  Planning  Council. 22  These  were  to  be 
the  new  directions  in  health  care. 

For  South  Carolina,  the  total  number  of  projects 
approved  for  the  period  July  1, 1947 -June  30, 1969, 
(last  figures  found)  were  289.  These  289  projects 
provided  8,256  inpatient  beds  and  139  outpatient 
facilities,  including  diagnostic  or  treatment  centers, 
rehabilitation  facilities,  and  public  health  centers. 
The  total  expenditure  in  dollars  was  $173,227,000 
of  which  $80,733,000  were  federal  dollars.  Figure 
2 shows  a comparison  of  project  and  financial 
distribution  for  all  of  the  states.23 

South  Carolina  received  funding  for  90  projects 
for  general  hospitals,  which  included  130  public 
health  centers  built  in  conjunction  with  general 
hospitals  and  not  reported  as  separate  projects, 
providing  5,000  beds  for  a total  cost  of 
$ 1 14,328,000  with  a federal  share  of  $50,236,000. 
South  Carolina  benefited  from  37  long-term  care 
facility  projects  providing  1,674  beds  with  a total 
cost  of  $21,185,000  of  which  $11,899,000  was 
from  federal  funds.  Monies  were  first  specifically 
authorized  for  the  construction  of  nursing  homes 
for  the  fiscal  year  1955  by  the  1954  amendments 
to  the  Hill-Burton  legislation.  South  Carolina 
received  funding  for  nine  projects  involving  596 
beds  for  a total  sum  of  $2,400,000  with  $1,149,000 
from  federal  funds. 

Chesterfield,  Clarendon,  Georgetown,  Bamberg, 
Barnwell,  Allendale,  Hampton,  Lexington,  and 
Edgefield  counties  have  hospitals  today  at  least  in 
part  because  of  the  Hill-Burton  Act.  The  Hill- 
Burton  Act  of  1946  not  only  still  plays  a major  role 
in  health  care  in  South  Carolina  through  these  nine 
hospitals,  but  also  through  the  many  other  health 
facilities  which  benefitted  from  the  funds  provided 
from  1947  through  1974  under  this  program. 
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Y2K.2.  FROM  RONDELLES  TO  ROBOTS 

Somewhere  between  1910  and  1912  in  this  country,  a random  patient,  with  a random  disease,  con- 
sulting a doctor  chosen  at  random  had,  for  the  first  time  in  the  history  of  mankind,  a better  than  fifty- 
fifty  chance  of  profiting  from  the  encounter. 

— Lawrence  J.  Henderson 

The  revolution  in  academic  medicine  . . . occurred  about  1968,  when  the  intellectual  approach  to 
diagnosis  and  its  attendant  techniques  of  clinical  examination  fell  into  disrespect,  superseded  by  an 
inappropriately  exclusive  reliance  on  dogma  and  modern  technological  devices. 

— Joseph  D.  Sapira 


Surely  this  is  the  finest  time  in  the  checkered 
history  of  Homo  sapiens  sapiens  to  be  alive!  Those 
nostalgic  for  any  previous  era — say,  Athens  dur- 
ing the  age  of  Pericles  or  Italy  during  Renais- 
sance— should  consider  a world  without  aseptic 
surgery,  anesthesia,  and  antibiotics!  And  such  is 
now  the  pace  of  medical  progress  that  tomorrow’s 
innovations  exceed  today’s  wildest  fantasies! 

Anthropologists  tell  us  that  the  earliest  sign  of 
civilization  consists  of  a healed  femur.  The  fossil- 
ized bone  tells  us  that  someone  cared  about  some- 
one else  sufficiently  to  nurse  him  or  her  through 
the  disability.  Still,  medical  progress  through  the 
first  umpteen-thousand  years  of  Homo  sapiens 
sapiens ’s  journey  on  this  planet  was  painfully  slow. 
We  learned  gradually  how  to  use  an  antler,  a jagged 
rock,  or — later — a sharpened  piece  of  flint  to  drain 
an  abscess.  We  learned  what  leaves  and  roots  might 
help  this  or  that  symptom,  or  at  least  not  poison  us. 
We  excised  bits  of  skull  “to  let  the  spirits  out”  for 
epilepsy  and  other  disorders,  saving  the  surgical 
specimens  ( rondelles , we  now  call  them)  for  amu- 
lets. We  looked  to  the  heavens  to  explain  disease: 
why,  where,  how,  and  to  whom. 

Then  the  Sumerians  invented  writing  and  we  be- 
gan to  document  our  theories  and  observations.  The 
Egyptians,  it  seems,  had  a specialist  or  subspecialist 
for  just  about  every  disease.  The  early  Babylonians 
took  a different  approach;  Herodotus  wrote  that 
“they  bring  out  their  sick  to  the  market  place,  for 


they  have  no  physicians;  then  those  who  pass  by 
the  sick  person  confer  with  him  about  the  disease  . 
. . and  advise  him  to  have  recourse  to  the  same 
treatment  as  that  by  which  they  escaped  a similar 
disease,  or  they  have  known  to  cure  others.”  We 
credit  the  Greeks  and  more  specifically  Hippocrates 
for  separating  medicine  from  religion,  magic,  and 
superstition.  But  Hippocrates  comes  to  us  as  a shad- 
owy figure  and  Greek  medicine  was  far  from  ho- 
mogeneous— indeed,  there  were  many  competing 
schools  and  philosophies.  Medicine  in  antiquity  had 
little  to  boast  about. 

During  the  first  1500  years  B.C.E.,  things  got 
little  better.  Byzantine  physicians  preserved  some 
of  the  old  Greek  texts.  Early  Christians  promoted 
Hippocratic  medicine  since  it  made  no  competing 
metaphysical  claims.  Islamic  physicians,  borrow- 
ing their  medical  knowledge  at  first  from  the  per- 
secuted Christians,  kept  the  Greek  tradition  going 
and  toward  the  end  of  first  millennium  reached  a 
measure  of  greatness  in  the  personage  of  Rhazes 
(860  to  932).  The  torch  passed  to  Avicenna  in  Per- 
sia, to  Averroes  in  Spain,  and  then  to  the  great  Rabbi 
Moses  ben  Maimon,  commonly  known  to  us  as 
Moses  Maimonides.  Maimonides  preached  a gos- 
pel of  cleanliness,  and  from  the  Black  Death  of  the 
fourteenth  century  emerged  a nascent  philosophy 
of  public  health.  Meanwhile,  medieval  monks  pre- 
served the  old  manuscripts  as  physicians  clung  to 
the  doctrines  of  Galen — probably  better  than  none 
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at  all,  but  not  by  much. 

Only  within  the  past  500  years  would  “the  ran- 
dom patient  with  a random  disease”  encounter  a 
semblance  of  what  we  now  call  scientific  medi- 
cine. Andreas  Vesalius  corrected  many  of  our  no- 
tions about  anatomy.  Ambrose  Pare  taught  us  some- 
thing about  wound  care.  William  Harvey  reintro- 
duced the  idea  of  experimentation  and,  despite 
fierce  opposition,  overthrew  our  slavish  adherence 
to  Galen’s  viewpoints.  Antonj  van  Leeuwenhoek 
introduced  us  to  microscopy,  Marcello  Malpighi 
to  histology,  Franciscus  Sylvius  to  biochemistry, 
Thomas  Sydenham  to  the  comprehensive  evalua- 
tion of  the  patient.  The  eighteenth  century  allowed 
us  to  understand  the  importance  of  oxygen  (Joseph 
Priestly),  of  pathology  (Giovanni  Battista 
Morgagni),  and  of  rational  surgery  (John  Hunter). 
The  nineteenth  century  brought  real  progress.  Long 
and  Morton  discovered  anesthesia.  Pasteur,  Koch, 
and  others  validated  the  germ  theory.  Cities  became 
sanitary.  Still,  there  were  few  specific  therapies. 

In  the  summer  of  1 897,  a Baptist  minister  named 
Frederick  Taylor  Gates  read  William  Osier’s  Prin- 
ciples and  Practice  of  Medicine  while  on  summer 
vacation  in  the  Catskill  Mountains.  Gates  realized 
that  we  knew  a great  deal  about  disease  in  its  de- 
scriptive aspects  but  little  about  how  to  treat  it. 
Gates  happened  to  be  John  D.  Rockefeller’s  trusted 
advisor  on  philanthropy.  He  prevailed  on  his  em- 
ployer to  endow  first  a research  institute  (now 
Rockefeller  University)  and  then  full-time  clinical 
professorships  at  medical  schools  in  the  United 
States  and  Canada.  Medicine  in  the  large  cities  of 
North  America  was  soon  no  longer  inferior  to  what 
could  be  had  in  London  or  Edinburgh,  Paris  or 
Berlin.  We  discovered  vitamins,  insulin,  and  anti- 
biotics. Surgeons  explored  every  nook  and  cranny 
of  the  body  to  the  point  that  one  could  say,  “If  they 
can  operate,  you’re  lucky.”  Today  most  patients — 
at  least  those  with  a real  organic  basis  for  their 
symptoms — can  indeed  see  their  physician’s  con- 
fidence that  the  odds  strongly  favor  their  profiting 
from  the  encounter. 

Yet  we  have  just  begun. 

The  revolution  in  genetics  will  enable  us  with  a 


single  small  blood  sample  to  know  all  of  the  dis- 
eases to  which  a person  is  predisposed. 

The  revolution  in  medical  imaging  will  enable 
us  with  a quick  pass  through  a machine  to  have  a 
three-dimensional  portrait  of  our  bodies,  down  to 
the  nearest  millimeter  and  complete  with  physiol- 
ogy* 

The  revolution  in  minimally-invasive  surgery 
will  enable  us  to  correct  most  lesions  without  a 
skin  incision,  fulfilling  Francis  D.  Moore’s  proph- 
esy that  someday,  somewhere,  there  will  be  a chief 
of  surgery  who  has  no  hands. 

The  revolution  in  transplantation  and  implanta- 
tion will  enable  us  to  enjoy  longevity  rivaled  in 
our  collective  memory  only  by  some  of  the  lumi- 
naries of  the  Hebrew  Bible.  And,  unlike 
Methuselah,  we’ll  still  be  sexually  active! 

The  revolution  in  informatics  will  enable  us  to 
know,  instantaneously,  the  latest  ways  to  diagnose 
and  treat  whatever  ails  us,  making  this  informa- 
tion automatically  available  to  physicians  and  pa- 
tients alike. 

Will  we  also  have  “medicine  by  machine?” 

Recently,  my  auto  mechanic  told  me  about  his 
trip  to  Sweden  to  see  how  the  darned  things  are 
made.  He  followed  a car  all  the  way  from  a sheet 
of  steel  to  the  finished  product.  What  amazed  him 
most  was  that  everything  was  done  by  robots  until 
the  very  last  stage.  Just  as  the  car  was  about  to 
come  off  the  assembly  line,  a horde  of  people 
jumped  out  to  finish  the  final  details.  Is  this  a har- 
binger of  the  medicine  of  the  future?  We  can  envi- 
sion a single  blood  sample  will  be  obtained  (and 
perhaps  without  phlebotomy!)  and,  while  the  blood 
is  being  phenotyped,  genotyped,  and  screened  for 
every  known  cause  of  disease,  the  patient  will 
quickly  pass  through  an  imaging  device  (and  per- 
haps without  radiation  exposure!).  Then  out  will 
jump  an  array  of  nurses,  pharmacists,  social  work- 
ers, administrators,  counselors,  ethicists,  and  tech- 
nicians to  finish  the  job  and  you’ll  be  on  your  way. 

Wait,  what  about  physicians? 

Stay  tuned! 

— CSB 
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APRIL 


Thursday  - Saturday  April  6-8,  2000 

Charleston,  SC:  Charleston  Place  Hotel 

Symposium  on  Congenital  Heart  Disease 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  program  will  feature 
established  and  evolving  concepts  in  the  diagnosis 
and  management  of  congenital  heart  disease  in  the 
fetus,  neonate,  and  child,  with  particular  emphasis 
on  how  the  state-of-the-art  surgical  and  catheter 
interventions  in  combination  with  novel  intensive 
care  strategies  can  be  used  to  improve  patient 
outcome. 

TARGET  AUDIENCE:  Pediatric  cardiologists  and 
pediatric  cardiac  surgeons 
FACULTY:  Guest  and  MUSC  faculty 
TUITION:  $545 

CONTACT:  Mary  DuBois;  (803)  792-3505 
CREDITS:  14.5  hours,  AMA  Category  1 

Thursday  - Saturday  April  6-8,  2000 

Savannah,  GA:  Hyatt  Regency  Savannah 

Heart  and  Brain  Attack  2000 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Cardiology,  family 
practice,  emergency  medicine,  geriatrics,  internal 
medicine,  neurology,  psychiatry,  and  psychology. 
CONTACT:  Division  of  Continuing  Education; 
(706)  721-3967  or  (800)  221-6437 


Monday  - Tuesday  April  24-25,  2000 

Charleston,  SC:  Charleston  Place  Hotel 

Issues  in  Women ’s  Health 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  conference  will  provide  an 
update  for  the  primary  care  practitioner  in  a 
variety  of  areas  in  women’s  health  to  include 
cardiovascular  disease,  depression,  breast  cancer 
screening  and  treatment,  sleep  disorders,  domestic 
violence  and  substance  use  disorders. 

TARGET  AUDIENCE:  Family  physicians, 
internists,  obstetricians  and  gynecologists. 
FACULTY:  Guest  and  MUSC  faculty 
TUITION:  $545 

CONTACT:  Odessa  Ussery;  (843)  876-1925 
CREDITS:  1 1 hours,  AMA  Category  1 

Thursday  - Sunday  April  27-30,  2000 

Charleston,  SC:  Charleston  Place  Hotel 

South  Carolina  Medical  Association  152nd  Annual 
Meeting  and  Scientific  Assembly 
SPONSOR:  South  Carolina  Medical  Association 
CONTACT:  Melissa  Hamby;  ext.  253,  (803)  798- 
6207  or  (800)  327-1021 
CREDITS:  12.75  hours,  AMA  Category  1 

Friday  - Sunday  April  27-30,  2000 

Charleston,  SC:  Mills  House  Hotel 

Postgraduate  Course  in  Surgery 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  will  provide 
practicing  general  surgeons  with  an  update  on 


clinical  problems  seen  in  daily  practice  and  as  a 
focus  of  review  for  the  American  Board  of 
Surgery  Recertification  Examination. 

TARGET  AUDIENCE:  General  surgeons 
FACULTY:  Guest  and  MUSC  faculty 
TUITION:  $500 

CONTACT:  Betsy  Grund;  (843)  792-5051 
CREDITS:  21  hours,  AMA  1 

Friday  April  28,  2000 

Columbia,  SC:  Embassy  Suites  Hotel 

5th  Annual  Spring  Breast  Symposium 
SPONSOR:  USC  School  of  Medicine  - Palmetto 
Richland  Memorial  Hospital  CME  Organization 
DESCRIPTION:  Update  on  issues  in  breast  disease. 
TARGET  AUDIENCE:  Primary  care,  radiologists, 
surgeons,  oncologists,  pathologists 
FACULTY:  Laszlo  Tabar,  MD 
TUITION:  $150 

CONTACT:  Steven  Hasterok;  (803)  434-4211 
CREDITS:  6 hours,  AMA  Category  1 

Saturday  - Sunday  April  29-30,  2000 

Augusta,  GA:  Radisson  Riverfront  Hotel 

Pathology  Symposium 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Pathology,  pediatrics 
CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  10  hours,  AMA  Category  1 

MAY 


Saturday  May  6,  2000 

Charleston,  SC:  Charleston  Harbor  Hilton  Hotel 

Nuclear  Cardiology:  Moving  into  the  Millennium 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  To  update  the  cardiologist, 
radiologist,  and  family  practice  physician  on  uses 
of  non-invasive  nuclear  stress  testing. 

TARGET  AUDIENCE:  Cardiologists,  radiologists, 
and  family  physicians 

CONTACT:  Clydie  de  Brux;  (843)  792-4267 

Monday  - Wednesday  May  15-17,  2000 

Hilton  Head,  SC:  Crowne  Plaza  Resort 

SE  Regional  Conference  on  Child  Fatalities 
SPONSOR:  Medical  University  of  South  Carolina 


DESCRIPTION:  Participants  will  gain  an 
understanding  of  the  causes  of  accidental  and 
abuse-related  injuries  and  deaths,  medical 
evidence  and  techniques,  child  death  review 
protocols  and  procedures,  crime  scene 
investigation  tools  and  effective  prosecution 
strategies. 

TARGET  AUDIENCE:  Pediatricians,  emergency 
medicine  physicians,  and  forensic  pathologists 
FACULTY : State  and  regional  faculty 
TUITION:  $125 

CONTACT:  Doris  Clevenger;  (803)  796-3080 
CREDITS:  17  hours,  AMA  Category  1 

Thursday  - Saturday  May  25-27,  2000 

Charleston,  SC:  Sheraton  Charleston  Hotel 

New  Drug  Update 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  An  update  on  new  drugs  for  the 
primary  care  physician. 

TARGET  AUDIENCE:  Family  physicians 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Ginny  Fields;  (843)  818-2955 

Friday  - Sunday  May  26-28,  2000 

Isle  of  Palms,  SC:  Wild  Dunes  Resort 

Advanced  Endoscopy  Update 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  To  provide  the  latest  information 
on  advanced  GI  endoscopy  techniques  and 
applications,  utilizing  experts  from  the  USA  and 
overseas,  in  an  informal  atmosphere  conducive  to 
discussion. 

TARGET  AUDIENCE:  Gastroenterologists 
FACULTY:  Guest  and  MUSC  faculty 
TUITION:  $295 

CONTACT:  Rita  Oden;  (843)  792-6865 
CREDITS:  10  hours,  AMA  Category  1 

Friday  - Monday  May  26-29,  2000 

Charleston,  SC:  Westin  Francis  Marion  Hotel 

Medicine  in  the  Vocal  Arts 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  To  update  the  otolaryngologist  on 
the  understanding,  diagnosis,  and  treatment  of 
voice  disorders. 

TARGET  AUDIENCE:  Otolaryngologists 
FACULTY;  Guest  and  MUSC  faculty 
CONTACT:  Lucinda  Halstead,  MD;  (843)  792- 
7162 


Friday  - Saturday  May  26-27,  2000 

Anderson,  SC:  Anderson  Area  Medical  Center 

Freedom  Weekend  Aloft  CME  Symposium 
SPONSOR:  AnMed  Health 
DESCRIPTION:  Provide  practical  update  on 
medical  problems  commonly  seen  by  primary 
care  physicians. 

TARGET  AUDIENCE:  Primary  care  physicians 
FACULTY:  Regional  and  national  experts 
TUITION:  $25  AnMed  physician,  alumni  of 
AnMed  Family  Practice  residency  program,  $75 
Non- AnMed  physicians 

CONTACT:  Stoney  Abercrombie,  MD;  (864)  261- 
1916 

CREDITS:  11  hours,  AMA  Category  1 

Wednesday  - Saturday  May  31-June  3,  2000 
Charleston,  SC:  Charleston  Place  Hotel 

24th  Cardiology  Update  for  the  Primary  Physician 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  To  update  the  primary  care 
physician  on  the  most  recent  advances  in 
cardiovascular  disease. 

TARGET  AUDIENCE:  Internists  and  family 
physicians 

FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Odessa  Ussery;  (843)  876-1925 


■ 

JUNE 


Thursday  - Saturday  June  1-3,  2000 

Charleston,  SC:  Medical  University  of  South 
Carolina  Campus 

Update  in  Psychiatry 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  To  provide  an  update  for  the 


psychiatrist. 

TARGET  AUDIENCE:  Psychiatrists 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Carol  Hanback;  (843)  792-0023 


Monday  - Saturday  June  12-17,  2000 

Kiawah  Island,  SC 

Intensive  Review  of  Family  Medicine 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  A general  review  of  family 
medicine. 

TARGET  AUDIENCE:  Family  physicians 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Ginny  Fields;  (843)  818-2955 

II 


Friday  - Saturday  June  16-17,  2000 

Greenwood,  SC:  AHEC  Auditorium 

Festival  of  Flowers  Medical  Symposium  2000 
SPONSOR:  Self  Memorial  Hospital 
DESCRIPTION:  To  provide  physicians  (FP’s 
targeted)  with  state-of-the-art  information  on 
topics  that  relate  to  a broad  range  of  practices 
regardless  of  specialty. 

CONTACT:  Glenda  Cook;  (864)  227-4724 
CREDITS:  10  hours,  AMA  Category  1 

Monday  - Friday  June  12-16,  2000 

Hilton  Head,  SC:  Westin  Resort 

Ninth  Annual  Advanced  Cardiovascular 
Interventions  Symposium 
SPONSOR:  Carolinas  Healthcare  System, 

Carolinas  Heart  Institute,  Sanger  Clinic,  PA 
DESCRIPTION:  Updates  on  major  clinical  trials, 
complex  coronary  and  peripheral  vascular 
interventional  techniques,  cineangiogram 
presentations.  Audience-interactive 
videocassettes,  faculty  panels,  discussion  and 
other  active  learning  methods. 

TARGET  AUDIENCE:  Interventional 
cardiologists,  invasive  cardiologists,  directors  of 
cardiology  services,  cardiac  cath  lab  managers, 
cath  lab  technologists,  and  nurses. 

FACULTY : International  faculty  representing 
expertise  across  a broad  array  of  interventional 
topics  and  case  presentations. 

TUITION:  $850  for  physicians,  $450  non- 
physicians 

CONTACT:  Meetings  & Events;  (877)  716-2762 
CREDITS:  17.5  hours,  AMA  Category  1 

Friday  - Saturday  June  16-17,  2000 

Columbia,  SC:  Adam’s  Mark  Hotel 

Sports  Medicine  Symposium 
SPONSOR:  USC  School  of  Medicine  - Palmetto 
Richland  Memorial  Hospital  CME  Organization 
DESCRIPTION:  Update  on  issues  in  sports 
medicine. 

TARGET  AUDIENCE:  Primary  care,  orthopedists 
FACULTY:  Evan  Ekman,  MD,  plus  others 
CONTACT:  Steven  Hasterok;  (803)  434-421 1 

Monday  - Saturday  June  26  - July  1,  2000 
Sea  Island,  GA:  The  Cloister 

Internal  Medicine  Symposium 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 


TARGET  AUDIENCE:  Internal  medicine,  family 
practice,  multispecialty 

CONTACT:  Division  of  Continuing  Education; 

(800)  221-6437  or  (706)  721-3967 
CREDITS:  35  hours,  AM  A Category  1 

Friday  - Sunday  June  30  - July  2,  2000 

St.  Simons  Island,  GA:  King  and  Prince  Beach 
Resort 

Summer  Transplant  Symposium 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Internal  medicine,  family 
practice 

CONTACT:  Division  of  Continuing  Education; 

(800)  221-6437  or  (706)  721-3967 
CREDITS:  9 hours,  AMA  Category  1 


SCMA  COMMITTEE  ON  CME 

Stoney  A.  Abercrombie,  MD,  Chairperson 
Marion  C.  Anderson,  MD 
Stacey  V.  Brennan,  MD 
Gene  Burges,  MD 
Charles  Michael  Collins,  MD 
Sami  Elhassani,  MD 
James  L.  Haynes,  MD 
Baxter  F.  McLendon,  MD 
Terry  A.  Payton,  MD 
Ben  C.  Pendarvis,  Jr.,  MD 
Thomas  L.  Pope,  MD 
William-M.  Simpson,  Jr.,  MD 
Robert  M.  Sade,  MD,  Speaker  of  the  House 


ETHNIC  DISPARITY  IN  HEALTH  CARE— WHERE  ARE  WE  NOW? 


Racial  and  ethnic  minority  populations  experience 
unequal  results  across  a broad  range  of  societal 
indicators  with  health  status  being  an  area  of  per- 
sistent and  pervasive  racial  disparity.  Knowledge 
of  the  specific  factors  responsible  for  racial  dis- 
parities in  health  is  limited.  Current  research  sug- 
gests that  racism  is  a neglected  pathogenic  factor 
in  studies  of  the  health  status  of  racial  and  ethnic 
minority  populations. 

Historically,  limited  or  inappropriate 
conceptualizations  of  race  have  led  to  misguided 
research,  reinforced  racial  prejudice,  and  perpetu- 
ation of  stereotypes  in  research  and  health  policy. 
Further  evidence  suggests  that  one  cause  of  health 
risks  in  minorities  can  be  attributed  to  the  internal- 
ization of  cultural  stereotypes  leading  to  negative 
self  evaluation  that  adversely  affects  psychologi- 
cal well  being.  Therefore,  a priority  of  future  re- 
search is  more  systematic  attention  to  the  ways  in 
which  racial  belief  systems  affect  health  status. 

Race,  however,  is  frequently  included  in  health 
research,  yet  there  is  inconsistency  in  the 
conceptualization  and  appropriate  use  of  race.  This 
lack  of  clarity  may  account  for  the  finding  that  the 
most  common  use  of  race  in  epidemiology  and 
health  services  is  as  an  exclusion  criteria.  Although 
this  is  true,  studies  consistently  show  substantial 
disparities  in  morbidity  and  mortality  for  minority 
groups. 

At  the  core  of  the  problem  in  the  way  we  study 
race  is  the  disparity  in  care  and  attention  we  give 
race  as  opposed  to  other  variables.  So  often  defini- 
tions of  race  in  research  attempt  to  over  incorpo- 
rate, therefore;  ethnicity,  nationality,  and  biology 
are  lumped  into  one  concept.  The  assumption  seems 
to  be  that  there  is  no  variance  in  these  variables. 
Therefore, 

- Cubans,  Argentinians,  and  Panamanians  are 
characterized  as  Hispanic,  despite  culture 
differences. 

- Vietnamese,  Malaysians,  and  Taiwanese  are 
all  Asians,  despite  different  nationalities. 

- Blacks  from  the  Dominican  Republic,  Haiti, 
and  South  Carolina  are  lumped  which  while 
sharing  the  same  exposure  to  racism  and 
other  societal  health  risks,  their  cultural 
differences  may  lead  them  to  engage  in 
different  health  or  illness  behaviors. 


We  usually  measure  race  as  a visual  assessment 
of  the  study  subject  and  assume  that  this  measure 
can  account  for  ethnicity,  nationality,  and  biology. 

Race  is  not  biology;  it  denotes  a socio-political 
history  with  race  being  fundamentally  a measure 
of  exposure  to  health  risks.  Race  does  not,  how- 
ever, indicate  cultural  factors  and  therefore  indi- 
vidual behavior.  Racism  plays  a role  in  health 
disparity.  There  is: 

- Structural  racism  with  segregation  placing 
African  Americans  and  other  groups  at  greater 
risk  for  poor  health  by  leading  to  constraints 
on  earnings  and  exposure  to  occupational  and 
environmental  toxins. 

- Individual  racism  defined  as  the  application 
of  power  or  influence  with  personal  prejudice. 
This  is  much  less  frequently  seen  in  this  latter 
part  of  the  20th  century,  but  remain  relevant. 
In  this  area,  we  see  race  differences  in  clinical 
diagnosis  and  intensity  of  medical  services  for 
similar  diagnosis. 

For  e.g.; 

CDC  - Infant  mortality  rates  are  2.5  times  higher 
for  blacks 

NIH  - Blacks  are  34  percent  more  likely  to  die 
from  cancer  and  twice  as  likely  to  die  from 
heart  disease. 

VA  - Blacks  are  50  percent  less  likely  to  get  heart 
bypass  surgery. 

Health  and  Human  Services  - Blacks  are  25 
percent  less  likely  to  get  pain  medications. 

New  England  Journal  - study  using  actors  (black 
and  white  using  the  same  script)  showed  that 
blacks  were  40  percent  less  likely  to  be  referred 
for  cardiac  catheterization  as  compared  to 
whites. 

Racism  affects  health  through  the  internalization 
of  victimization  of  racism  with  studies  showing 
links  between  exposure  to  racism,  blood  pressure, 
and  mental  health. 

Future  research  must  assign  greater  importance 
to  exploring  the  theoretical  and  empirical  links  be- 
tween race,  racism,  and  health.  When  we  begin  to 
explore  the  true  nature  of  racial  variation  in  health, 
we  will  then  be  able  to  eliminate  disparities  in 
health  status.  Recognition  will  hopefully  lead  to 
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risks  of  disease. 


intervention  such  as  patient  education.  Both  diver- 
sity and  similarity  across  populations  need  to  be 
recognized,  whether  one  is  dealing  with  sociocul-  Jacob  P.  White,  MD 
tural  characteristics,  biological  characteristics,  or  Deparment  of  Internal  Medicine 

Greenville  Memorial  Hospital 
Greenville,  SC 
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NOTICE 

Is  your  claims  processing  in  need  of  treatment  in  the 
following  areas: 

•Too  many  REJECTIONS! 

•Too  many  SUSPENDED  CLAIMS  adding  up! 

•Too  many  ERRORS  in  filing  claims! 

•You  are  waiting  a month  or  more  to  get  Claims  Paid! 
•You  are  constantly  calling  insurance  companies  asking 
‘WHY  YOUR  MONEY  IS  BEING  HELD  UP!’ 


Swift  HealthClaims  Management  has  the  cure  for  your  pain!  We  will: 

•Electronically  file  your  claims  Efficiently  and  Effectively  reducing  errors! 
•Process  your  Suspended  and  Rejected  claims  also! 

•Reduce  your  average  payment  time  to  10-14  days! 

•Reduce  your  Overhead  and  Clerical  cost! 

Call  Today  for  a FREE  cost  analysis  and  an  absolutely  FREE, 
no  obligation,  trial  period.  You  won’t  believe  how  simple  it  is  to  make 
the  transition  and  how  great  a savings  you  will  realize! 

Electronic  processing  may  not  be  ‘FREE’  but  it  will  seem  like  it! 
We  will  make  you  money!! 


Lloyd  Welton 
Account  Manager 


21  Fenlaw  Court 
Irmo,  SC  29063 
Office:  803-732-1923 
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On  we  C over. 


AIKEN  HOSPITAL  AND  RELIEF  SOCIETY  OR  AIKEN  CITY  HOSPITAL 


The  first  general  hospital  in  Aiken  was  opened 
in  1917  by  the  Aiken  Hospital  and  Relief  Society. 
Funding  for  this  hospital  came,  primarily  from  the 
contributions  of  winter  residents.  One  of  those 
outstanding  contributors  was  Charles  Oliver  Iselin, 
who  served  as  a Trustee  of  the  hospital  as  well. 
The  contractor  hired  by  the  Society  to  build  the 
unusually  shaped  wooden  structure  was  McGee 
and  McGee.  The  original  hospital  had  a bed 
capacity  of  thirty.  This  hospital  was  operated  until 
1924  when,  due  to  lack  of  funds,  it  had  to  close. 

Three  years  later,  in  June  1927,  the  hospital 
building  was  rented  to  the  County  of  Aiken  for  one 
dollar  a year  and  reopened.  The  Board  of  Trustees 
consisted  of  Mr.  George  H.  Leitner  of  Graniteville, 
S.C.,  representative  of  the  county;  Mr.  R.  L.  Gunter 
of  Aiken,  S.C.,  representative  of  the  City  of  Aiken; 
and  Mr.  R.  G.  Tarrant  of  Aiken,  S.C.,  representative 
of  the  Aiken  Hospital  and  Relief  Society.  Mr. 
Tarrant  served  on  the  Board  of  Trustees  from  the 
time  that  the  original  hospital  opened  in  1917  until 
the  time  of  his  death  in  1953.  Dr.  J.  R.  Howell  was 
appointed  superintendent  of  the  hospital  in  1927. 
Dr.  Howell  served  until  after  the  1936  hospital 
opened.  He  resigned  to  enter  private  practice. 

When  the  hospital  opened  under  county 
management,  there  were  no  x-ray  or  laboratory 
facilities,  very  little  needed  equipment,  and  a great 
need  for  more  room.  The  first  x-ray  machine  was 
obtained  in  1929. 

In  1928,  the  hospital  auxiliary  was  founded  to 
augment  the  hospital’s  $11,000  annual  budget.  At 
the  auxiliary’s  first  Donation  Day,  they  gathered 
750  yards  of  cloth  from  local  textile  mills,  25 
pounds  of  Irish  potatoes,  four  cases  of  rubbing 
alcohol,  live  pigs  and  chickens, wwwww  and  a 
truckload  of  manure.  That  same  year,  the  auxiliary 


distributed  empty  jars  to  farm  women  who  filled 
the  jars  with  vegetables  and  fruits  for  the  hospital 
kitchen.  Auxiliary  volunteers  used  the  bolts  of 
material  gathered  from  the  textile  mills  to  sew  such 
things  as  hospital  gowns  and  instrument  wrappings. 
The  spirit  of  dedication  and  selflessness  of  the 
Auxiliary  has  continued  to  support  the  hospital 
through  the  years. 

The  early  thirty  bed  hospital  was  only  a 
beginning  of  growth  in  Aiken,  and  the  area  hospital 
evolved  to  a new  Aiken  County  Hospital  which 
opened  in  1936  and  to  the  Hospital  Corporation  of 
America’s  Aiken  Community  Hospital,  which 
opened  in  1976.  These  constitute  two  more  stories 
for  another  time. 

Jane  McCutchen  Brown 
Waring  Historical  Library 

SOURCES 

Mary  Jane  Lock,  Reference  Assistant,  Aiken  County 
Public  Library 

Patricia  Smith,  Aiken  Regional  Medical  Center 
Carolyn  Tyler,  Collection  Manager,  Aiken  County 
Historical  Museum 

Eula  B.  Lamar,  “Aiken  County  Hospital  Facilities 

Always  Improving,”  from  The  Aiken  Standard  and 
Review,  1 00th  Anniversary  Edition 
Dorothy  K.  MacDowell,  “Aiken’s  Hospitals” 

Jean  Clark,  “History  of  the  Aiken  County  Hospital”  (term 
paper  written  in  1 940) 

NOTE:  This  is  the  first  in  a new  series  of  cover  stories 
which  highlight  hospitals  in  South  Carolina  before  the  Hill- 
Burton  Act  of  1946.  If  you  have  information  on  hospitals 
that  meet  this  criteria,  please  share  by  mailing  information 
to  Jane  Brown,  Waring  Historical  Library,  Medical 
University  of  South  Carolina,  175  Ashley  Ave.,  RO.  Box 
250181,  Charleston,  SC  29425. 
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Letters  to  d)e  Editor 


Dear  Sir: 

We  appreciate  Dr.  Carek,  et.  al.  calling  atten- 
tion to  the  importance  of  high  school  trainers  and 
team  physicians.  However,  we  cannot  be  compla- 
cent about  a situation  which  is  far  less  optimistic 
than  that  suggested  by  the  article  “Health  Care 
Coverage  of  High  School  Athletes  in  South  Caro- 
lina,” which  appeared  in  the  November  1999  is- 
sue. The  State  Athletic  Trainers  Association  lists 
only  44  full-time  school  employed  certified  train- 
ers in  South  Carolina.  There  are  50-75  athletic  train- 
ers employed  in  various  clinic  settings.  25  such 
clinics  provide  services  to  high  schools  in  some 
fashion.  Even  if  we  assume  six  other  clinics  pro- 
vided coverage  to  reach  the  75  athletic  trainers 
quoted  by  the  author,  we  would  have  to  assume 
that  the  schools  not  responding  to  the  questionnaire 
(43  percent  of  schools  in  South  Carolina)  have  no 
athletic  trainer.  The  other  possible  assumption 
would  be  that  physical  therapists,  chiropractors, 
EMS  off-duty  personnel,  etc.,  provide  team  cover- 
age; and  coaches  do  not  know  the  difference.  Un- 
fortunately, this  is  often  the  case.  The  AMA 
recommends  an  adequate  Athletic  Medicine  Unit 
with  licensed  physicians  and  an  athletic  health  co- 
ordinator, who  is  an  NATA  BOC  certified  athletic 
trainer.  We  should  strive  for  this  goal  and  not  be 
led  into  complacency  by  what  coaches  and  athletic 
directors  think  is  adequate.  Instead,  the  same 
coaches  should  be  held  to  a standard  advocated  by 
the  AMA  which  advised  that  coaches,  until  train- 
ers can  be  obtained,  should  be  appropriately  trained 
in  emergency  first  aid  and  basic  life  support.  For 
details  on  this  resolution  and  its  effect  on  trainers, 
see  the  Journal  of  Athletic  Training , 1999;  34 
(3:272-276.)  For  more  information  on  how  this  fits 
into  the  overall  picture,  beginning  with  pre-partici- 
pation exam,  be  sure  to  attend  the  plenary  session 
presented  by  the  Committee  on  Medical  Aspects 
of  Sports  at  the  Annual  Meeting  in  April. 

Frederick  E.  Reed,  Jr.,  M.D. 

125  Doughty  St.,  Suite  170 

Charleston,  SC  29403 


In  response: 

Dear  Sir: 

I appreciate  the  opportunity  to  reply  to  a letter- 
to-the  editor  received  in  response  to  our  paper  en- 
titled, “Health  Care  Coverage  of  High  School 
Athletes  in  South  Carolina.” 

As  we  noted  in  the  article,  the  health  care  pro- 
vided high  school  athletes  is  often  inconsistent  and 
training  and  equipment  required  for  basis  first  aid 
is  often  absent.  Based  upon  the  results  of  our  sur- 
vey, a majority  of  schools  in  South  Carolina  ap- 
pear to  have  adequate  sports  medicine  coverage 
and  compare  favorably  with  the  results  of  similar 
data  from  other  states.  We  acknowledge  that  “ad- 
equate” is  not  always  synonymous  with  “best.” 

In  the  letter-to-the-editor,  the  writer  makes  sev- 
eral assumptions  that  may  or  may  not  be  correct 
and  require  further  study.  In  regards  to  the  recom- 
mendations of  the  AMA,  they  provide  a founda- 
tion for  coverage  issues,  not  a goal.  The  goal  of 
athletic  coverage  should  be  to  provide  the  best 
health  care  coverage  for  the  athletes,  regardless  of 
the  specific  personnel  providing  the  coverage.  As 
health  care  providers,  we  should  continue  to  seek 
the  best  health  care  coverage  for  our  athletes.  The 
research  literature  supporting  specific  coverage  rec- 
ommendations is  lacking.  Hopefully,  our  study  will 
prompt  interested  individuals  to  further  review  and 
study  the  specific  coverage  recommendations  and 
their  outcomes,  resulting  in  improved  health  care 
coverage  for  these  student-athletes. 

Again,  I appreciate  the  opportunity  to  reply  to 
the  letter-to-the-editor. 

Peter  J.  Carek,  MD,  MS 
MUSC  Department  of  Family  Medicine 
9298  Medical  Plaza  Drive 
Charleston,  SC  29406 
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SCMA  ALLIANCE  CONVENTION  2000 


The  SCMAA  is  anticipating  your  spouse’s  attendance  at  Convention  2000  on  Thursday,  April  27  - 
Saturday,  April  29  in  Charleston.  Registration  will  begin  at  2:00  p.m.  on  Thursday,  April  27  in  the 
Alliance  Presidential  Suite  at  the  Charleston  Place  Hotel.  The  Executive  Board  will  meet  from  3:00  - 
5:00  p.m.,  followed  by  an  evening  reception  in  the  Presidential  Suite  at  5:00  p.m.  All  SCMAA  and 
SCMA  members  and  spouses  are  invited. 

On  Friday  morning,  April  28,  all  SCMAA  Convention  activities  will  move  to  the  beautiful  and  historic 
Hibernian  Hall  at  105  Meeting  Street,  next  to  the  Mills  House  Hotel.  Registration  will  begin  with 
mimosas  and  coffee  at  9:00  a.m.  and  continue  until  noon.  During  that  time  you  may  bid  on  Silent 
Auction  items  provided  by  the  counties  as  a benefit  for  AMA  Foundation.  We  will  also  have  some  very 
exclusive  Boutique  Shopping  for  your  pleasure.  A portion  of  boutique  sales  will  be  donated  to  the 
Alliance. 

Following  the  tradition  of  recognizing  our  county  and  state  leaders,  a seated  luncheon  will  be  at  11:00 
a.m.  AMA  Alliance  President  Ann  Hansen  and  Southern  Medical  Association  Auxiliary  President  Merrell 
Rogers  will  be  our  special  guests.  During  this  time,  the  Silent  Auction  winners  will  be  announced  as 
well  as  the  winner  of  the  Ladies’  Rolex  Watch.  Please  pre-register  your  spouse  so  that  we  have  a com- 
plete count  of  those  attending.  Your  spouse  does  not  have  to  be  a delegate  to  attend  this  luncheon  and 
boutique  shopping. 

The  House  of  Delegates  will  meet  from  1:00  p.m.  - 4:30  p.m.  in  the  second  floor  auditorium  of  Hiber- 
nian Hall.  Following  the  House  of  Delegates  meeting,  a Tea  and  Toddy  Celebration  will  be  held  on  the 
first  floor  from  4:30  - 6:00  p.m.  All  SCMAA  and  SCMA  members  and  their  spouses  are  invited. 

Just  think  of  Saturday  as  SCMAA  Saturday  at  Saks  Day!  On  Saturday  morning,  April  29,  Saks  Fifth 
Avenue  will  open  their  doors  at  9:00  a.m.  for  a Private  Alliance  Shopping  and  Trunk  Show.  The  morn- 
ing will  begin  with  mimosas,  continental  breakfast,  and  door  prizes.  Saks  Fifth  Avenue  will  also  donate 
ten  percent  of  the  amount  of  your  purchases  made  during  the  week  of  Monday,  April  24  through  Satur- 
day, April  29.  Just  tell  your  sales  associate  you’re  with  the  Alliance.  Ellen  Tracey  Fashion  Show  will 
begin  at  10:00  a.m. 

The  Convention  will  end  on  Saturday  with  a SCMA  and  SCMAA  Presidential  Gala  at  the  Charleston 
Place  Hotel  to  honor  our  new  leaders. 

We  look  forward  to  seeing  you  in  Charleston! 

Convention  Committee:  Ann  Thomas,  Chair 

Rozalyn  Davis 
Cynde  White 
Julie  Ellison 
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classifieds 


DERMATOLOGY,  INTERNAL  MEDICINE, 
ORTHOPAEDIC  SURGERY,  AND  OTO- 
LARYNGOLOGY : Practice  opportunities  exist  in 
local  medical  facilities  and  with  private  practice 
groups  in  Orangeburg  County  for  experienced  prac- 
titioners and  graduating  residents/fellows.  All  posi- 
tions include  salary  or  minimum  net  income  guaran- 
tee and  a relocation  allowance.  Located  at  the  junc- 
tion of  1-26  and  1-95,  35  minutes  to  Columbia  and 
70  minutes  to  Charleston.  Area  known  for  its  gar- 
dens, golf,  hunting  and  fishing  (Lake  Marion). 
Achieve  financial  success  in  a non-competitive  en- 
vironment while  enjoying  a superior  quality  of  life. 
Contact  Dr.  Chermol,  The  Regional  Medical  Center 
at  (800)  866-6045. 

EXCELLENT  INVESTMENT:  Union  County; 
400  plus  acres;  good  deer  and  turkey  hunting!  Ap- 
proximately 1/4  planted  with  5-year-old  pine,  1/4 


planted  with  2-year-old  pine,  the  balance  of  acre- 
age is  good  hardwoods  with  several  streams.  Ex- 
cellent investment.  $1,1 00. 00/acre.  (803)  732- 
7065. 

LOCUM  TENENS  WORK  WANTED  IN 
PRIMARY  CARE:  ABFP  certified.  Phone: 
(843)  249-2145;  Fax:  (843)  249-7485. 

OFFICE  BUILDING  FOR  SALE,  CITY  OF 
MARION:  4,124  + sq.  ft,  originally  physician’s 
office,  built  1976,  new  roof  March  1998,  owner 
financing  possible,  reception  area  with  restrooms, 
seats  approximately  forty  patients,  library  with 
wood  burning  fireplace,  and  kitchenette,  records/ 
supply  room,  lab,  nurse’s  station,  five  examin- 
ing rooms,  three  consultation  rooms,  second  level 
with  skylight.  Offered  at  $250,000  or  lease 
$ 1 ,500  per  month.  Contact  Wellons  H.  Williams 
at  (843)  423-6721  (w)  or  (843)  423-4871  (h). 
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When  office  visits  and  home  health  visits 
are  not  enough,  what  do  you  do? 

When  your  patient  is  not  following  orders. 

When  your  patient  is  talking  about 
trying  natural  remedies. 

EidonArmstrong,  Rph  ^hen  >ou,r  P«ient  has  more  questions 

Chief  Consultant  Pharmacist  than  YOU  haVC  tUUe  tO  answer. 

What  Should  You  Do? 

Call  your  medication  management  experts. 

Sandlapper  Consultant  Pharmacists 

They  will  come  to  your  office  to 
consult  with  your  patients. 


e-mail:  eearmstrong@compuserve.com 


prescription  For  Health” 
s:  10-llam  on  WISW  1320am 
rmstrong  Pharmacist  Host 


ALZlfEIMERS 

UK  ASSOCIATION 


Alzheimer 


WIYj 

Alzheimer’s  Disease 
International 


For  more  information  call  the  congress  information  line  at 

1.312.335.5813,  visit  our  Web  site  at  www.alzheimer2000.org, 
or  e-mail  us  at  alzheimer2000@alz.org. 


Physicians  worldwide 
will  come  together 
with  change  in  mind. 

As  the  link  between  basic  science  and  treatment, 
physicians  play  a crucial  role  in  Alzheimer’s  dis- 
ease. Bridging  Research  and  Care,  a two-day  event  at 
World  Alzheimer  Congress  2000,  will  provide 
physicians  with  the  latest  information  on  research 
in  diagnosis  and  treatment  as  well  as  practical 
information  about  educating  and  supporting 
Alzheimer  patients  and  their  families. 


World  Alzheimer  Congress  2000 


A New  Program  for  Physicians 

Bridging  Research  and  Care 

July  13-14,  2000  Washington,  D.C.,  U.S.A. 


©2000  Alzheimer's  Disease  and  Related  Disorders,  Inc.  All  rights  reserved. 


Stuttering  Didn’t 
Silence  His  Story* 


20/20’ s John  Stossel  knows  news.  He  also  knows  what  it’s 
like  to  deal  with  a stuttering  problem.  John  still  struggles 
with  stuttering  yet  has  become  one  of  the  most  successful 
reporters  in  broadcast  journalism  today. 

For  more  information  on  what  you  can  do  about  stuttering, 

write  or  call  toll-free: 


National  Stuttering 
Awareness  Week 
May  8-14 


Stuttering 

Foundation 

of  America 

A Nonprofit  Organization 

Since  1947 — Helping  Those  Who  Stutter 


3100  Walnut  Grove  Road,  Suite  603 
RO.  Box  11749  • Memphis,  TN  38111-0749 

l-800'992-9392 

www.stutterSFA.org 


Gray  Matter 

“ Matters  of  Interest  to  South  Carolina  Physicians” 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


UPDATE  BN  DISflBIIITY  INSURANCE 

There  have  been  dramatic  changes  in  the  disability  insurance  industry  over  the  past  few  years.  During  this  pe- 
riod, actual  claims  experience  far  exceeded  the  claims  that  were  anticipated  when  the  products  were  priced.  Thus, 
reserves  and  premium  flows  were  insufficient  to  pay  expenses. 

The  result  of  this  pricing  inadequacy  has  been  traumatic  for  those  insureds  whose  disability  insurance  was  pro- 
vided by  contracts  that  allowed  the  premiums  and  coverage  to  be  adjusted.  For  those  policy  owners,  here  is  what 
has  happened: 

• in  some  cases , coverage  has  been  cancelled. 

• premiums  have  been  sharply  increased , sometimes  to  levels  double  or  triple  those 
that  were  projected. 

• restrictions  of  various  types  have  been  placed  on  the  coverage. 

• there  have  been  severe  cutbacks  on  issue  and  participation  limits. 

i 

•j 

The  suffering  from  the  above  changes  is  being  experienced  by  all  disability  policy  owners  except  those  who  own 
individual,  noncancelable  disability  policies.  Because  these  contracts  guarantee  that  premiums  can  never  be  in- 
creased and  that  benefits  can  never  be  restricted,  these  policy  owners  are  receiving  exactly  what  they  anticipated. 


CURRENT  PRODUCTS 

Today’s  disability  marketplace  looks  hauntingly  familiar.  Premiums  for  products  that  can  be  changed  are  cur- 
rently lower  than  premiums  on  products  that  cannot  be  changed.  Numerous  insureds  will  take  the  bait  of  the 
lower  current  premium  only  to  be  disappointed  when  history  inevitably  repeats  itself.  Just  as  soon  as  changes  are 
necessary  in  order  for  the  insurance  companies  to  meet  their  profit  objectives,  the  “promised”  premiums  will 
increase  and  restrictions  will  be  placed  on  the  coverage. 

However,  those  astute  purchasers  who  pay  a little  more  currently  for  guarantees  will  be  rewarded  in  the  future 
because  their  policies  are  adjustment-proof.  The  planning  maxim  is  that  insureds  should  purchase  the  maximum 
individual,  noncancellable  insurance  that  is  available  to  them.  Only  these  policies  guarantee  that  premiums  can- 
not be  increased  and  that  restrictions  cannot  be  placed  on  the  contracts  after  issue. 

If  available,  a noncancelable  contract  should  be  the  foundation  for  your  disability  insurance  protection.  The 
contracts  issued  by  Mass  Mutual,  which  are  endorsed  by  the  SCMA,  meet  these  standards.  These  policies  offer 
exceptional  value  to  South  Carolina  physicians. 


The  South  Carolina  Medical  Association 
Disability  insurance  Program 

Exclusively  for  Members 

Underwritten  by  MassMutual  Life  Insurance  Company 

• 15%  discount  from  a below  market  premium  • 

• Noncancellable  and  Guaranteed  Renewable  • 

• Guaranteed  contract  language  • 

• Guaranteed  premium  to  age  65  based  on  1992  rate  structure  • 

• Coverage  in  your  occupation  for  the  entire  benefit  period  • 

• Coverage  for  partial  disabilities  • 

• Optional  inflation  protection  • 

• Automatic  benefit  increases  • 

• Impeccable  company  financial  ratings  • 

• A.M.  Best— A++;  Standard  and  Poors— AAA;  Duff  & Phelps— AAA;  Moody’s— Aal  • 

• Unisex  rates  • 

Only  SCMA  members  can  purchase  this  contract.  Let  us  show  you  why  this  is  the  best 
value  in  disability  insurance  available  to  physicians  in  South  Carolina. 

Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice, 

Only  your  attorney  and  accountant  are  qualified  to  do  so. 

I 1 

I TO  OBTAIN  A CUSTOMIZED  PROPOSAL:  PLEASE  MAIL  OR  FAX  THE  FOLLOWING  INFORMATION  TO  I 

| CAROLINA  PHYSICIANS  ADVISORY  SERVICE  AT  THE  ADDRESS  BELOW:  | 

I NAME 

ADDRESS 


I PHONE SPECIALTY I 

D.O.B. MONTHLY  BENEFITS  DESIRED 

I PRESENT  DISABILITY  INSURANCE  CARRIER I 

I l 


t \ Carolina  Physicians 

la,  j Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1-800-742-3669 


I 


The  Medical  Protective  Company . 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross  /Blue  Shield  (with  no 


per-claim  charges)  are  Improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


€®iMiptfflSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia.  SC  29203-9356 

800-800-6472  • 803-735-7700 
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UNIVERSITY  OF  MARYLAND  AT 
BALTIMORE 


Florence  Crittenton  Programs 
of  South  Carolina 
and 

Trident  United  Way's 
Success  by  6* Initiative 

are  proud  to  bring  to  Charleston 

DR.  T.  BERRY 
BRAZELTON 

world  renowned  pediatrician,  author  and  family  advocate 

who  will  present 

BUILDING  COMMUNITIES 
AROUND 

CHILDREN  AND  FAMILIES 

A Professional  Seminar  for  Pediatricians, 
Nurses,  Educators,  Social  Workers  and  other 
Professionals  involved  in  the  care  of  children 


T.  Berry  Brazelton,  M.D. 
Steven  Parker,  M.D. 
Maria  Trozzi,  M.ED. 
Joshua  Sparrow,  M.D. 

will  lead  sessions  on  topics  concerning 
the  impact  of  today's  environment 
on  children  and  families 


FRIDAY,  MAY  5,  2000 
SOTTILE  THEATRE 
CHARLESTON,  SC 

7:45  A.M.  - 4:00  P.M. 


$135  tuition  includes  conference  materials 
Continuing  Education  Credits  jointly  sponsored 
by  MUSC  and  Florence  Crittenton  Programs  of  SC 

Seating  is  limited  - register  today! 


Sponsored  by: 

CareAlliance  Health  Services 
The  Greenwood  Community  Children's  Center 
Medical  University  of  SC 
Ness  Motley  Loadholt  Richardson  & Poole 
The  First  Years 
Wachovia 


FLORENCE 

CRITTENTON 


Programs  of  South  CaroUna 


lUCCESS 

Hdp^iilchlWrensucooodtbrWfc 


For  more  information 
call  the 

Brazelton  Hotline 
(843)  722-0001 


To  register 

go  online  to  WWW.tUW.org 
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DON'T  LET  THE  SUN  GO 
DOWN  AND  LEAVE  YOU 
IN  THE  DARK 


Let  us  install  a complete  standby  system  in 
your  office  that  will  automatically  alleviate 
your  power  outage  nightmares  while  operating 
so  quietly  it  won’t  disturb  your  dreams. 

Watts  Industrial  Services  is  the  authorized 
dealer  for  Elliott  MagnetTek  Power  Systems 
for  coastal  South  Carolina.  As  a State 
Licensed  Electrical  Contractor,  we  can 
specify  and  design  your  total  system  needs, 
including  the  essential  criteria 
for  the  AAAHC  certification. 


SALES,  INSTALLATION, 
AND  IMMEDIATE  SERVICE 
BY  THE  TIME 
THE  SUN  COMES  UP. 


ELLlmTT 

MagneTek 

POWER  SYSTEMS 


1620  Cosgrove  Ave.  Ext.  Bldg.  1509  • North  Charleston  • SC  • 29405  • (843)  745-0082 
FAX:  (843)  745-0733  • Email:  priority@wattsindustrial.com  • http://www.wattsindustrial.com 


Marti 

Office: 

Mobile: 

e-mail: 

Fax: 

Pager: 

Home: 


6l7- 555. 3852 
617.555.2324 

617  «SK°S®bpm<J  com 
*>17.555.9000 

508. 555.0927 

508.555.1274 


With  so  many  ways  to  get  in  touch  with 
someone,  how  come  you  never  can? 


Phone  tag,  missed  messages,  unreturned  calls.  Now  you  can  avoid  them  all  with 
Nextel  Direct  Connect.®  It’s  the  two-way  radio  feature  built  in  to  our  Motorola®  phones. 
So  you  can  contact  co-workers  instantly  at  the  touch  of  a button  instead  of  waiting 
for  them  to  get  back  to  you.  To  find  out  how  to  reach  a real  person,  call  us  today. 


Nextel  phones  are  manufactured  by  Motorola,  Inc. 


NEXTEL  How  business  gets  doneT  1-800-NEXTEL9  nextel.com 


Promo:  NXMS00-01 7-026 

©2000  Nextel  Communications,  Inc.  All  rights  reserved.  Nextel,  the  Nextel  logo,  Nextel  Direct  Connect,  and  How  business  gets  done  are  registered  trademarks  and/or 
service  marks  of  Nextel  Communications.  ©Motorola,  iDEN,  i500plus,  i700plus  and  i 1 0OOplus  are  trademarks  and/or  registered  trademarks  of  Motorola,  Inc. 


It  is  hard  to  realize  that  a year  has  come  and  gone  so  quickly!  For  the  last  eleven  months  I have  tried  to  bring  to 
your  attention  things  that  are  important  to  physicians  and  to  our  patients — issues  that  could  change  the  course  of 
health  care  and  the  way  you  and  I practice  medicine.  Ours  is  a diverse  profession — diverse  in  the  practice  arrange- 
ments that  have  emerged  over  the  past  few  years,  some  by  design,  some  in  an  effort  to  survive,  and  some  as  a 
response  to  the  changing  forces  in  reimbursement.  We  are  a diverse  group  in  ethnicity,  age,  and  specialty,  and  our 
gender  ratio  has  changed  rapidly  in  the  last  several  years  by  the  growing  number  of  women  in  medicine.  I have 
tried  to  challenge  you  to  be  aware  of  these  diversities  and  be  responsive  to  them;  to  be  more  aware  of  how  we 
interact  with  our  colleagues;  to  be  more  professional  in  our  decorum;  to  be  sensitive  to  each  other;  and  to  treat 
those  in  the  profession  with  a measure  of  respect  they  have  earned  and  deserve. 

I have  urged  you  to  be  sensitive  to  the  confidentiality  of  information  about  our  patients  and  about  each  other.  I 
have  tried  to  bring  to  your  attention,  both  on  this  page  and  in  my  visits  to  your  county  societies,  the  current 
legislative  activities  that  have  such  an  impact  on  us.  The  issues  of  the  Patients’  Bill  of  Rights  and  the  legislation 
on  Quality  Health  Care  Coalition,  to  name  just  two,  are  paramount  to  the  future  of  health  care.  The  legislation  to 
place  the  National  Practitioner’s  Data  Bank  open  to  the  public  would  be  a terrible  assault  on  our  freedom  to 
practice  medicine,  but  there  are  those  who  don’t  want  you  to  have  those  freedoms.  Every  physician  in  the  state 
should  be  writing  his  or  her  representatives  in  Washington  to  let  them  know  how  we  feel  about  these  issues. 

I have  challenged  you  to  become  a mentor  to  young  people  and  medical  students.  We  must  provide  young  people 
with  the  motivation  and  the  encouragement  they  need.  We  must  instill  the  values  and  ideals  of  medicine  into  our 
emerging  colleagues — they  need  to  know  that  medicine  is  to  be  entered  into  as  a profession  for  helping  others,  not 
just  a business. 

I have  asked  for  your  support  of  the  South  Carolina  Medical  Association  Alliance;  our  spouses  that  support  us 
every  day  need  support  in  return.  President  Shirley  Meiere  has  worked  tirelessly  this  year  to  increase  member- 
ship and  to  promote  us  in  the  process.  She  is  to  be  commended  along  with  her  Board  of  “Physicians’  Spouses 
Dedicated  to  the  Health  of  South  Carolina.” 

Finally,  I wish  my  successor  Dr.  Roger  Gaddy  well  in  his  tenure  as  President  of  the  SCMA.  He  is  about  to  embark 
on  an  incredible  journey  for  a single,  very  rapid,  very  wonderful  year.  We  will  be  represented  well  by  Roger  in  all 
that  he  does. 

I have  many,  many  thanks  to  give  the  wonderful  staff  at  the  SCMA  who  work  hard  for  us  every  day.  I give  a 
special  thanks  to  Bill  Mahon,  our  CEO,  my  traveling  companion,  and  my  friend.  Thanks  to  all  of  you  in  the 
SCMA  who  gave  me  the  opportunity  to  serve  you  as  president.  It  has  been  a humbling,  challenging,  exciting  and 
wonderful  experience.  ^ 


William  H.  Hester,  M.  D. 
President 
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MEDICARE  UPDATE 


Medicare  Secondary  Payer  Open  House 
Beginning  April  7,  2000,  Medicare  Secondary  Payer 
(MSP)  will  hold  open  houses  on  the  first  Friday  of  every 
month,  from  9:00  a.m.  to  5:00  p.m.  Attorneys  acting  on 
behalf  of  beneficiaries  are  invited  to  attend  and  receive 
assistance  with  MSP  liability  recovery  cases.  They  will 
be  held  at  the  Government  Programs  Complex  at  17  Tech- 
nology Circle  in  Columbia. 

If  you  plan  to  attend  and  have  a case  pending,  please  no- 
tify Tony  Kelley  at  (803)  788-0222,  extension  31101.  This 
will  enable  Medicare’s  MSP  Department  to  retrieve  your 
client's  file  prior  to  the  open  house. 

Medicare’s  Health  Professional  Shortage  Areas 

The  April  2000  Medicare  Advisory  lists  South  Carolina's 
urban  and  rural  Health  Professional  Shortage  Areas 
(HPSAs)  that  were  effective  January  21, 2000.  The  HPSA 
incentive  payment  is  ten  percent  of  the  amount  actually 
paid  for  physician  services,  not  the  approved  amount.  It 
is  paid  on  a quarterly  basis.  Refer  to  the  Medicare  Advi- 
sory for  South  Carolina  counties  that  are  classified  wholly 
or  partially  as  HPSAs. 

Free  UPIN  Directory  on  CD-ROM 

The  2000  Unique  Physician  Identification  Number 
(UPIN)  Directory  on  CD-ROM  is  now  available.  You  can 
order  the  disk  from  Medicare  at  no  cost  (limit  one  copy  per 
request).  The  directory  contains  a complete,  national  listing 
of  all  physician  UPIN  records.  Access  to  the  information 
enables  you  to  report  the  correct  UPIN  of  the  referring  or 


ordering  physician  in  block  17Aof  the  HCFA- 1500  form. 

To  receive  your  free  CD-ROM,  send  your  request  to: 
Medicare  Part  B Customer  Service,  AG-675  Palmetto 
GBA,  P.O.  Box  100190,  Columbia,  SC  29201-3190. 

You  can  also  search  for  UPIN  numbers  on  the  Internet  at 
http://www.cpg.mcw.edu  or  link  from  Medicare’s  website, 
www.pgba.com. 

Fee  Calculations  for  Drugs  and  Biologicals 

Drugs  and  biologicals  are  paid  based  on  the  lower  of  the 
billed  charge  or  95  percent  of  the  average  wholesale  price 
(AWP),  as  required  in  the  Code  of  Federal  Regulations, 
42  CFR  405.517,  and  amended  in  Federal  Register  (63 
FR  58849).  Fees  for  drugs  and  biologicals  are  calculated 
as  follows: 

• For  a single-source  drug  or  biological,  the  AWP 
equals  the  AWP  of  the  single  product. 

• For  a multiple-source  drug  or  biological,  the  AWP  is 
equal  to  the  lesser  of  the  following: 

• Median  AWP  of  all  of  the  generic  forms  of  the  drug 
or  biological. 

• The  lowest  brand  name  product  AWP.  (A  “brand 
name”  product  is  defined  as  a product  that  is 
marketed  under  a labeled  name  that  is  other  than  the 
generic  chemical  name  for  the  drug  or  biological.) 

After  determining  the  AWP,  multiply  it  by  0.95.  This  is 
the  new  drug  payment  allowance  limit. 


RISK  MANAGEMENT  PROGRAM  FOR  NEW  PHYSICIANS 

The  next  Risk  Management  Program  for  newly  licensed  physicians  will  be  held  at  the  SCMA  Headquarters 
on  Friday,  May  19,  2000.  There  will  be  two  sessions  offered,  9:00  a.m.  - 12:00  p.m.  and  1:00  p.m.  - 4:00  p.m. 
To  register,  call  Melissa  Hamby  at  (800)  327-1021,  ext.  253.  This  program  is  sponsored  by  the  JUA/SCMA 
Physician  Risk  Management  Committee  for  physicians  entering  their  first  or  second  year  of  practice.  There  is 
no  registration  fee. 

Objectives  of  Program 

At  the  end  of  this  session,  the  attendee  should  be  able  to: 

- Name  the  more  common  causes  of  medical  malpractice. 

(Risk  Management , continued  on  page  2) 


SCMA  ANNUAL  MEETING 
APRIL  27-30,  2000 
CHARLESTON  PLACE  HOTEL 

As  this  newsletter  goes  to  press,  final  plans  are  under  way  for  the  152nd  South  Carolina  Medical  Association 
Annual  Meeting  and  Scientific  Assembly.  Awards  which  will  be  presented  during  the  House  of  Delegates  on 
Sunday  morning  include: 

2000  Award  for  Excellence  in  Medical  and  Health  Care  Reporting:  Ms.  Julie  Cevene , formerly  of  WBTW  in 
Florence  is  the  winner  in  the  broadcast  category  for  her  thirteen-part  series  entitled  ‘Thirteen  Ways  To  Save  Your 
Husband’s  Life.”  The  series  was  presented  between  April  29  and  May  17,  1999.  Ms.  Kathryn  Winiarski,  a writer 
for  The  State  in  Columbia  is  the  winner  in  the  print  journalism  category  for  her  article  on  research  being  done  to 
discover  ways  of  reducing  one’s  risk  of  developing  breast  cancer.  She  looked  closely  at  the  research  South 
Carolina  scientists  are  involved  in,  particularly  focusing  on  the  role  genetics,  diet,  and  the  environment  may 
have  on  the  disease. 

2000  Service  to  the  Community  Award:  Greenville  County  Medical  Society  is  this  year’s  winner  of  the  SCMA 
Service  to  the  Community  Award  for  the  Free  Pick-up  and  Delivery  for  Free  Clinic  Program.  The  program 
makes  use  of  sample  medications  that  often  go  unused  in  physicians’  offices. 

SCMA  Physician  of  the  Year  for  Community  Service:  Ronald  D.  Rolett,  MD , District  Health  Director,  Appala- 
chia II  Public  Health  District  within  the  Greenville  County  Health  Department,  has  been  selected  as  the  recipient 
of  the  SCMA  Physician  of  the  Year  Award  for  Community  Service. 

See  the  Schedule  of  Events  in  this  issue  of  The  Journal  for  a complete  list  of  social  activities,  business  meetings, 
and  scientific  sessions.  Be  sure  to  take  time  to  visit  all  of  our  exhibitors  before  and  after  meetings  and  during  the 
coffee  breaks.  If  you  are  not  preregistered,  call  the  SCMA  today  at  (803)  798-6207. 


(Risk  Management,  continued  from  page  1 ) 

- List  several  prevention  strategies  to  limit 
medical  malpractice. 

- Outline  the  key  points  in  record  management 
as  a role  of  risk  management. 

- Enumerate  the  proper  steps  to  take  when  an 
adverse  occurrence  happens. 

- Recognize  the  role  of  the  JUA/PCF  and  the 
State  Board  of  Medical  Examiners  in  risk 
management. 

Program  Outline 

I.  Introduction  - March  Seabrook,  MD  (West 
Columbia,  SC) 

II.  Overview  of  JUA  and  PCF  - Sam  McEwen, 
Manager,  JUA  Claims  (Columbia,  SC) 

III.  Controlling  Medical  Liability  - March 
Seabrook,  MD 

IV.  If  You  Need  A Lawyer  - Speaker  TB  A 


V.  Overview  of  the  State  Board  of  Medical 
Examiners  - J.  D.  Whitehead,  Jr.,  MD,  State 
Board  of  Medical  Examiners  (Columbia,  SC) 

VI.  Hospital  Risk  Management  - Karl  Pfaehler,  SC 
Health  Alliance  (Columbia,  SC) 

VII.  Question  and  Answer  Session 

CME  Credit 

The  South  Carolina  Medical  Association  (SCMA) 
designates  this  continuing  medical  education  activity 
for  up  to  3 hours  of  Category  1 credit  toward  the 
Physician’s  Recognition  Award  for  the  American 
Medical  Association.  Each  physician  should  claim  only 
those  hours  of  credit  he  or  she  actually  spent  in  the 
educational  activity. 

The  South  Carolina  Medical  Association  is  accredited 
by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  to  sponsor  continuing  medical 
education  for  physicians. 
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MEDICAID  UPDATE 


1.  How  do  we  properly  code  billing  for  a patient  with 
Medicaid  and  another  insurance  policy? 

On  the  HCFA-1500  claim  form  the  policy  number  of 
the  patient's  commercial  insurance  should  go  in  field 
11,  payment  made  by  the  commercial  insurance  should 
go  in  field  lib  and  29,  and  the  three-digit  carrier  code 
found  in  the  back  of  your  Medicaid  manual  goes  in  field 
1 lc.  If  you  have  not  correctly  coded  this  information,  it 
can  result  in  Medicaid  denying  a claim  or  in  increased 
processing  time.  Physicians  have  an  option  to  bill  for 
the  other  insurance  before  Medicaid  or  to  bill  for  Med- 
icaid and  allow  our  agency  to  settle  with  the  insurance 
company.  Review  sections  302  and  305  in  the  Physi- 
cian Provider  Manual. -Your  program  manager  can  be 
reached  at  (803)  898-2660  if  you  have  further  questions. 

2.  Why  would  a physician  receive  a 1099  under  his 
personal  Social  Security  Number  for  Medicaid  pay- 
ments made  to  his  practice? 

Each  physician  who  enrolls  as  a South  Carolina  Medic- 
aid provider  is  assigned  a unique  6-digit  individual  num- 
ber. This  number  is  associated  with  the  Social  Security 
Number  (SSN)  as  indicated  on  the  enrollment  form. 
When  this  provider  wants  payment  made  to  a group 
practice  associated  with  a Tax  ID,  an  additional  group 
number  is  issued.  Payments  are  made  to  the  Medicaid  pro- 
vider number  as  submitted  on  the  claim  by  the  provider. 
Claims  are  paid  to  the  provider  number  submitted  in  Block 
33  of  the  HCFA-1500  form.  This  pay-to-provider  number 
is  indicated  on  the  remittance  advice  and  the  check. 

Payments  are  reported  annually  to  the  Internal  Rev- 
enue Service  (IRS)  under  the  SSN  or  tax  ID  associated 
with  the  Medicaid  provider  number  used  in  billing.  It  is 
important  that  your  Medicaid  provider  number  be  cor- 
rectly entered  on  claims  in  order  to  ensure  accurate  re- 
porting of  your  Medicaid  payments  to  the  IRS.  Since 
DHHS  payments  are  based  on  your  submission  of 
claims,  DHHS  will  not  reissue  1099s.  If  you  received  a 
1099  for  your  individual  Medicaid  provider  number  and 
prefer  that  this  income  be  reported  to  the  practice  group 
tax  identification  number,  simply  complete  a 1099,  list- 
ing yourself  as  payer  and  the  practice  as  the  recipient. 
If  you  desire  payments  reported  to  your  Tax  ID  number 
rather  than  your  Social  Security  Number,  apply  for  a 
group  provider  number. 

3.  Did  you  know  that  you  should  only  be  utilizing  one 
modifier  on  claims  that  are  filed  to  South  Carolina 
Medicaid? 

Use  of  more  than  one  modifier  can  lead  to  rejected  and 
denied  claims. 

4.  How  many  diagnosis  codes  are  required  on  a Med- 
icaid claim? 

Only  one  valid  diagnosis  code  is  necessary. 


5.  Does  Medicaid  cover  all  CPT  codes? 

A code’s  appearance  (including  a brand  new  code)  in 
the  CPT  book  does  not  necessarily  mean  it  is  a covered 
service.  If  in  question,  refer  to  your  Physicians  Pro- 
vider Manual  or  your  Medicaid  program  manager  at 
(803)  898-2660. 

6.  Which  providers  must  report  third  party  insurance 
on  Medicaid  claims? 

There  has  been  some  confusion  on  the  part  of  physi- 
cians and  their  billing  agencies  regarding  the  correct 
coding  of  third  party  liability  and  Medicaid.  Physicians, 
certified  nurse  midwives,  nurse  practitioners,  and 
CRNA/ AAs  are  exempt  from  being  required  to  file  third 
party  insurance  for  Medicaid  eligible  clients.  If  the  phy- 
sician elects  to  file  with  the  commercial  insurance  it  is 
imperative  that  when  claims  are  billed  to  South  Carolina 
Medicaid  that  they  be  coded  correctly  on  the  HCFA 1500. 
Correct  filing  information  can  be  found  in  Chapter  300  of 
the  Physician  Provider  Manual.  If  you  have  questions, 
please  contact  your  program  manager  at  (803)  898-2660. 

Medicaid  Family  Planning  Eligibility  Expansion 
Effective  August  1999,  the  South  Carolina  Department 
of  Health  and  Human  Services  (DHHS)  received  official 
approval  from  the  Health  Care  Financing  Administration 
(HCFA)  for  the  extension  of  the  “Family  Planning  Re- 
search Demonstration:  Extension  of  Medicaid  Benefits 
for  Post-Partum  Women”  for  the  period  of  July  1,  1999, 
to  December  3 1 , 200 1 . The  demonstration  expands  Med- 
icaid eligibility  for  family  planning  services  to  all  women 
with  incomes  at  or  below  185  percent  of  the  Federal  Pov- 
erty Level  (FPL).  Participants  will  be  eligible  for  all  fam- 
ily planning  services  covered  by  the  South  Carolina  Med- 
icaid program.  These  services  include:  family  planning 
examinations,  counseling  services,  contraceptives,  related 
laboratory  services,  sterilization,  etc.  If  you  have  ques- 
tions concerning  this  information,  contact  your  Medic- 
aid program  manager  at  (803)  898-2660. 

Medicaid  Coverage  of  Immunizations 
In  order  to  ensure  a policy  that  compliments  that  of  the 
South  Carolina  Vaccine  Assurance  for  All  Children 
(VAFAC)  program,  Medicaid  is  clarifying  its  coverage 
for  physicians,  clinics,  and  other  medical  professionals 
who  administer  the  influenza,  pneumonia,  and  hepatitis 
B vaccines  in  their  offices.  Effective  May  1,  2000,  Med- 
icaid will  allow  payment  on  these  three  vaccines  only  for 
those  Medicaid  eligible  recipients  whose  immunizations 
are  not  supplied  by  VAFAC.  Providers  should  bill  the  ap- 
propriate CPT  code  for  the  immunization  being  given. 
To  obtain  an  application  for  the  VAFAC  program  contact 
DHEC’s  Division  of  Immunization  and  Prevention  at 
(803)  737-4160  or  (800)  27-SHOTS. 
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WORKSHOP 


PHYSICIANS  CARE 
NETWORK  UPDATE 

Currently,  there  are  8,974  participating  physician  loca- 
tions, 934  participating  ancillary  locations  and  108  par- 
ticipating hospitals.  PCN  has  80  contracted  groups  with 
69,060  covered  lives.  We  will  continue  to  provide  infor- 
mation as  contracts  are  received. 

NEW  GROUPS: 

• None 

TERMINATIONS: 

• Irmo  Chapin  Recreation;  effective  2-1-00 
RENEWALS: 

• Four  Seasons  Screen  Printers 

• Stone  Electric  Corporation 

• Ford  Redi-Mix  Concrete  Company 

• Food  Service,  Inc. 

• Episcopal  Diocese  of  South  Carolina 

• Insurers  Administrative  Corporation 

• NanYa  Plastics 

ATTENTION  PROVIDERS 

The  difference  between  the  billed  amount  and  the  allowed 
amount  cannot  be  billed  to  patients— this  is  a provider 
write-off. 

The  3%  and  15%  retention  withhold  cannot  be  billed  to 
patients— this  is  a provider  write-off. 


OSHA  COMPLIANCE  FOR  MEDICAL 
PRACTICES 
May  11,  2000 

Most  medical  compliance  officers  worry  about 
complicated  and  changing  regulations  put  forth  by 
the  Occupational  Safety  and  Health  Administra- 
tion (OSHA).  With  the  emphasis  on  patient  care 
and  subsequent  reduced  time  for  other  responsi- 
bilities, how  do  you  keep  the  employees  working 
safely  and  the  practice  ready  for  an  OSHA  inspec- 
tion? This  workshop  will  take  you  through  all  state 
and  federal  OSHA  regulations  and  bring  you  up- 
to-date  on  what  you  need  to  know  to  provide  a safe 
work  environment  for  medical  offices.  Register  by 
May  1,  2000. 

9:00  a.m.  - 4:00 p.m.;  Registration:  8:30  a.m. 

Columbia,  Clarion  Town  House  Hotel 

Space  in  each  program  is  limited,  so  be  sure  to 
register  early . If  you  have  any  questions,  please 
contact  Melissa  Hamby,  ext.  253,  at  798-6207  in 
Columbia,  or  at  (800)  327-1021  statewide,  or  by 
e-mail  at  melissa@scmanet.org. 


PHYSICIAN  RECOGNITION  AWARDS 


The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition  Award.  This 
award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 


Bhavesh  R.  Amin,  MD 
Terrance  Lee  Baker,  MD 
Guy  Robt  Bibeau,  MD 
James  H.  Brunson,  MD 
Charles  Stone  Bryan,  MD 
Kurt  Ronald  Budelmann,  MD 
Floyd  Whitlow  Burke,  MD 
David  Milton  Culpepper,  MD 
Rosalind  Dianna  Dawson,  MD 
Cindy  Sue  Dieringer,  MD 
Jonathan  L.  Dieter,  MD 
William  Jackson  Epperson,  MD 
Hector  F.  Esquivel,  MD 


Joseph  Francis  Flowers,  MD 
Joseph  Thos  Garand,  MD 
Elizabeth  S.  Gordineer,  MD 
John  Harvey  Hanna,  MD 
William  Homer  Hester,  MD 
J.  Carlisle  Hewitt,  MD 
Vera  Church  Hyman,  MD 
Jack  Frank  Johnson,  MD 
John  Kim  Johnson,  MD 
Patrick  J.  LaPorte,  MD 
Mark  Erik  Meijer,  MD 
Fred  A.  Michael,  MD 
Narayanachar  S.  Mural  i,  MD 


Howard  Henry  Poston,  MD 
Gary  Lee  Rike,  MD 
Dan  Wesley  Robinson,  MD 
Howard  Guilford  Royal,  MD 
Jeffrey  Kent  Smith,  MD 
Hollis  P.  Snead,  MD 
Carl  Wilson  Sofley,  MD 
Paul  Kent  Switzer,  MD 
Michael  O.  Tanbonliong,  MD 
David  W.M.  Vormohr,  MD 
Steven  Kelly  White,  MD 
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ONE  HUNDRED  AND  FIFTY-SECOND 
ANNUAL  MEETING 

THE  CHARLESTON  PLACE  HOTEL 
CHARLESTON,  SC 
APRIL  27-30, 2000 


The  152nd  Annual  Meeting  of  the  South  Carolina 
Medical  Association  (SCMA)  will  mark  20  con- 
secutive years  in  Charleston  and  the  14th  consecu- 
tive year  at  the  Charleston  Place  Hotel. 

Information  regarding  the  meeting,  including 
registration  and  hotel  reservation  forms,  has  been 
mailed  to  all  South  Carolina  physicians,  but  if  you 
have  not  received  this  information,  call  the  SCMA 
headquarters  in  Columbia  at  (803)  798-6207  or 
(800)  327-1021,  statewide.  Again,  there  is  no  reg- 
istration fee  for  SCMA  members,  and  preregistra- 
tion is  encouraged. 

The  House  of  Delegates  meets  to  consider  the 
business  of  the  association  on  Friday,  April  28,  and 
again  on  Sunday  morning,  April  30.  Reference 
committees  will  meet  on  Friday  afternoon. 

A total  of  12.75  hours  of  Category  1 credit  to- 
ward the  Physician’s  Recognition  Award  of  the 
American  Medical  Association  (AMA)  have  been 
approved  by  the  SCMA  beginning  on  Thursday  af- 
ternoon and  ending  on  Saturday  afternoon.  Con- 
sult the  Schedule  of  Events  which  follows,  for 
details  on  all  programs.  The  shaded  areas  in  the 
Schedule  of  Events  indicate  programs  approved  for 
continuing  medical  education  credit  through  the 
SCMA.  Each  physician  should  claim  only  those 


hours  of  credit  which  he  or  she  actually  spent  in 
the  educational  activity. 

Our  special  guests  for  the  Annual  Meeting  are 
Yank  D.  Coble,  M.D.,  Secretary-Treasurer  and  Ex- 
ecutive Committee  Member  of  the  AMA  Board  of 
Trustees  and  Marilyn  H.  Gaston,  MD,  Assistant 
Surgeon  General  in  the  Public  Health  Service.  Dr. 
Gaston  will  make  brief  remarks  to  the  House  of 
Delegates  on  Friday.  Dr.  Coble  will  address  the 
House  of  Delegates  on  Sunday  morning. 

Again  this  year,  the  SCMA  will  serve  as  the 
umbrella  organization  for  many  specialty  societ- 
ies who  will  hold  business  and  scientific  sessions 
during  the  Annual  Meeting. 

The  SCMA  Board  of  Trustees  will  meet  on 
Thursday,  April  27  and  at  breakfast  each  day  to 
consider  business  which  arises  during  the  House 
of  Delegates  meetings. 

The  Journal  contains  only  the  officer  and  sub- 
sidiary reports  available  at  publication  deadline. 
Additional  reports  and  resolutions  will  be  included 
in  the  delegates’  handbooks  which  will  be  mailed 
prior  to  the  meeting.  Delegates  are  asked  to  bring 
their  handbooks  to  the  meeting  or  to  pass  them 
along  to  alternate  delegates  if  they  are  unable  to 
attend. 


— DK 
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ONE  HUNDRED  AND  FIFTY-SECOND  ANNUAL  MEETING 

SCHEDULE  OF  EVENTS 


Thursday,  April  27,  2000 

TIME/LOCATION 

EVENT 

11:30  a.m.-7:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  - Open 

12:15  p.m. -1:00  p.m. 
Charleston  Grill 

SCMA  Board  of  Trustees  Luncheon 

1:00  p.m. -5:00  p.m. 
Willow  Ballroom 

SCMA  Board  of  Trustees  Meeting 

1:00  p.m. -5:00  p.m. 
Magnolia  Ballroom 

SCMA  Plenary  Session 
“What’s  New  in...” 

1:00-1:20 

“Hepatitis  C” 

Adrian  Reuben,  MD,  MUSC,  Charleston,  SC 

1:20-1:40 

“MRCP  Current  Applications” 

Joshua  Farber.  MD,  MUSC,  Charleston,  SC 

1:40-2:00 

“Ethics  of  Infertility  Management” 

Donald  Saunders,  MD.  USC  School  of  Medicine,  Columbia.  SC 

2:00-2:15 

Question  and  Answer  Session 

2:15-2:25 

Break 

2:25-2:45 

“Diabetes- What’s  New  in  1999-2000" 

John  A.  Colwell,  MD,  PhD,  MUSC.  Charleston,  SC 

2:45-3:05 

“Hypertension” 

Brent  M.  Egan,  MD,  MUSC,  Charleston,  SC 

3:05-3:25 

“Organ  Donation” 

Kenneth  Chavin,  MD,  MUSC,  Charleston,  SC 

3:25-3:40 

Question  and  Answer  Session 

3:40-3:50 

Break 

3:50-4:10 

“Update  on  Humanpapillomavirus  Infections” 
Brian  Berman,  MD,  PhD,  Miami,  FL 
(Supported  by  a Restricted  Educational  Grant  from 
3M  Pharmaceuticals) 

4:10-4:30 

“Physician  Provider  Comparison  Network” 
Peter  Bailey,  Columbia,  SC 

4:30-4:50 

“Board  of  Medical  Examiners  Update” 
Hartwell  Hildebrand,  MD,  Rock  Hill,  SC 
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SCHEDULE  OF  EVENTS 

Thursday,  April  27,  2000  (cont.) 

TIME/LOCATION 

4:50-5:00 

EVENT 

Question  and  Answer  Session 

2:00  p.m.-5:00  p.m. 
Alliance  President’s  Suite 

Alliance  Registration 

3:00  p.m.-5:00  p.m. 
Jenkins/King  Room 

Alliance  Executive  Board  Meeting 

3:00  p.m.-7:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibitors  Set  Up 

4:00  p.m.-5:00  p.m. 
Drayton  Room 

Organizational  Meeting  of  the  SCMA  Medical  Student  Section 

5:00  p.m.-6:30  p.m. 
Alliance  President’s  Suite 

Alliance  Reception 

(All  SCMA  Members  and  Spouses  Welcome) 

6:00  p.m.-8:00  p.m. 
Magnolia  Ballroom 

SCMA  Young  Physicians’  Section  House  of  Delegates 

8:00  p.m.-9:00  p.m. 

Roof  Garden 

(Backup:  Jenkins/King  Room) 

SCMA  Young  Physicians’  Section  Reception 
(Supported  by  SCMA  Financial  Services,  Inc.) 

Friday,  April  28,  2000 


TIME/LOCATION 

EVENT 

7:00  a.m.-5:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  - Open 

7:00  a.m.-8:00  a.m. 
Charleston  Grill 

SCMA  Board  of  Trustees  and 
Past  Presidents’  Breakfast 

7:00  a.m.-8:00  a.m. 
Edmunds  Room 

Interspecialty  Council  and  Specialty 
Society  Delegates  Meeting 

7:30  a.m.-8:30  a.m. 
Booths  9 & 32 

Coffee/Juice 

7:30  a.m.-6:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibits  Open 

8:00  a.m.-ll:30  a.m. 
Willow/Magnolia  Ballrooms 

SCMA  House  of  Delegates 

9:00  a.m.-ll:30  a.m. 
Colleton  Room 

SC  Cardiopulmonary  Rehabilitation 
Association  Board  of  Directors  Meeting 

9:00  a.m.-ll:00  a.m. 
Hibernian  Hall 

Alliance  Silent  Auction 
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SCHEDULE  OF  EVENTS 

Friday,  April  28,  2000  (cont.) 


TIME/LOCATION 

9:00  a.m. -12:00  p.m. 
Hibernian  Hall 

EVENT 

Alliance  Registration  - Open 

9:00  a.m. -6:00  p.m. 
Hibernian  Hall 

Alliance  Boutique  Shopping 

9:45  a.m. -10:45  a.m. 
Booths  9 & 32 

Coffee  Break 

( Supported  by  Companion  Technologies) 

10:00  a.m. -10:30  a.m. 
Hibernian  Hall 

Alliance  Legislative  Update 

Jan  McKellar,  SCMA  Director  of  Health  Policy  Affairs 
Aaron  Kozlowski,  SCMA  General  Counsel 

10:30  a.m.-ll:30  a.m. 
Suite  2K 

MUSC  Medical  Alumni  Board  Meeting 

1 1:00  a.m. -12:30  p.m. 
2nd  Floor  Grand  Hall 

SC  Cardiopulmonary  Rehabilitation  Association  Registration 

11:00  a.m. -12:30  p.m. 
Hibernian  Hall 

Alliance  Luncheon  Honoring  Past  State 
Presidents  and  County  Presidents 

12:00  noon-l:30  p.m. 
Charleston  Grill 

SCMA  Young  Physicians’  Section  Luncheon  & Meeting 
( Supported  by  the  AM  A Young  Physicians  Section) 

12:00  noon-l:30  p.m. 
Suite  2G 

SC  Society  of  Anesthesiologists  Executive 
Committee  Luncheon  Meeting 

12:00  noon-4:30  p.m. 
Jenkins/King  Room 

SC  Dermatological  Association 
Scientific  Session  and  Business  Meeting 

12:00-12:45 

“Imiquidmod:  HPV  and  Beyond” 

Brian  Berman,  MD,  PhD,  Miami,  FL 
(Supported  by  a Restricted  Educational  Grant  from 
3M  Pharmaceuticals) 

12:45-1:00 

Question  and  Answer  Session 

1:00-1:45 

“Cutaneous  Laser  Resurfacing  for  the  Millennium” 
Tina  S.  Alster,  MD,  The  Washington  Institute  of 
Dermatologic  Laser  Surgery,  Washington,  DC 

1:45-2:00 

Question  and  Answer  Session 

2:00-2:15 

Coffee  Break 

2:15-3:00 

“Laser  Scar  Revision:  From  Theory  to  Reality” 
Tina  S.  Alster,  MD,  The  Washington  Institute  of 
Dermatologic  Laser  Surgery,  Washington,  DC 

3:00-3:15 

Question  and  Answer  Session 
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SCHEDULE  OF  EVENTS 

Friday,  April  28,  2000  (cont.) 


TIME/LOCATION 

3:15-4:00 

EVENT 

“Current  Topics  in  Contact  Dermatitis:  Artificial  Nails, 
Eyelid,  Medical  Gloves,  and  Protein  Contact  Dermatitis” 
Jere  D.  Guin,  MD,  Little  Rock,  AR 
(Supported  by  a Restricted  Educational 
Grant  from  the  Dermatology  Foundation) 

4:00-4:15 

Question  and  Answer  Session 

4:15-5:15 

Business  Meeting 

12:00  p.m.-6:00  p.m. 
Suite  2J 

Pathology  Services  Associates  of  South 
Carolina  Annual  Meeting  Luncheon 

12:30  p.m. -1:30  p.m. 
Edmunds  Room 

Reference  Committee  Chairpersons’  Luncheon 

12:30  p.m. -2:30  p.m. 
Colleton  Room 

SCMA  Seminar:  “New  Drug  Update” 

C.  Wayne  Weart,  PharmD.  MUSC.  Charleston.  SC 
(Supported  by  a Restricted  Educational 
Grant  from  Procter  and  Gamble) 

12:30  p.m.-2:30  p.m. 
Drayton  Room 

SC  Psychiatric  Association  Scientific  Session 

12:30-1:20 

“Diagnosis  and  Treatment  of  Substance  Abuse” 
Robert  J.  Malcolm,  Jr.,  MD,  MUSC,  Charleston,  SC 

1:20-1:30 

Question  and  Answer  Session 

1:30-2:20 

“Adult  Attention  Deficit  Disorder:  Diagnosis  and  Treatment” 
Deborah  D.  Leverette,  MD.  Columbia,  SC 

2:20-2:30 

Question  and  Answer  Session 

12:45  p.m.-2:15  p.m. 
Willow  Ballroom 

MUSC  Alumni  Awards  Luncheon 

12:45  p.m.-5:00  p.m. 
Magnolia  Ballroom 

SC  Cardiopulmonary  Rehabilitation 
Association  Symposium 

12:45-1:00 

Opening  Remarks  and  Award  Presentation 
Linda  L.  Johnson,  RN,  MSN,  President, 

SC  Cardiopulmonary  Rehabilitation  Association 

1:00-1:45 

“Implications  of  Nutrition  and  Physical  Activity  During  Childhood  for 
Adult  Cardiac  Disease” 

William  H.  Dietz,  Jr.,  MD.  PhD,  Centers  for 
Disease  Control  and  Prevention,  Atlanta,  GA 

1:45-2:00 

Question  and  Answer  Session 
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SCHEDULE  OF  EVENTS 

Friday,  April  28,  2000  (cont.) 


TIME/LOCATION 

2:00-2:45 

EVENT 

“Heart  Failure  Patients  and  Cardiac  Rehabilitation” 
Sander  van  Cleeff,  MD,  Charlotte,  NC 

2:45-3:00 

Break 

3:00-3:45 

“Emerging  Antiplatelet  Treatment  Strategies  in  Patients  with  Acute 
Coronary  Syndromes” 

Nicolas  A.  F.  Chronos,  MD,  Atlanta,  GA 
(Supported  by  a Restricted  Educational  Grant  from 
Merck  and  Company) 

3:45-5:00 

Round  Tables: 

(Attendees  will  be  able  to  attend  one  round  tables) 

“Pulmonary  Rehabilitation” 

Neil  Ross  MacIntyre,  Jr.,  MD,  Durham,  NC 

“The  Impact  of  Diabetes  on  Cardiovascular  Disease” 

Usah  Lilavivat,  MD,  Sumter,  SC 

“Resistance  Training  in  Comprehensive  Rehabilitation  Programs” 
Matthew  S.  Feigenbaum,  PhD,  Furman  University,  Greenville.  SC 

1:00  p.m.-4:30  p.m. 
Hibernian  Hall 

Alliance  House  of  Delegates 

1:30  p.m. -3:00  p.m. 
Hampton,  Fenwick  and 
Gadsden  Rooms,  Suite  2E 

SCMA  Reference  Committee  Meetings 
(Specific  room  assignments  will 
appear  in  Delegates  Handbook) 

2:00  p.m. -4:00  p.m. 
Suite  2K 

SC  Society  of  Anesthesiologists  Office/ 
Business  Managers  Meeting 

2:15  p.m. -3:15  p.m. 
Booths  9 & 32 

Coffee  Break 

2:30  p.m. -5:30  p.m. 
Suite  2L 

SCMA  Workshop:  “Alternative  Medicine” 

2:30-3:15 

“Overview  of  Alternative  Medicine” 

Marilyn  H.  Gaston,  MD,  Assistant  Surgeon  General,  Bureau  of 
Primary  Health  Care,  Bethesda,  MD 

3:15-3:45 

“Nutraceutical  Products” 

David  Gangemi,  PhD,  National  Nutraceutical  Center,  Charleston,  SC 

3:45-4:00 

Question  and  Answer  Session 

4:00-4:30 

“Acupuncture” 

William  D.  Skelton,  D.Ac.,  Columbia,  SC 
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Friday,  April  28,  2000  (cont.) 


TIME/LOCATION 

4:30-5:15 

EVENT 

“Spirituality  and  Healing” 

Harold  G.  Koenig,  MD.  MHSc,  Duke  University,  Raleigh,  NC 

5:15-5:30 

Question  and  Answer  Session 

3:00  p.m.-5:00  p.m. 
Edmunds  Room 

SC  Oncology  Society  Business  Meeting 

3:00  p.m. -5:00  p.m. 
Hampton,  Fenwick,  and 
Gadsden  Rooms 

SCMA  Reference  Committee  Meetings 
(Specific  room  assignments  will 
appear  in  Delegates  Handbook) 

3:30  p.m.-5:00  p.m. 
Beauregard  Room 

USC  School  of  Medicine  Alumni 
Association  Meeting 

4:00  p.m. -6:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

SCMA  Reception  Honoring  Delegates, 

Alternates,  Speakers  and  Exhibitors 
(All  Registrants  Welcome) 

(Partial  Support  Provided  by  NBSC  - National  Bank  of  South  Carolina) 

4:30  p.m.-6:00  p.m. 
Hibernian  Hall 

Alliance  Tea  and  Toddy  Celebration 

5:00  p.m.-7:00  p.m. 

2nd  Floor  Terrace 
(Backup:  Drayton  Room) 

USC  School  of  Medicine  Alumni 
and  Faculty  Reception 

5:30  p.m.-7:30  p.m. 
Suite  2G 

SC  Chapter  of  the  American  Academy  of 
Pediatrics  Cocktail  Reception 

6:00  p.m.-7:30  p.m. 
Colleton  Room 

Duke  Medical  Alumni  Reception 

6:30  p.m. -9:00  p.m. 
Peninsula  Grill 

SC  Society  of  Anesthesiologists 
Reception  and  Dinner 

7:30  p.m.-9:00  p.m. 
Gibbes  Museum  of  Art 

SC  Dermatological  Association 
Reception 

TIME/LOCATION 

Saturday,  April  29,  2000 
EVENT 

7:00  a.m.-l:15  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  Open 

7:30  a.m.-8:30  a.m. 
Fenwick  Room 

Editorial  Board  Breakfast  Meeting 

7:30  a.m.-8:30  a.m. 
Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 
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SCHEDULE  OF  EVENTS 


Saturday,  April  29,  2000  (cont.) 


TIME/LOCATION 

7:30  a.m.-8:30  a.m. 
Suite  2L 

EVENT 

SC  Society  of  Anesthesiologists 
Breakfast  Meeting  (SCSA  Members  Only) 

7:30  a.m. -9:00  a.m. 
Ashley  Cooper  Room 

Residents  Breakfast  Meeting 

7:30  a.m. -9:30  a.m. 
Booths  9 & 32 

Continental  Breakfast 

7:30  a.m.-8:00  a.m. 
Gadsden  Room 

SC  Vascular  Surgery  Society 
Continental  Breakfast 

7:30  a.m.-8:15  a.m. 
Willow  Ballroom 

SC  Cardiopulmonary  Rehabilitation 
Association  Continental  Breakfast 

7:30  a.m.-9:00  a.m. 
Suite  2K 

SC  Chapter  of  the  American  Academy  of 
Pediatrics  Executive  Committee  Meeting 

7:30  a.m.-12:00  noon 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibits  Open 

7:30  a.m.-8:00  a.m. 
Magnolia  Ballroom 

SC  Dermatological  Association 
Continental  Breakfast 

8:00  a.m. -10:00  a.m. 
Suite  2H 

SC  Society  of  Pathologists  Business  Meeting 
and  Continental  Breakfast 

8:00  a.m. -1 1:30  a.m. 
Hampton  Room 

SC  Vascular  Surgery  Society 
Scientific  Session  and  Business  Meeting 

8:00-10:00 

Academic  Presentations  of  Society  Members 

10:00-11:00 

“The  Medical  Management  of  Vasculogenic  Claudication” 
Samuel  Money,  MD,  New  Orleans,  LA 

11:00-11:30 

Business  Meeting 

8:00  a.m. -12:15  p.m. 
Magnolia  Ballroom 

SC  Dermatological  Association  Scientific  Session 

8:00  -8:45 

“Clinical  and  Histologic  Diagnosis  of  Malignant  Melanoma” 
Clay  Cockerell,  MD,  Dallas,  TX 

8:45-9:00 

Question  and  Answer  Session 

9:00-9:45 

“What’s  New  In  Dermatopathology?” 
Clay  Cockerell,  MD,  Dallas,  TX 

9:45-10:00 

Question  and  Answer  Session 

10:00-10:15 

Coffee  Break 
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- SCHEDULE  OF  EVENTS 

Saturday,  April  29,  2000  (cont.) 


TIME/LOCATION 

10:15-11:00 

EVENT 

“Diapers  and  Diaper  Dermatitis” 

Mary  K.  Spraker,  MD,  Emory  University 
School  of  Medicine,  Atlanta,  GA 

11:00-11:15 

Question  and  Answer  Session 

11:15-12:00 

“Consultations  in  Pediatric  Dermatology” 
Mary  K.  Spraker,  MD,  Emory  University 
School  of  Medicine,  Atlanta,  GA 

12:00-12:15 

Question  and  Answer  Session 

8:15  a.m. -12:30  p.m. 
Willow  Ballroom 

SC  Cardiopulmonary  Rehabilitation 
Association  Symposium 

8:15-8:30 

Opening  Remarks 

8:30-9:45 

“Expanding  the  Cardiopulmonary  Rehabilitation  Model.  Thinking 
Outside  the  Box” 

Linda  K.  Hall,  PhD.  Columbus,  OH 

9:45-10:45 

Panel  Discussion 

Commentator:  J.  Larry  Durstine,  PhD 

Panelists:  Linda  K.  Hall,  PhD,  Memphis,  TN;  Sander  van  Cleeff.  MD, 
Charlotte,  NC;  Richard  P.  Foster,  MD,  Charleston,  SC;  Linda  L. 
Johnson,  RN,  MSN,  Loris,  SC;  William  A.  Webster,  IV,  PhD, 
Greenville,  SC 

10:45-11:00 

Coffee  Break 

11:00-12:15 

“The  Soul  and  Spirit  of  the  Health  Organizations” 
John  D.  Piper,  PhD,  Bowling  Green,  OH 

12:15-12:30 

Question  and  Answer  Session 

8:30  a.m.-9:00  a.m. 
Colleton  Room 

SC  Chapter  of  the  American  Academy  of 
Pediatrics  Continental  Breakfast 

8:30  a.m.-9:30  a.m. 
Charleston  Grill 

SCMA  Financial  Services,  Inc.  Board  of 
Directors  Meeting 

(Breakfast  will  be  available  at  8:15  a.m.) 

8:30  a.m. -10:30  a.m. 
Saks  Fifth  Avenue 

Private  Opening  of  Saks  for  Alliance 
Members  and  Guests 

8:30  a.m.-ll:30  a.m. 
Drayton  Room 

SCMA  Plenary  Session:  “The  Four  Most 

Statistically  Important  Health  Problems  in  South  Carolina” 

8:30  a.m. 

Introduction 

Spence  Taylor,  MD,  Greenville,  SC 

8:30  a.m. -9: 10  a.m. 

“Accidents” 
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SCHEDULE  OF  EVENTS 

Saturday,  April  29,  2000  (cont.) 


TIME/LOCATION 

8:30-8:45 

EVENT 

“Epidemiological  Considerations” 
Anbesaw  W.  Selassie,  DPH,  Columbia,  SC 

8:45-9:00 

“Clinical  Considerations” 

Tammy  Kopelman,  MD,  Charleston,  SC 

9:00-9:10 

Question  and  Answer  Session 

9:10  a.m.-9:50  a.m. 

“Cardiovascular  Disease  in  Diabetics” 

9:10-9:25 

“Epidemiological  Considerations” 
Martin  Crane,  PhD,  Greenville,  SC 

9:25-9:40 

“Clinical  Considerations” 

Shawn  Chillag,  MD,  Greenville,  SC 

9:40-9:50 

Question  and  Answer  Session 

9:50  a.m. -10: 10  a.m. 

Break 

10:10  a.m. -10:50  a.m. 

“Chronic  Renal  Failure” 

10:10-10:25 

“Financial  Considerations” 

David  Sheridan,  MD,  Columbia,  SC 

10:25-10:40 

“Clinical  Considerations” 

David  Cull,  MD,  Greenville,  SC 

10:40-10:50 

Question  and  Answer  Session 

10:50  a.m.-ll:30  a.m. 

“Prostate  Cancer” 

10:50-11:05 

“Epidemiological  Considerations” 

Ann  Coker,  PhD,  Columbia,  SC 
Maureen  Sanderson,  PhD,  Columbia,  SC 

11:05-11:20 

“Clinical  Considerations” 

Robert  Nelson,  MD,  Charleston,  SC 

11:20-11:30 

Question  and  Answer  Session 

8:45  a.m.-12:30  p.m. 
Jenkins/King  Room 

SC  Society  of  Anesthesiologists  Scientific 
Session 

8:45-9:00 

Introductions 

9:00-9:55 

“Nuts  and  Bolts  of  a Successful  Anesthesia  Critical  Care  Practice” 
John  W.  Hoyt,  MD,  Pittsburgh,  PA 

9:55-10:00 

Question  and  Answer  Session 

10:00-10:55 

“Raplon  - A Suitable  Replacement  for 
Succinylcholine?” 
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Saturday,  April  29,  2000  (cont.) 


TIME/LOCATION 

EVENT 

Rafael  V.  Miguel,  MD,  Tampa.  FL 

( Supported  by  a Restricted  Educational  Grant  from  Organon,  Inc.) 

10:55-11:00 

Question  and  Answer  Session 

11:00-11:55 

“Brain  Protection  in  Neurosurgery:  Do's  and  Don’ts” 
James  E.  Cottrell,  MD,  Brooklyn,  NY 

11:55-12:00 

Question  and  Answer  Session 

12:00-12:30 

“American  Society  of  Anesthesiologists  Update” 

Bert  Coffer.  MD,  District  Director  of  ASA,  Raleigh,  NC 

9:00  a.m. -10:00  a.m. 
Saks  Fifth  Avenue 

Private  Alliance  Shopping  at  Saks 
(All  Members  and  Guests  Invited) 

9:00  a.m. -11:00  a.m. 
Suite  2E 

SC  Orthopaedic  Association  Business  Meeting 

9:00  a.m.  - 12:00  noon 
Colleton  Room 

SC  Chapter  of  the  American  Academy  of 
Pediatrics  Scientific  Session 

9:00-9:45 

“Skin  Manifestations  of  Diseases  in  Pediatrics” 
Bruce  Thiers,  MD,  MUSC,  Charleston,  SC 

9:45-9:55 

Question  and  Answer  Session 

9:55-10:40 

“Neonatal  Orthopaedics:  Foot  and  Hip” 
Jon  R.  Davids,  MD,  Greenville,  SC 

10:40-10:50 

Question  and  Answer  Session 

10:50-11:05 

Coffee  Break 

11:05-11:50 

“When  Can  I Play  Doc?  What  to  Tell  Parents,  Coaches,  and  Athletes” 
Mark  J.  Mitchiner,  MD,  Sumter,  SC 

11:50-12:00 

Question  and  Answer  Session 

9:00  a.m. -12:30  p.m. 
Suite  2J 

SC  Society  of  Physical  Medicine  and  Rehabilitation  Scientific  Session 
and  Business  Meeting 
(Speakers  and  Topics  TBA) 

9:00  a.m.-l:00  p.m. 
Beauregard  Room 

SC  Medical  Directors  Association 
Scientific  Session  and  Business  Lunch 

9:30  a.m. -11:00  a.m. 
Edmunds  Room 

SOCPAC  Board  Meeting 

10:00  a.m. -11:00  a.m. 
Saks  Fifth  Avenue 

Special  Alliance  Fashion  Show 
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TIME/LOCATION 

10:00  a.m. -11:30  a.m. 
Suite  2L 

SCHEDULE  OF  EVENTS 

Saturday,  April  29,  2000  (cont.) 

EVENT 

SCMA  Foundation  Board  Meeting 

10:00  a.m. -12:00  noon 
Suite  2H 

SC  Society  of  Pathologists  Scientific 

Session 

“Selected  Thoughts  on  Breast  Pathology — Where  We  Are.  Where  We 
Are  Going.  Problems  and  Pitfalls” 

John  S.  Metcalf,  MD,  MUSC,  Charleston,  SC 

10:15  a.m. -11:15  a.m. 
Booths  9 & 32 

Coffee  Break 

10:30  a.m. -12:30  p.m. 
Suite  2K 

SCMA  Medical  Aspects  of  Sports  Committee: 
“Preparticipation  Exam:  Year  2000  Update” 

10:30-10:45 

Welcome  and  Introduction  to  Preparticipation  Exam  - 
Frank  Phillips,  MD.  Gaffney,  SC 

10:45-11:00 

“Proposed  New  Preparticipation  Exam  for  South  Carolina” 
Frederick  E.  Reed,  Jr..  MD.  Charleston,  SC 

11:00-11:15 

“Medical  Considerations  of  the  Preparticipation  Exam” 
Joe  Garcia,  MD,  Florence,  SC 

11:15-11:25 

Question  and  Answer  Session 

11:25-11:35 

Break 

11:35-11:50 

“Cardiac  Considerations  of  the  Preparticipation  Exam” 
R.  Austin  Rauniker.  MD,  Greenville,  SC 

11:50-12:05 

“Neurologic  Considerations  of  the  Preparticipation  Exam” 
Jerry  Petty,  MD,  Charlotte,  NC 

12:05-12:20 

“Musculoskeletal  Considerations  of  the  Preparticipation  Exam” 
Stephen  Geary,  MD,  Greenville,  SC 

12:20-12:30 

Question  and  Answer  Session 

1 1:00  a.m. -12:00  p.m. 
Ashley  Cooper  Room 

Gastroenterology  Ad  Hoc  Committee  Meeting 

11:00  a.m. -12:30  p.m. 

SCMA  Practice  Management  Services,  Inc.  Board  Meeting 

12:00  noon-2:00  p.m. 

SC  Orthopaedic  Association:  “Essentials  of  Foot  Care” 

12:00-12:25 

“Shoes  and  Orthotics” 

Robert  H.  Belding,  MD,  Columbia.  SC 

12:25-12:30 

Question  and  Answer  Session 
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Saturday,  April  29,  2000  (cont.) 


TIME/LOCATION 

12:30-12:55 

EVENT 

“Fractures  and  Sprains” 

Michael  J.  O’ Boyle,  MD,  Greenville,  SC 

12:55-1:00 

Question  and  Answer  Session 

1:00-1:25 

“Diabetic  Foot  Care” 

Robert  B.  W.  Lowery,  MD,  Charleston,  SC 

1:25-1:30 

Question  and  Answer  Session 

1:30-1:55 

“Bunions  and  Forefoot  Deformities” 
Michael  E.  Tollison,  MD,  Greenville,  SC 

1:55-2:00 

Question  and  Answer  Session 

12:15  p.m.-  1:00  p.m. 
Magnolia  Ballroom 

SC  Dermatological  Association  Luncheon 
(SCDA  Members  Only) 

12:15  p.m.  - 1:30  p.m. 
Suite  2L 

SC  Chapter  of  the  American  Academy 
of  Pediatrics’  CATCH  Annual  Meeting  & Luncheon 

6:30  p.m.  - 7:00  p.m. 
Willow  Ballroom 

Presidential  Inauguration  Ceremony 

7:00  p.m.-8:00  p.m. 
Magnolia/Live  Oak  Ballrooms 

SCMA  Presidents’  Gala  Reception 

(Supported  by  Carolina  Physicians  Advisory  Service) 

TIME/LOCATION 

Sunday,  April  30,  2000 

EVENT 

7:00  a.m.-10:30  a.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  Open 

7:30  a.m.-8:30  a.m. 
Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

8:30  a.m.-12:30  p.m. 
Dogwood/Cypress  and 
Live  Oak  Ballrooms 

SCMA  House  of  Delegates 

12:30  p.m.-l:00  p.m. 
Colleton  Room 

SCMA  Board  of  Trustees 
Reorganization  Meeting 

* Sessions  that  receive  SCMA  CME  credit  are  indicated  with  shading. 
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On  Dewees  Island,  it's  actually  quite 
common... you  see,  on  our  private  Island,  the  cars 
are  electric  carts. . .there's  no  need  for  a wallet. . .and 
we  measure  time  by  the  tides.  This  is,  indeed,  the 
place  at  the  end  of  the  line,  smack  dab  in  the  center 
of  solitude  central. 

Located  just  north  of  Charleston,  SC,  the 
lifestyle  on  Dewees  is  one  of 
complete  and  total  escape... 
an  environment  of  drenching 
relaxation,  where 
the  loudest  noise 
you'll  hear  is  the 
sound  of  the 
ocean... where  the  smells  in  the  air  are 
jasmine,  wildflowers,  and  honey- 
suckle... where  evening  sunsets  are  cause 
for  excitement  and  family  celebration. 


If  you'd  like  to  recapture  the  feeling 
of  being  a kid  on  summer  vacation— to 
spend  time  in  a wild  and  wonderful  place 
without  a worry  in  the  world — then 
perhaps  a home  on  Dewees  is  an  idea 
you  should  explore.  We  can  promise  you 
a warm,  genuine  community  atmos- 
phere... two  and  a half  miles  of  beautiful  beach...  a 20- 
minute  ferry  ride  to  separate  you  from  the  maddening 
crowds... and  a place  so  unique  it 
will  be  passed  down 
in  your  family  for 
generations  to  come. 

Dewees  Island  was  the 
first  recipient  of  the 
COASTAL  LIVING 
Responsible  Com- 
munity Development  Award. 


Dewees 

ISLAND . 

mm 


A PRIVATE.  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


Call  today  for  details.  Homesites  begin  at  $425,000 

1-800-444-7352  • 843-886-8783 


Visit  our  Web  Site:  www.deweesisland.com 
Dewees  Island  Real  Estate,  Inc.  • 46  41st  Avenue,  Isle  of  Palms,  SC 


Obtain  the  property  report  required  by  Federal  law  and  read  it  before  signing  anything.  No  Federal  agency  has  judged  the  merit  or  value,  if  any,  of  this  property.  N.j.E.  6-3-96/2 


LEARNING  OBJECTIVES  FOR  SCIENTIFIC  SESSIONS 


Under  each  session  name  is  listing  of  objectives  that  each  attendee  should  be  able  to  achieve  at  the 

end  of  the  specific  session. 


“Hepatitis  C” 

- State  who  should  be  screened  for  Hepatitis  C. 

- Order  the  appropriate  confirmatory  test. 

- Counsel  a patient  with  Hepatitis  C regarding  prognosis, 
infectivity/modes  of  transmission,  on-going  follow-up. 
and  treatment  options. 

- Order  appropriate  ancillary  follow-up  studies. 

- State  when  to  obtain  consultation/refer  the  patient  for 
further  care. 

“MRCP:  Current  Applications” 

- Recognize  MRCP's  utility. 

- Outline  current  techniques  of  MRCP  and  discuss 
clinical  cases. 

- Discuss  the  current  debate  regarding  MRCP's  role 
clinically. 

- Discuss  MRCP's  proposed  future  role. 

“Ethics  of  Infertility  Management” 

- Discuss  the  ethical  aspects  of  iatrogenic  multiples. 

- Discuss  the  ethical  aspects  of  routine  ultrasound 
(prenatal  diagnosis). 

- Discuss  the  ethical  aspects  of  maternal-fetal  conflict. 

•‘Diabetes  - What’s  New  in  1999-2000” 

- List  new  diagnostic  and  treatment  options  for  diabetes. 

- Develop  an  updated  diabetic  treatment  plan  based  on 
this  new  information. 

‘Hypertension” 

- Describe  recent  trends  in  the  prevalence/occurrence  of 
hypertension  and  related  conditions  in  South  Carolina. 

- Outline  the  recommended  approach  to  treatment  for 
hypertensive  patients. 

- Describe  any  new  pharmacologic  advances  in  the 
treatment  of  hypertension. 

“Organ  Donation” 

- List  the  latest  techniques  in  living  kidney  and  liver 
donations. 

“Update  on  Humanpapillomavirus  Infections” 

- Discuss  the  epidemiology  and  virology  of 
humanpapillomavirus. 

- Discuss  the  nature  of  external  genital  warts  infection  as 
well  as  the  mode  of  transmission  of  this  virus. 

- Discuss  the  differential  diagnosis  of  external  genital 
warts. 

- Outline  the  current  treatment  options  for  external 
genital  warts. 

- Discuss  the  rationale  for  and  execution  of  the  different 
management  and  counseling  strategies  for  patients  with 
external  genital  warts. 

“Physician  Provider  Comparison  Network” 

- Discuss  the  protocol  for  establishing  provider 
performance  criteria  utilizing  insurance  claim 
information. 

- Describe  the  method  of  accessing  personal  performance 


database  in  Provider  Comparison  Network 

- Compare  personal  performance  data  with  that  of  peer 
group. 

"Board  of  Medical  Examiners  Update” 

- Enumerate  new  or  changed  regulations  by  SC  Board  of 
Medical  Examiners. 

- List  the  most  common  physician  problems/concems  that 
come  before  the  board. 

- Define  ways  to  prevent  licensure  problems  by  our 
physicians. 

"Diagnosis  and  Treatment  of  Substance  Abuse” 

- Recognize  the  signs  and  symptoms  of  a patient  who  is 
abusing  substances. 

- Evaluate  the  severity  of  substance  abuse  and  the  need 
for  further  treatment. 

- List  treatment  options  for  a patient  who  is  abusing 
substances. 

“Adult  Attention  Deficit  Disorder:  Diagnosis  and 

Treatment” 

- Recognize  the  signs  and  symptoms  of  Adult  Attention 
Deficit  Disorder. 

- Assess  the  need  for  further  evaluation  of  the  patient. 

- Discuss  sources  of  treatment  for  the  patient. 

"Implications  of  Nutrition  and  Physical  Activity  Dur- 
ing Childhood  for  Adult  Cardiac  Disease” 

- Discuss  the  relationship  of  obesity7  and  its  associated 
risks  in  childhood  to  cardiovascular  disease  in  adults. 

- Identify-  the  contributing  factors  to  childhood  obesity. 

"Heart  Failure  Patients  and  Cardiac  Rehabilitation” 

- Describe  the  role  of  cardiac  rehabilitation  in  the 
assessment,  education,  and  monitoring  of  patients  with 
and  at  risk  for  heart  failure. 

“Emerging  Antiplatelet  Treatment  Strategies  in  Pa- 
tients with  Acute  Coronary  Syndromes” 

- Discuss  the  role  of  platelets  in  the  pathophysiology  of 
Acute  Coronary  Syndromes  (ACS). 

- Describe  the  treatment  options  in  patients  with  ACS. 

- Discuss  the  relevance  of  the  various  therapeutic 
strategies  in  ACS. 

"Pulmonary  Rehabilitation” 

- Discuss  the  principles  of  pulmonary-  rehabilitation  in  the 
perioperative  patient. 

“The  Impact  of  Diabetes  on  Cardiovascular  Disease” 

- Describe  the  enhanced  risk  factors  that  diabetes  has  upon 
cardiovascular  disease. 

- Discuss  the  importance  of  lipid  management  for  the 
diabetic  patient. 

- Outline  the  appropriate  levels  of  HDL.  LDL, 
trigylcerides,  and  total  cholesterol  for  the  diabetic 
patient. 

“Resistance  Training  in  Comprehensive  Rehabilitation 

Program” 
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LEARNING  OBJECTIVES 


- Discuss  the  role  of  resistance  training  in 
comprehensive  rehabilitation  programs  for  patients  with 
chronic  disease(s),  with  specific  reference  to  its 
physiologic  basis  and  rationale,  safety,  and  efficacy. 

- Outline  the  participation  criteria  and  prescriptive 
guidelines  for  resistance  training  in  patients  with 
coronary  artery  disease. 

- Discuss  the  current  literature  regarding  resistance 
training  for  patients  with  chronic  heart  failure  and 
cardiac  transplant  recipients. 

“New  Drug  Update” 

- Compare  and  contrast  the  new  oral  agents  for  the 
management  of  Type  2 diabetes  mellitus  including 
troglitazone  (Rezulin),  rosiglitazone  (Avandia)  and 
pioglitazone  (Actos). 

- Compare  and  contrast  the  new  non-steroidal 
antiinflammatory  agents  including  celecoxib  (Celebrex) 
and  rofecoxib  (Vioxx). 

- Describe  the  appropriate  use  of  beta-blocking 
medications  in  the  treatment  of  systolic  dysfunction  heart 
failure. 

- Discuss  the  potential  advantages  and  disadvantages  of 
the  new  proton  pump  inhibitors  rabeprazole  (Aciphex) 
and  pantoprazole  (Protonix)  vs.  the  existing  agents. 

- Describe  the  appropriate  use  of  the  two  new 
medications  for  treatment  of  influenza  A and  B; 
zanamivir  (Relenza)  and  osteltamivir  (Tamiflu). 

- Compare  and  contrast  the  newest  hypnotic  zaleplon 
(Sonata)  to  zolpidem  (Ambien)  and  discuss  the 
appropriate  use  of  hypnotics. 

“Overview  of  Alternative  Medicine” 

- Discuss  the  current  status  of  alternative  medicine. 

- Recognize  which  areas  of  alternative  medicine  hold 
special  interest  or  promise  to  physicians. 

- Recognize  the  areas  or  therapies  represent  potential 
concerns  (dangers)  to  the  general  public. 

“Nutraceutical  Products” 

- Present  a general  overview  of  popular  herbals  and  their 
current  uses. 

- Identify  the  five  leading  medicinal  botanicals  and 
discuss  the  scientific  evidence  to  support  their  use. 

- Discuss  “consumer  beliefs”  in  the  use  of  natural 
products  for  treatment  of  chronic  diseases. 

- Identify  reference  resources  which  can  be  used  to 
evaluate  the  safety  and  toxicity  of  botanicals. 

“Acupuncture” 

- Recognize  when  to  refer  a patient  for  acupuncture. 

- Discuss  the  qualifications  of  the  acupuncturist. 

- Outline  the  techniques  utilized  (a  general  overview)  by 
the  acupucturist. 

“Spirituality  and  Healing” 

- Discuss  the  scientific  evidence  for  the  effects  of 
spirituality  on  healing. 

- Identify  how  faith  issues  are  now  being  investigated  in 
clinical  research. 

- Describe  how  physicians  may  address  spirituality  as  a 


part  of  their  clinical  care. 

“The  Medical  Management  of  Vasculogenic 

Claudication” 

- List  the  current  therapies  for  the  medical  management 
of  claudication. 

“Nuts  and  Bolts  of  a Successful  Anesthesia  Critical  Care 

Practice” 

- Discuss  why  anesthesiologists  are  suited  for  critical  care. 

- Outline  how  to  staff  and  efficiently  run  a practice. 

“Raplon  - A Suitable  Replacement  for 

Succinylcholine?” 

- Outline  the  properties  of  rapacuronium. 

- Discuss  the  pharmacology  of  rapacuronium. 

- List  the  side  effects  of  rapacuronium. 

- Discuss  the  uses  and  application  for  rapacuronium. 

“Brain  Protection  in  Neurosurgery:  Do’s  and  Don’ts” 

- Outline  the  recent  clinical  trial  findings  concerning 
prophylactic  intraoperative  cerebral  protection. 

- Discuss  the  clinical  practices  that  have  been  long  on 
promise  and  short  on  delivery. 

- Explain  the  deleterious  effects  of  drugs  with  which 
anesthesiologists  have  become  too  comfortable. 

“The  Four  Most  Statistically  Important  Health 

Problems  in  South  Carolina” 

- List  the  four  most  statistically  important  health 
problems  in  South  Carolina. 

- Discuss  the  negative  and  positive  impact  of  the  four 
health  problems  upon  the  populace. 

- Outline  preventive  measures  to  use  to  lower  the  rate  of 
these  four  health  problems  in  South  Carolina. 

“Expanding  the  Cardiopulmonary  Rehabilitation 

Model,  Thinking  Outside  the  Box” 

- Discuss  the  possibilities  of  expanding  the  services  of  a 
traditional  Cardiopulmonary  Rehabilitation  Model. 

- Discuss  the  importance  of  outcome  measurements  such 
as  a reduction  of  patient  length  of  stay  and  a reduction 
of  patient  readmissions. 

Panel  Discussion 

- Discuss  other  avenues  of  cardiopulmonary 
rehabilitation  to  expand  into  a Disease  Management 
Program. 

- Outline  how  to  present  to  their  administrators  two 
outcomes  that  will  reflect  the  viability  of  traditional  and 
non-traditional  cardiopulmonary  rehabilitation. 

“The  Soul  and  Spirit  of  the  Health  Organization” 

- Reexamine  their  own  spiritual  values. 

- Outline  how  to  enhance  all  organizational  members 
beneficial  energy  levels  and  caring  relationships. 

- Outline  how  to  recharge  each  members  positive 
spiritual  batteries. 

“Skin  Manifestations  of  Diseases  in  Pediatrics” 

- Discuss  clinical  presentations  of  various  skin  disorders 
in  children. 

“Neonatal  Orthopaedics:  Foot  and  Hip” 

- Distinguish  between  calcaneoualgus,  metatarsus 
adductus,  and  talipes  equinovarus  foot  deformities. 
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- Identify  the  indications  for  ultrasound  in  the  diagnosis 
and  management  of  developmental  dysplasia  of  the  hip. 

- Describe  how  to  apply  a Pavlik  harness. 

“When  Can  I Play  Doc?  What  to  Tell  Parents,  Coaches, 

and  Athletes” 

- Discuss  the  basic  anatomy  of  the  shoulder,  knee,  and 
ankle. 

- Outline  injuries  to  the  shoulder,  knee,  and  ankle. 

- Outline  historical  and  physical  exam  techniques  to 
facilitate  assessment  and  management  of  injuries  to  the 
shoulder,  knee,  and  ankle. 

- Discuss  how  to  refer  appropriately. 

“Selected  Thoughts  on  Breast  Pathology  - Where  We 

Are,  Where  We’re  Going,  Problems  and  Pitfalls” 

- Discuss  the  pathologists  role  as  part  of  a 
multidisciplinary  team. 

- Discuss  the  utility  and  limitations  of  core  biopsies. 

- Recognize  the  importance  and  limitations  of  “margins”. 

- Discuss  the  utility  of  IHC  in  the  assessment  of  lymph 
nodes. 

- Describe  the  difficulties  involved  in  determining  Her  2/ 
nu  status  and  the  use  of  IHC  and  FISH  techniques  in 
this  regard. 

- Discuss  RTPCR  as  a potentially  useful  technique  in 
evaluation  of  lymph  nodes  (MIMS  study). 

“Preparticipation  Exam:  Year  2000  Update 

- Discuss  the  need  for  preparticipation  exams  and 
recognize  minimum  standards  for  preparticipation 
exams. 

“Proposed  New  Preparticipation  Exam  for  South 

Carolina” 

- Identify  the  new  South  Carolina  preparticipation  exam. 

- Discuss  the  advantages  of  new  form  vs.  old  form. 


“Medical  Considerations  of  the  Preparticipation 
Exam” 

- List  the  differences  in  station  vs.  individual  exams. 

- Identify  disqualifying  medical  conditions. 

“Cardiac  Considerations  of  the  Preparticipation 
Exam” 

- Identify  the  disqualifying  cardiac  conditions. 

- Identify  the  important  components  of  a screening 
cardiac  exam. 

“Neurologic  Considerations  of  the  Preparticipation  Exam” 

- Perform  a screening  neurologic  exam. 

- Evaluate  an  athlete  with  a head  injury. 

“Musculoskeletal  Considerations  of  the 
Preparticipation  Exam” 

- Perform  the  “two-minute”  musculoskeletal  exam. 

- Identify  orthopaedic  conditions  requiring  referral  to  a 
specialist. 

“Shoes  and  Orthotics” 

- Prescribe  appropriate  orthotic  devices  and  shoes  for 
common  maladies  of  the  ankle  and  foot. 

“Fractures  and  Sprains” 

- Describe  the  non-operative  treatment  of  common  sprains 
and  fractures  of  the  ankle  and  foot. 

- Outline  the  indications  for  referral  of  common  sprains 
and  fractures  of  the  ankle  and  foot. 

“Diabetic  Foot  Care” 

- Describe  how  to  prevent  complications,  e.g., 
osteomyelitis. 

- Describe  how  to  prevent/treat  callouses. 

- Describe  how  to  prevent/treat  skin  breakdown. 
“Bunions  and  Forefoot  Deformities” 

- Describe  the  non-operative  treatment  and  indications  for 
surgery  of  bunions  and  forefoot  deformities. 


The  SCMA  reserves  the  right  to  modify  speakers,  topics,  and  learning  objectives  as  needed.  The  SCMA  designates 
this  continuing  medical  education  activity  for  up  to  12.75  hours  of  Category  1 credit  towards  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association.  Each  physician  should  claim  only  those  hours  of  credit  he 
or  she  actually  spent  in  the  educational  activity.  The  SCMA  is  accredited  by  the  Accreditation  Council  for  Continu- 
ing Medical  Education  (ACCME)  to  provide  continuing  medical  education  for  physicians.  The  SCMA  takes  respon- 
sibility for  the  content,  quality,  and  scientific  integrity  of  this  CME  activity.  The  SCMA  adheres  to  the  ACCME 
standards  regarding  industry  support  of  CME  in  disclosure  of  faculty  and  commercial  support  relationships.  This 
information  will  be  contained  in  the  final  program  and  reported  at  each  session.  The  2000  Scientific  Assembly  was 
designed  for  South  Carolina  physicians  from  all  specialities. 
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2000  DELEGATES  AND  ALTERNATES 


• ABBEVILLE 

not  available  at  press  time 

• AIKEN 

Steven  Maurice  Clark  MD 
Wayne  G.  Entrekin  MD 
Wayne  Thomas  Frei  MD 
Nicholas  Joseph  Sanito  MD 
Frank  Michael  Vasovski  MD 
Alternate: 

John  R.  Cook  MD 
L.  Dieter  Voegele  MD 

• ALLENDALE 

not  available  at  press  time 

• ANDERSON 

not  available  at  press  time 

BAMBERG 

not  available  at  press  time 

BARNWELL 

not  available  at  press  time 

BEAUFORT 

Richard  Edwin  Akers  II  MD 
Paul  Mazzeo  MD 
Baxter  F McLendon  III  MD 
H Timberlake  Pearce  Jr  MD 
Douglas  John  Thompson  MD 
Alternates: 

Robert  Edward  Bell  MD 
Michael  D Coffey  MD 
Scott  D Condie  MD 
Ralph  Erskine  Moore,  III  MD 
Thor  Robert  Rhodin  MD 
Gregory  A Slachta  MD 
Leland  C Stoddard  Jr  MD 
Gary  Allen  Thompson  MD 
Claudia  Y Venable  MD 

BERKELEY 

not  available  at  press  time 

CHARLESTON 

Charles  A Andrus  MD 
Thomas  Corbett  Appleby  MD 
James  G Baldwin  MD 
Paul  L Baron  MD 
Thaddeus  J Bell  MD 
Kenneth  J Boniface  Sr  MD 
Carroll  S Brown  MD 
Gene  Elizabeth  Burges  MD 
Kimberly  A Collins  MD 
John  P Davis  Jr  MD 
Jeffery  J Dorociak  MD 
C.  Thomas  Fitts,  MD 
John  E Franklin  MD 
Waddell  H Gilmore  III  MD 
John  M Graham  Jr  MD 


Richard  Henry  Gross  MD 
David  Michael  Habib  MD 
Barry  L Hainer  MD 
Russell  A Harley  MD 
Robert  Marshall  Hay  MD 
Gene  Reid  Howard  MD 
D Michael  Hull  MD 
Sherron  M Jackson,  MD 
William  H Lee  III  MD 
Irwin  G Linton  Jr  MD 
Barbara  E Magera,  MD 
Daniel  E Mengedoht  MD 
Marjorie  M Mengedoht  MD 
Rex  Gayle  Quigley  MD 
Allan  A Rashford,  MD 
Rudolph  B Rustin,  III  MD 
Graham  C Scott  MD 
Steven  Dennis  Shapiro  MD 
Ralph  M Shealy  MD 
Richard  M Silver  MD 
Robert  M Steinberg  MD 
William  H Stroud  Jr  MD 
Susan  Stoll  B Tate  MD 
Henry  Cowardin  West  MD 
George  F Worsham  MD 
Alternates 
David  C.  Apple,  MD 
David  R.  Baird  MD 
Mary  E Baker  MD 
Charles  H Banov  MD 
James  L.  Bumgartner  MD 
William  C.  Carter,  MD 
John  C.  Cate  IV  MD 
Elizabeth  S.  Christian  MD 
William  Joel  Cook  MD 
Alton  B Currie  MD 
Brian  S.  Dantzler  MD 
Bruce  M.  Elliott,  MD 
Bertram  C Finch  III  MD 
Robert  W Fitts  MD 
Rayna  Kneuper  Hall  MD 
Marta  Toruno  Hampton  MD 
Roy  A Howell  Jr  MD 
Thomas  Sanders  Hughes  MD 
Mary  Teresa  Joseph  MD 
George  Hasham  Khoury  MD 
Jeffrey  John  Kline  MD 
Howard  M Kurtzman  MD 
Christine  Patricia  Lloyd  MD 
Frank  F Martin  MD 
Susan  E McConnell  MD 
Mary  Kathryn  Menard  MD 
Lonzetta  Neal  MD 
David  George  O’ Day  MD 
Leslie  Hubbard  Pelzer  MD 
Thomas  Lee  Pope  MD 
Thomas  G Quattlebaum  MD 
John  W Ringwood  MD 
H Del  Schutte  Jr  MD 
Valerie  A Scott  MD 
Stephanie  E Smith-Phillips  MD 


Edward  Peter  Tagge  MD 

• CHEROKEE 

Jay  Hammett  Sr  MD 
Alternate 

Samuel  J Swad  MD 

• CHESTER 

Samuel  R Stone  MD 
Alternate: 

John  Ryan  MD 

• CHESTERFIELD 

not  available  at  press  time 

• COLLETON 

not  available  at  press  time 

• COLUMBIA 

Richard  T Alia  MD 
Robert  T Ball  Jr  MD  MPH 
Curtis  Landry  Baysinger  MD 
James  F Bethea  MD 
Claire  L Birdsong  MD 
Eloise  A Bradham  MD 
Jim  C Chow  MD 
Vincent  J Degenhart  MD 
Alexander  G Donald  MD 
Lilly  S Filler  MD 
Richard  M Helman  MD 
Ellis  McHenry  Knight  MD 
Robert  Malanuk  MD 
Richard  S McCain  MD 
Stephen  H Metropol  MD 
Mark  Hedrick  Salley  MD 
C Osborne  Shuler  MD 
Sidney  T Smith  MD 
Nguyen  D Thieu  MD 
A Daniel  Vallini  MD 
Robert  A Vande  Stouwe  MD 
Samuel  Marsh  Willis  MD 
William  M Rambo  Jr  MD 
Christopher  Allen  Yeakel  MD 
Alternate: 

Joseph  Albert  Jr  MD 
Janice  L Bacon  MD 
Gerald  C.  Bauknight  Jr  MD 
Robert  H Bunch  MD 
John  Lafon  Eady  MD 
Michael  C Foster  MD 
Francis  P Goldstein  MD 
Lawrence  Edward  Klein  MD 
Charlotte  E Lindler  MD 
Mark  Douglas  Locke  MD 
William  D Meredith  MD 
Satish  M Prabhu  MD 
Donald  E Saunders  Jr  MD 

• DARLINGTON 

not  available  at  press  time 


• DILLON 

Susanne  G Black  MD 
Alternate: 

David  Howell  MD 

• DORCHESTER 

Walter  Leventhal  MD 

• EDISTO-ORANGEBURG 

Rocco  D Cassone  MD 
Gary  A Delaney  MD 
Forest  Luke  Evans  Jr  MD 
Rosen  Jamandre  Lawsin  MD 
Alternate: 

Dallas  W Lovelace  III  MD 
Steven  G Patterson  MD 

• EDGEFIELD/RDG/ 
SALUDA/MCCOR 

Benjamin  E.  Nicholson  MD 
Alternate: 

W.  Hugh  Morgan  MD 

• FAIRFIELD 

Harmon  F Patrick  MD 
Alternate: 

Charles  T McElmurray  MD 

• FLORENCE 

Daniel  W.  Hyler  MD 
Ashley  D Kent  MD 
Berry  B Monroe  MD 
Temple  O Robinson  MD 
Alternate: 

Allen  M Blaker  MD 

• GEORGETOWN 

Charles  David  Gamer  MD 
J M Ewart  MD 

• GREENVILLE 

Jack  Wilbur  Bonner  III  MD 
Darwin  Russell  Boor  MD 
J Duncan  Burnette  Jr  MD 
William  Rhett  Craig  III  MD 
Carolyn  D Fields  MD 
Raymond  V Grubbs  MD 
Lyn  H Hammond  MD 
Lloyd  E Hayes  MD 
William  B Jones  MD 
Roland  M Knight  MD 
J Rutledge  Lawson  MD 
Jeffrey  G Lawson  MD 
Woodrow  W Long  Jr  MD 
Patrick  Bowman  Mullen  MD 
Mark  Allen  O’Rourke  MD 
Thomas  Markus  Roesch  MD 
John  R Sanders  MD 
William  F Schmidt  III  MD 
Palmira  S Snape  MD 
Bruce  Allen  Snyder  MD 
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Eric  H Troutman  MD 
Pat  Peeples  Westmoreland  MD 

• GREENWOOD 

Richard  M Carter  MD 
Dennis  J Doud  MD 
John  Funke  HI  MD 
Chacko  John  MD 
Gregon7  Tarasidis  MD 

• HAMPTON 

not  available  at  press  time 

•HORRY 

William  R Greene  MD 
Mark  E Meijer.  MD 
Darron  J Molter  MD 
Robert  S Purvis  MD 
Dean  A Smith  MD 
Asbury  H Williams  MD 
Eston  E Williams  MD 
Alternate: 

D Bowden  Truluck  MD 

• JASPER 

J M Bennett  Jr  MD 

• KERSHAW 

Yasseen  Kuzbary  MD 
Elma  Denise  Whidby  MD 
Alternate: 

John  Robert  Burchfield  MD 
Renee  B Thomas  MD 

• LANCASTER 

Robert  Malcolm  Edwards  MD 
Peter  James  Menkhaus  MD 

• LAURENS 

not  available  at  press  time 

• LEXINGTON 

G Michael  Beaver  MD 
Stacy  L Smithson  MD 
Tommy  Gibbons  MD 
Richard  McLean  Lawson  MD 
March  E Seabrook  MD 
Alternate: 

Ponce  D Bullard  MD 
George  Tripp  Jones  MD 

• MARION 

James  S Gamer  IV  MD 
Alternates: 

Vege  Rama  K Rao  MD 

• ALARLBORO 

not  available  at  press  time 

• NEWBERRY 

not  available  at  press  time 
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• OCONEE 

Edward  H Booker  MD 
James  Robert  Pruitt  MD 
Stan  A Rampey  MD 
Alternates: 

Michael  W.  Paluzzi.  MD 
William  Wesley  Turton  Jr  MD 

• PICKENS 

Jake  Holcombe.  MD 
Robert  Waters.  MD 
Alternate: 

Sandra  Lamberson.  MD 

• SPARTANBURG 

Karen  A Devore  MD 
William  G Devore  MD 
Ira  Gordon  Early  Jr  MD 
Sami  B Elhassani  MD 
David  G Ike  MD 
Frances  Mixson  McCarley  MD 
Ralph  A Tesseneer  IE  MD 
James  P Weeks  MD 

• SUMTER  - 

CL  ARENDON  - LEE 

Linwood  G Bradford  MD 
Kent  N Cunningham  MD 
Jerome  M Davis  MD 
James  R Ingram  MD 
Gilbert  E Parker  Jr  MD 
Alternate: 

Edward  William  Duff}'  Jr  MD 
Phillip  Lane  Latham  Jr  MD 

• UNION 

Harold  W Sanford  Jr  MD 
Alternate: 

W Stanford  James  MD 

• WILLLAMSBURG 

not  available  at  press  time 

•YORK 

Tern  L Dodge  MD 
Jonathan  Cloud  Hicklin  MD 
James  Leonard  Hubbard  MD 
Stephen  Frederick  Oehme  MD 
Gregory7  Stokes  Parsons  MD 
Richard  Lester  Richter  MD 

SPECLALTY  SOCIETIES 

SC  SOCIETY  OF 
ALLERGY  & CLINIC  AL 
EMMUNOLOGY 

not  available  at  press  time 

SC  SOCIETY  OF 
ANESTHESIOLOGISTS 

Hector  Vila  Jr  MD 


Alternate 

Jeana  Havidich  MD 

SC  CHAPTER  OF  THE 
AMERIC  AN  COLLEGE 
OF  SURGEONS 

Thomas  C Litton  MD 

SC  C ARDLAC  & 
THORACIC  SURGICAL 
SOCIETY 

not  available  at  press  time 

SC  DERALATOLOGICAL 
ASSOCLATION 

Kenneth  R.  Warrick  MD 

SC  COLLEGE  OF 

EMERGENCY 

PHYSICLANS 

William  Quirk  MD 
Alternate 

Keith  Edwin  Leap  II  MD 

SC  AC ADEMY  OF 
FAMILY  PHYSICIANS 

Albert  D Mims  MD 
Alternate 

George  H White  MD 

SC  NEUROLOGICAL 
ASSOCLATION 

Howard  Mandell  MD 
Alternate 

Roland  Skinner  HI  MD 

SC  ASSOCLATION  OF 

NEUROLOGICAL 

SURGEONS 

Mike  Tyler  MD 
Alternate 
Sunil  Patel  MD 

SCSECTION  OF  THE 
AMERICAN  COLLEGE 
OF  OB/GA  N 

not  available  at  press  time 

SC  ONCOLOGY  SOCIETY 

not  available  at  press  time 

SC  OPTHALMOLOGY 
SOCIETY 

Thomas  A Whitaker  MD 

Alternate 

Joseph  Lally  MD 

SC  ORTHOPAEDIC 
ASSOCLATION 

Edward  E Kimbrough  MD 


SC  SOCIETY  OF  OTO- 
LARYNGOLOGY, HEAD 
AND  NECK  SURGERY 

John  David  Osguthorpe  MD 

SC  SOCIETY  OF 
PATHOLOGISTS 

Hans  K Habermeier  MD 
Alternate 

William  V.  Farnsworth  MD 

SC  CHAPTER  OF  THE 
AMERICAN  ACADEMY 
OF  PEDLATRICS 

C Morrison  Farish  MD 
Alternate 

W John  Langley  MD 

SC  CHAPTER  OF  THE 
AMERIC  AN  COLLEGE 
OF  PHYSICLANS  - 
AMERICAN  SOCIETY  OF 
INTERN  AL  MEDICINE 
John  Black  MD 
Alternate 
Lori  Malvern  MD 

SC  SOCIETY  OF 
PLASTIC  AND  RECON- 
STRUCTIVE SURGERY 

not  available  at  press  time 

SC  PHYSIC  AL 
MEDICINE  AND 
REHABILITATION 

Leonard  E Forrest  MD 

SC  PSYCHIATRIC 
ASSOCLATION 

Deborah  D Leverette  MD 

SC  RADIOLOGY 
SOCIETY 

Charles  F Greer  MD 

Alternate 

Dan  Alderman  MD 

SC  SURGICAL  SOCIETY 

not  available  at  press  time 

SC  THORACIC  SOCIETY 

not  available  at  press  time 

SC  UROLOGIC  AL 
ASSOCLATION 

Alex  Ramsay  MD 

Alternate 

Mike  Turner  MD 

SC  VASCUL  AR  SOCIETY 

Rick  Hobson  MD 
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Alternate 
David  J Gatti  MD 

OTHER  DELEGATES 
AND  OFFICERS 

YOUNG  PHYSICIANS 
SECTION 

Eric  Senn  MD 

RESIDENT  PHYSICIAN 
SECTION 
Sheila  Roundtree  MD 
Jason  Laird  MD 

MUSC,  DEAN,  COLLEGE 
OF  MED. 

Layton  McCurdy  MD 

use,  DEAN,  SCHOOL  OF 
MED. 

Larry  Faulkner  MD 

MUSC,  MED.  STUDENT 
SECTION  PRESIDENT 

Mr.  Justin  Favaro 


use,  MED.  STUDENT 
SECTION  PRESIDENT 

Ms.  Andrea  Johnston 

SPEAKER  OF  THE 
HOUSE 

Robert  M Sade  MD 

VICE  SPEAKER  OF  THE 
HOUSE 

Andrew  J Pate  MD 

PARLIAMENTARIAN 

James  R Ingram  MD 

IMMEDIATE  PAST 
PRESIDENTS 

Stephen  A Imbeau  MD 
S.  Nelson  Weston  MD 

REP.,  STATE  BOARD  OF 
MED.  EXAMINERS 

James  D Whitehead,  Jr.  MD 

PHYSICIAN  DELEGATE 
FROM  DHEC 

William  M.  Hull,  Jr.  MD 


AMA  DELEGATES 

Walter  J.  Roberts,  Jr.  MD, 
Chairman  of  AMA 
Delegation 
Daniel  W.  Brake  MD 
J.  Chris  Hawk,  III  MD 
AMA  Alternates 
Carol  S.  Nichols  MD 
S.  Nelson  Weston  MD 
Board  of  Trustees 
William  H Hester  MD, 
President 

Roger  A Gaddy  MD, 
President-Elect 
Jerry  R Powell  MD, 

Secretary 

J Capers  Hiott  MD,  Treasurer 
Patrick  J Kelly  MD,  First 
District 

Oswald  J Mikell  MD,  First 
District 

Gerald  A Wilson  MD,  Second 
District 

James  J Hill,  Jr.  MD,  Second 
District 

Julius  L Leary  MD,  Third 
District 


John  P Evans  MD,  Fourth 
District  and  Executive 
Committee  Member  at 
Large 

Boyce  Tollison  MD,  Fourth 
District  and  Vice  Chairman 
of  the  Board 

R Duren  Johnson,  Jr.  MD. 
Fifth  District  and  Chairman 
of  the  Board 

Kenneth  L DeHart  MD,  Sixth 
District 

William  N Boulware  MD. 
Sixth  District 

Gerald  E Harmon  MD, 
Seventh  District 

Ben  C Pendarvis  MD.  Eighth 
District 

Timothy  S Llewelyn  MD. 
Ninth  District 

Jim  Mock  MD,  Young 
Physicians  Section  and 
Clerk 

Randolph  D Smoak,  Jr.  MD, 
AMA  President  Elect 


PHYSICIANS 

Air  Force  Healthcare. 
Good  Pay. 

Professional  Respect 

Why  Do  You 

Think  We  Say  Aim  High"? 

Experience  the  best  of  everything.  Best 
facilities.  Best  benefits.  Outstanding 
opportunities  for  travel,  30  days  vacation 
with  pay,  training  and  advancement. 

For  an  information  packet  call 

1-800-423-USAF 

or  visit  www.airforce.com. 

You'll  see  why  we  say,  "Aim  High." 


AIM  HIGH 
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(sponsored  by  Fox  Meadows  Software,  who 
makes  GREAT  Practice  Management  Software 
to  go  on  that.  In  case  you  were  wondering.) 


Now.* 
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Fox  Meadows  Practice  Management  Software  (P/CMS)  was  developed  with  a basic 
objective  of  minimizing  paperwork,  maximizing  efficiency,  and  optimizing  the  audit  and 
paper  trail  of  an  accounts  receivable  system.  We  also  wanted  to  incorporate  medical 
records  into  a single  system.  The  entry  of  medical  data  (laboratory  test  and  results, 
medication,  allergies,  reactions,  vital  signs,  and  diagnostic  history)  gives  Physicians  and 
nurses  an  opportunity  to  use  P/CMS  for  many  reasons  other  than  traditional  account 
receivables. 
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REPORT  OF  THE  PRESIDENT 

This  year  as  your  President  has  been  both  exciting  and 
challenging.  It  is  a demanding  job  by  any  standard  and  the 
time  certainly  goes  by  very  quickly.  I have  tried  to  repre- 
sent you  and  all  physicians  in  South  Carolina  in  a variety 
of  situations.  This  year  has  been  extremely  fast  and  I have 
covered  the  state  from  one  end  to  the  other. 

Your  SCMA  has  been  active  on  many  fronts  and  I will 
attempt  to  briefly  outline  what  those  activities  have  been 
during  this  year. 

On  the  managed  care  front,  we  have  supported  the 
AMA’s  effort  for  passage  of  a Patients’  Bill  of  Rights  in 
the  federal  Congress.  We  have  been  in  close  touch  with 
members  of  the  South  Carolina  delegation  and  appreciate 
greatly  the  efforts  that  several  gave  on  behalf  of  our  pa- 
tients. At  the  time  of  preparation  of  this  report,  the  con- 
ference committee  between  the  House  and  Senate  is 
beginning  to  deliberate  what  will  be  the  final  version  of 
this  Patients’ Bill  of  Rights.  We  have  been  able  to  suc- 
cessfully accomplish  a uniform  credentials  form  for  Man- 
aged Care.  (This  is  now  available  on  diskette  from  the 
SCMA.)  Mr.  Mahon  and  I met  with  the  Managed  Care  Alli- 
ance at  their  first  retreat  in  November  1999,  and  delivered 
our  observations  of  physician  problems  with  managed  care. 
They  were  receptive  to  our  visit  but  were  not  very  forthcom- 
ing in  offering  lots  of  changes.  In  addition,  I participated  in 
a panel  in  the  Healthcare  Summit  panel  in  October  1 999  and 
also  the  South  Carolina  Health  Alliance  Managed  Care  panel 
at  their  Annual  Meeting  in  February  2000. 

During  this  past  year,  we  have  worked  closely  with 
two  state  agencies  in  particular.  The  Department  of  Health 
and  Environmental  Control  has  developed  a program  en- 
titled the  State  Health  Improvement  Program  and  Mr. 
Mahon  and  I both  sit  on  that  committee.  It  is  made  up  of 
agency  heads,  people  in  a variety  of  leadership  positions 
in  other  agencies,  organizations  as  well  as  members  of  the 
State  Legislature.  In  addition,  a Family  Medicine  Advi- 
sory Committee  to  DHHS  has  been  developed  and  I have 
been  pleased  to  serve  as  the  chairman  of  that  organization. 
During  this  past  year,  we  have  had  increased  contact  with 
the  medical  students  at  our  two  medical  schools.  We  now 
have  an  organized  medical  student  section  at  SCMA  and 
we  also  have  medical  students  who  have  obtained  leader- 
ship positions  at  the  American  Medical  Association.  We 
should  not  be  satisfied  that  we  presently  have  good  stu- 
dents and  potential  leaders  for  tomorrow.  We  need  to  be 
looking  in  our  communities  for  outstanding  high  school 
students  who  need  the  encouragement  that  you  and  I as 
professionals  can  give  to  motivate  them  to  replace  the 
medical  students  of  today. 

The  Legislative  Audit  Council  report  on  our  Patient’s 
Compensation  Fund  liability  insurance  program  was  not 
kind  when  it  was  presented.  Unfortunately,  local  newspa- 
pers distorted  a great  deal  of  the  apparent  problems  within 
the  PCF.  Your  SCMA  took  a significant  stand  against  the 
newspaper,  buffeting  and  publishing  a one  page  advertorial 
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that  appeared  in  The  State  newspaper  in  January  2000.  In 
addition,  Mr.  Mahon,  Board  Chairman  Dr.  Duren  Johnson 
and  I have  carried  to  the  Office  of  the  Governor  our  con- 
cerns about  the  Patient’s  Compensation  Fund  and  the  fact 
that  it  has  served  both  physicians  and  the  patients  of  South 
Carolina  well  for  the  past  twenty  four  years.  We  will  con- 
tinue to  defend  against  the  challenges  to  do  away  with  the 
PCF.  It  is  my  feeling,  as  it  is  other  members  of  the  leader- 
ship of  SCMA,  that  because  we  have  had  lower  liability 
insurance  rates,  we  have  not  had  to  pass  these  costs  along 
to  our  patients. 

Within  our  organization,  we  have  issues  to  deal  with 
over  the  next  year.  First  our  Physician’s  Care  Network  has 
grown  exceedingly  well  to  over  8,000  providers  and  85 
hospitals  and  we  presently  cover  up  to  about  66,000  lives. 
More  recently,  however,  we  have  begun  losing  contracts 
on  these  covered  lives  because  of  our  inability  to  compete 
with  other  insurance  companies.  The  Physician’s  Care 
Network  Board  has  worked  hard  on  your  behalf  to  make 
the  PCN  more  competitive  and  this  will  be  discussed  fur- 
ther at  the  2000  Annual  Meeting. 

The  Journal  of  the  South  Carolina  Medical  Associa- 
tion has  been  a topic  of  discussion  recently  but  resolution 
of  its  problems  has  yet  to  come.  It  is  expensive  to  run  a 
state  medical  journal  in  this  day  and  time.  Only  about 
eight  such  journals  exist  on  a monthly  basis  today.  In  dis- 
cussions with  our  fine  editor,  Dr.  Charles  Bryan,  we  have  elected 
to  bring  this  issue  and  the  future  of  the  journal  to  a survey,  which 
is  to  be  canned  out  at  this  year’s  Annual  Meeting. 

I have  traveled  the  state  in  response  to  the  kind  invita- 
tions from  seven  county  medical  societies  this  year:  Ander- 
son, Greenville  (twice),  Charleston,  Edisto,  Union, 
Sumter-Clarendon-Lee,  and  Pickens.  I met  with  the  Young 
Physicians’  Section  for  their  Annual  Meeting.  I have  rep- 
resented you  at  the  North  Carolina  Medical  Society,  at  the 
Medical  Association  of  Georgia,  and  at  the  AMA. 

In  my  President’s  Page  messages  in  our  Journal  each 
month,  I have  tried  to  challenge  you  to  be  aware  of  the 
perils  around  us  today.  It  is  my  firm  belief  that  there  are 
those  who  would  be  delighted  to  step  into  any  breach  they 
see  in  our  armor  and  take  advantage  of  us  and  our  system. 

Ladies  and  gentlemen,  always  remember  when  you 
circle  the  wagons,  shoot  to  the  outside!  Too  often  there  is 
bickering  between  specialties.  We  see  fragmented  ap- 
proaches to  a problem  that  needs  a concerted  effort  to  ac- 
complish. We  have  seen  hospitals  pitted  against  each  other, 
and  physicians  against  hospitals,  etc,  etc.  If  we  don't  take 
care  of  this  thing  that  we  call  our  profession,  others  will 
take  care  of  it  for  us.  Organized  medicine  needs  to  be  just 
that.... ORGANIZED!  I have  tried  to  carry  a variety  of 
messages  to  you  in  your  county  societies;  I have  tried  to 
write  these  messages  for  you  in  the  Journal',  and  I have 
tried  to  model  these  messages  for  you  in  all  my  contacts 
during  this  past  year. 

The  SCMA  staff  and  your  Board  of  Trustees  work  very 
hard  on  behalf  of  all  physicians  in  South  Carolina,  mem- 


176 


The  Journal  of  the  South  Carolina  Medical  Association 


OFFICER  REPORTS 


bers  or  not.  The  staff  does  this  with  little  thanks  and  the 
board  does  it  with  little  thanks  and  no  pay.  It  has  been  a 
true  pleasure  to  work  with  both  of  these  groups  this  year. 
If  you  look  good  in  your  role  while  representing  the  SCMA. 
it's  because  they  made  it  possible! 

I again  thank  you  for  this  wonderful  year,  for  giving 
me  the  opportunity  to  be  your  President.  I hope  the  job  I 
have  done  will  be  looked  on  with  favor. 

William  H.  Hester,  M.D. 

President 

REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

The  152nd  Annual  Meeting  and  Scientific  Assembly 
of  the  South  Carolina  Medical  Association  will  be  held 
April  27-30.  2000.  at  the  Charleston  Place  Hotel.  130 
Market  Street.  Charleston,  South  Carolina.  The  schedule 
of  the  House  of  Delegates,  clinical  sessions,  and  social 
events  have  been  planned  to  minimize  timing  conflicts  so 
that  each  member  can  participate  in  all  activities  to  the 
fullest  extent  possible.  There  will  be  two  plenary  sessions, 
one  on  Thursday  afternoon,  the  other  on  Saturday  morn- 
ing. The  Thursday  afternoon  session  will  be  the  popular 
‘‘What's  New  In...”  review  of  topics  of  current  interest. 
Nine  topical  subjects,  each  twenty  minutes  in  length,  will 
be  presented.  The  plenary  session  on  Saturday  morning 
will  cover  the  “Four  Most  Statistical!}  Important  Health 
Problems  in  South  Carolina":  Accidents,  Cardiovascular 
Disease  in  Diabetics,  Chronic  Renal  Failure,  and  Prostate 
Cancer.  There  will  also  be  an  SCMA  workshop  on  Friday 
afternoon,  covering  several  aspects  of  alternative  medi- 
cine, an  area  that  is  becoming  increasingly  important  to 
the  environment  in  which  we  practice.  The  popular  "New 
Drug  LTpdate”  will  again  take  place  on  Friday  afternoon. 

Scientific  sessions  will  be  presented  by  twelve  South 
Carolina  specialty'  societies  on  Friday  afternoon.  Satur- 
day morning,  and  Saturday  afternoon.  Taken  as  a whole, 
the  scientific  sessions  will  provide  up  to  12.75  hours  of 
category  one  CME  credit  toward  the  Physician's  Recog- 
nition Award  of  the  American  Medical  Association. 

Special  guests  for  the  SCMA’s  Annual  Meeting  will 
include  Dr.  John  Fowler.  President  of  the  Medical  Asso- 
ciation of  Georgia:  Dr.  Don  C.  Chaplin.  President  of  the 
North  Carolina  Medical  Society;  and  Dr.  Marilyn  H. 
Gaston.  Assistant  Surgeon  General  of  the  United  States 
(Bureau  of  Primary  Health  Care).  On  Saturday  evening, 
the  Presidential  Inauguration  Ceremony  will  install  Dr. 
Roger  A.  Gaddy  as  the  139th  President  of  the  South  Caro- 
lina Medical  Association.  The  Inauguration  will  be  fol- 
lowed by  the  President's  Gala  Reception  to  honor  Dr. 
Gaddy;  Dr.  William  H.  Hester,  the  Immediate  Past  Presi- 
dent; Mrs.  Gail  Delaney,  the  President  of  the  South  Caro- 
lina Medical  Association  Alliance:  and  the  Immediate  Past 
President  of  the  Alliance.  Mrs.  Shirley  Meiere.  The  inau- 
guration will  be  held  from  6:30  to  7:00  p.m.  April  29,  and 
the  reception  from  7:00  to  8:00  p.m.  The  reception  will 
conclude  early  enough  to  allow  additional  free  evening 


time  for  personal  activities.  We  encourage  all  participants, 
physicians,  spouses,  and  families  to  attend  the  inaugura- 
tion and  reception. 

South  Carolina  is  extremely  fortunate  to  have  one  of 
the  most  successful  and  cohesive  state  medical  associa- 
tions in  the  nation.  The  SCMA  has  served  the  patients  and 
the  physicians  of  South  Carolina  extremely  well  in  this 
difficult,  occasionally  chaotic  epoch  in  the  history  of  medi- 
cine. This  has  been  made  possible  by  the  vision  and  hard 
work  of  your  officers,  Board  of  Trustees,  and  key  staff 
members.  In  particular,  our  hard  working  and  visionary 
Chief  Executive  Officer.  Mr.  William  F.  Mahon,  and  his 
well  organized  staff  have  provided  the  backbone  and  the 
horsepower  to  get  so  much  done  for  this  state.  When  you 
see  them  at  the  Annual  Meeting.  I ask  that  you  please  go 
out  of  your  way  to  thank  them  for  all  that  they  do  for  our 
patients,  for  our  state,  and  for  us. 

The  SCMA  House  of  Delegates  meets  annually  to  ana- 
lyze. discuss,  and  debate  issues  that  are  of  concern  to  all 
of  us.  The  formal  mechanism  for  achieving  conclusion  of 
controversial  issues  is  through  resolutions  and  reports  that 
are  debated  first  in  reference  committees  and  then  on  the 
floor  of  the  House.  I encourage  all  delegates  to  carefully 
read  the  resolutions  in  the  advance  packet  that  will  be  sent 
before  the  meeting,  choose  those  which  are  of  most  im- 
mediate importance  to  them,  and  participate  in  the  discus- 
sion and  debate  both  in  committee  and  on  the  floor  of  the 
House.  Only  through  the  full  participation  of  all  delegates 
will  the  House  be  able  to  speak  wisely  and  intelligently 
for  all  of  health  care  in  South  Carolina. 

I am  deeply  grateful  to  you  for  allowing  me  the  privi- 
lege of  serving  you. 

Robert  M.  Sade,  M.D. 

Speaker  of  the  House 

REPORT  OF  THE  CHAHCVLAN  OF  THE  BOARD 

Mr.  Speaker,  members  of  the  House  of  Delegates,  of- 
ficers of  the  South  Carolina  Medical  Association,  mem- 
bers and  officers  of  the  Alliance,  and  honored  guests.  I am 
pleased  to  present  this  report  of  the  Chairman  of  the  South 
Carolina  Medical  Association  Board  of  Trustees.  The 
SCN 1A  Board  of  Trustees  or  its  Executive  Committee  meets 
each  month  and  carefully  weighs  all  matters  brought  be- 
fore them  in  order  to  insure  that  the  leadership  of  the  SCMA 
speaks  for  all  South  Carolina  physicians  and  their  inter- 
ests. The  board  accomplishes  its  work  through  individual 
initiative,  various  committees  and  task  forces,  and  through 
the  efforts  of  the  SC\L-\  staff. 

The  Federation  Coordination  Team  Task  Force,  for- 
merly know  n as  the  Membership  Task  Force,  was  formed 
to  deal  with  statewide  issues  of  membership  and  repre- 
sentation through  the  county'  medical  societies  of  the  or- 
ganization. This  task  force  was  patterned  after  the  AMA 
task  force  of  the  same  name  and  is  now  at  the  end  of  its 
three  year  life  span.  A final  report  on  the  Task  Force's 
activities  along  with  recommendations  for  the  House  of 
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Delegates  consideration  can  found  elsewhere  in  the  Hand- 
book. 

The  Managed  Care  Task  Force  has  also  been  in  exist- 
ence for  three  years  and  has  dealt  with  a wide  range  of 
managed  care  issues  and  problems.  This  group  has  achieved 
some  significant  steps  forward  in  our  relationship  with 
managed  care  entities  in  South  Carolina.  A report  summa- 
rizing the  accomplishments  of  this  group  along  with  its 
recommendations  has  also  been  submitted  and  is  included 
in  the  House  of  Delegates’  Handbook. 

The  Ad-hoc  Medical/Legal  Committee  has  submitted 
its  set  of  interprofessional  guidelines  to  the  South  Caro- 
lina Bar  Association.  Unfortunately,  the  Bar  has  chosen  to 
reject  our  guidelines.  However,  they  have  requested  that  I 
appoint  three  physicians  to  meet  with  them  on  a regular 
basis  in  order  to  find  common  ground  and  to  resolve  our 
difficulties.  Accordingly,  I have  appointed  Drs.  Bill  Hester, 
Nelson  Weston,  and  John  Evans  to  represent  the  SCMA  in 
these  negotiations.  They  will  be  assisted  and  advised  by 
our  new  General  Counsel,  Mr.  Aaron  Kozloski. 

The  Joint  Underwriting  Association  (JUA)/Patient’s 
Compensation  Fund  (PCF)  Task  Force  report  resulted  in  a 
request  from  some  members  of  the  State  legislature  for  a 
review  of  the  PCF  by  the  Legislative  Audit  Council.  The 
review  was  conducted  over  the  latter  half  of  1 999  and  their 
final  report  was  released  in  January  2000.  No  problems 
were  identified  with  the  JUA.  However,  the  report  does 
make  21  recommendations  to  the  state  government  about 
changes  that  it  perceives  are  necessary  to  the  continued 
successful  operation  of  the  PCF.  The  SCMA  leadership 
has  studied  this  report  carefully  and  finds  some  of  its  con- 
clusions to  be  reasonable  yet  others  to  be  seriously  flawed. 
Most  of  the  concerns  raised  by  the  report  are  management 
type  problems  which  can  easily  be  corrected  by  changes 
in  specific  policies  and  procedures.  The  PCF  is  not  broke, 
bankrupt,  or  in  receivership.  South  Carolina  physicians  will 
continue  to  receive  adequate  medical  liability  coverage  at  a 
reasonable  cost  and  South  Carolina  citizens  and  patients  will 
continue  to  be  protected  for  years  to  come.  Your  SCMA 
leadership  is  committed  to  working  with  the  South  Carolina 
General  Assembly  and  the  leadership  of  the  Patients  Com- 
pensation Fund  to  ensure  that  these  goals  are  met. 

Three  new  task  forces  were  created  by  the  board  lead- 
ership in  the  past  year.  Problems  with  the  evacuation  of 
South  Carolina  residents  during  the  onslaught  of  Hurri- 
cane Floyd  caused  the  SCMA  Board  of  Trustees  to  care- 
fully examine  issues  related  to  the  movement  of  patients 
from  hospitals  along  the  coast  to  the  upstate  during  weather 
related  disasters.  An  Evacuation  Task  Force  under  the  lead- 
ership of  Dr.  Gaddy  was  appointed.  However,  since  that 
time  your  board  has  become  aware  that  the  role  of  this 
task  force  needs  to  be  broadened  to  include  not  only  natu- 
ral disasters  but  man-made  disasters  such  as  bioterrorism 
which  has  now  become  a real  threat  to  our  society.  There- 
fore, the  Task  Force  has  been  renamed  the  Disaster  Plan- 
ning Task  Force.  Its  members  include  Drs.  Gaddy,  Hester, 


Mock,  Kelly,  Harmon  and  DeHart. 

Drs.  Carol  Nichols,  Gerald  Wilson,  and  Jim  Hill  have 
been  appointed  to  form  the  nucleus  of  a Women  and  Mi- 
norities Task  Force.  Women  make  up  nearly  one-half  of 
all  medical  students  and  physicians  in  training  and  the 
SCMA  needs  to  be  ever  alert  to  ensure  that  they  are  incor- 
porated into  our  leadership  structure.  Similarly,  the  SCMA 
needs  to  work  collaboratively  with  the  Palmetto  Medical 
Society  and  other  groups  representing  minority  physicians 
in  South  Carolina.  Their  organizations  have  much  in  com- 
mon with  ours  and  we  could  certainly  accomplish  much 
by  working  in  concert. 

The  Leadership  Development  Task  Force  was  formed 
under  the  chairmanship  of  Dr.  Bill  Hester  with  the  pur- 
pose of  encouraging  medical  student  and  young  physician 
members  to  acquire  leadership  skills  in  order  to  assume 
leadership  roles  in  our  organization  in  the  future.  Clearly 
the  very  future  of  our  organization  depends  upon  the  cul- 
tivation and  support  of  medical  student  and  young  physi- 
cian membership. 

The  Interspecialty  Council  and  your  SCMA  Board  of 
Trustees  carefully  monitor  the  actions  of  the  South  Caro- 
lina General  Assembly.  In  addition  to  possible  legislation 
regarding  the  PCF,  this  year’s  legislative  session  will  be 
dominated  by  issues  related  to  the  Tobacco  Settlement. 
The  SCMA  leadership  has  taken  an  active  role,  both  in 
advising  Governor  Hodges,  as  well  as  working  with  a coa- 
lition of  organizations  to  see  that  a fair  and  equitable  dis- 
tribution of  the  tobacco  monies  will  be  achieved  in  our 
state.  Other  issues  before  the  legislature  include  regula- 
tion of  tattooing,  physicians  assistants,  medical  records, 
abortion  facilities  requirements,  the  Children’s  Health  Act, 
and  legalization  of  naturopathy. 

Your  SCMA  Board  of  Trustees  has  authorized  a study 
of  Workers’  Compensation  fee  schedules  in  South  Caro- 
lina as  compared  to  North  Carolina  and  Georgia.  This 
study  will  be  conducted  by  the  accounting  firm  of  Elliott. 
Davis  and  Company  and  will  provide  insight  into  the  fair- 
ness and  appropriateness  of  such  fees  as  paid  in  South 
Carolina. 

One  of  the  issues  which  has  occupied  the  attention  of 
your  leadership  in  the  past  several  months  is  that  of  the 
status  of  the  SCMA  Journal  and  its  future  publication. 
Currently,  The  Journal  is  extremely  popular  with  the  mem- 
bership but  loses  money  each  year.  As  a result,  your  SCMA 
Board,  The  Journal  Editorial  Board,  and  editor  Dr.  Bryan, 
are  evaluating  a number  of  options  to  sustain  The  Journal 
into  the  future  as  a financially  viable  institution.  The  board 
has  directed  that  a survey  of  the  membership  be  conducted 
in  order  to  obtain  information  concerning  The  Journal. 
Please  be  sure  to  respond  to  this  survey  when  it  is  presented 
to  you.  Your  input  is  important  and  will  be  used  to  guide  the 
decision  making  processes  concerning  The  Journal. 

As  all  of  you  are  aware,  the  AMA  voted  to  establish  a 
national  labor  organization  at  its  June  1999  meeting.  That 
organization  has  now  been  incorporated  and  is  known  as 
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Physicians  for  Responsible  Negotiation  or  PRN.  It  is  be- 
ing funded  with  a loan  from  the  AMA  and  is  housed  within 
AMA  headquarters  as  a separate  organization.  A board 
and  leadership  for  the  group  have  been  developed  and  its 
operating  strategies  are  now  being  determined.  Shortly 
after  this  historic  initiative  by  the  AMA,  I was  interviewed 
by  both  radio  and  print  media  concerning  the  implications 
of  a physician  labor  organization  for  South  Carolina  doc- 
tors. At  this  time,  the  SCMA  leadership  has  not  received 
any  inquiries  concerning  organizing  activities  by  South 
Carolina  physicians.  However,  we  stand  ready  to  provide 
advice  and  guidance  to  any  of  our  membership  who  might 
request  it. 

Your  leadership  recognizes  that  we  live  in  complicated 
and  difficult  times.  Physicians  and  the  empathetic  scien- 
tific care  that  they  provide  to  their  patients  are  under  as- 
sault from  all  sides.  The  Institute  of  Medicine  says  that 
98,000  Americans  a year  are  killed  by  medical  mistakes. 
Congress,  HCFA,  and  the  Inspector  General  are  sending 
posses  of  patients  after  us  because  of  alleged  fraud  and 
abuse  violations.  Physician  extenders,  allied  health  pro- 
fessionals, nurse  practitioners,  and  alternative  health  care 
providers  of  every  size,  shape,  and  description  are  all  claim- 
ing that  they  can  provide  health  care  just  good  as,  but 
cheaper  than,  medical  doctors.  Congress  cannot  pass  a 
Patients’  Bill  of  Rights,  nor  can  it  grant  anti-trust  relief  to 
physicians  who  are  up  against  companies  worth  hundreds 
of  billions  of  dollars.  Health  care  costs  continue  to  rise  at 
ten  percent  per  year  and  the  public’s  top  worry  is  its  in- 
ability to  afford  care  for  serious  illnesses.  Physicians  be- 
lieve they  will  have  a tougher  time  providing  health  care 
in  the  next  five  years  and  foresee  greater  limitations  on 
the  services  they  render  to  patients.  Moreover,  physicians 
involved  with  managed  care  penetration  are  forced  to  pro- 
vide less  and  less  charity  care.  What  a shame  it  will  be  if 
our  love,  desire,  and  calling  to  provide  health  care  to  our 
fellow  human  beings  is  stamped  out  by  this  melange  of 
socioeconomic  and  government  forces.  Now,  more  than 
ever,  we  must  be  strong  and  united  in  our  efforts  to  look 
after  ourselves  and  our  patients.  Your  medical  society 
memberships  provide  the  mechanism  by  which  those  in- 
terests are  addressed.  Help  us  help  you. 

It  has  been  a pleasure  and  a challenge  to  serve  as  your 
Chairman  of  the  Board  for  the  past  year.  It  is  my  intention 
to  seek  the  Chairmanship  for  a third  year  and  I ask  the 
support  of  my  fellow  trustees  and  House  of  Delegates 
members  in  that  endeavor.  Thank  you. 

R.  Duren  Johnson,  Jr.,  MD 

Chairman  of  the  Board 

REPORT  OF  THE  TREASURER 

As  I complete  my  third  year  as  your  treasurer,  I present 
to  you  a shortened  version  of  the  South  Carolina  Medical 
Association’s  financial  report.  A more  detailed  report  will 
be  given  at  the  2000  House  of  Delegates  Meeting  in 
Charleston. 


For  the  year  ending  June  30,  1999,  the  SCMA  had  net 
revenues  over  expenses  of  $154,643,  a figure  which  in- 
cludes depreciation  expenses  of  $80,748.  Thus,  we  saw  a 
$235,391  cash  increase  from  operations.  A similar  surplus 
of  revenue  over  expenses  is  expected  for  the  year  ending 
June  30,  2000. 

The  investment  policies  of  the  SCMA  and  its  subsidiar- 
ies continue  to  include  diverse  investments  in  federal  trea- 
sury, agency  notes  and  money  market  funds. 

Financially,  the  SCMA  remains  sound  as  in  past  years 
and  as  predicted  for  the  future.  It  has  been  a pleasure  to 
serve  as  your  treasurer  for  the  past  three  years.  I thank  all 
SCMA  members  for  giving  me  this  opportunity. 

J.  Capers  Hiott,  MD 
Treasurer 

REPORT  OF  THE  SECRETARY 

In  August,  1999, 1 was  honored  to  be  appointed  back 
to  the  Board  Trustees  of  the  South  Carolina  Medical  As- 
sociation to  fill  the  unexpired  term  of  Dr.  Richard  Ulmer. 
I thank  the  board  and  my  constituents  for  the  honor  of 
having  been  appointed  back  to  the  board. 

Since  my  reappointment,  I have  attended  all  the  meet- 
ings of  the  full  Board  of  Trustees  and  the  Executive  Com- 
mittee of  the  Board  of  Trustees  and  have  participated  fully 
in  all  of  the  discussions  and  the  business  of  the  South  Caro- 
lina Medical  Association.  As  secretary  of  the  board,  my 
main  attention  is  directed  to  membership  in  the  South  Caro- 
lina Medical  Association  as  well  as  the  American  Medical 
Association.  I am  happy  to  announce  that  membership  is 
growing  in  the  South  Carolina  Medical  Association  as  well 
as  the  AMA  and  SOCPAC.  I am  not  here  to  claim  any 
great  credit  for  this  since  I cannot  really  explain  the  phe- 
nomenon totally,  but  I am  happy  to  announce  that  there  is 
growth  in  the  organization.  Over  the  course  of  this  year, 
we  have  increased  the  membership  to  the  point  where  we 
have  another  delegate  and  alternate  slot  available  in  the 
American  Medical  Association. 

Once  again,  I thank  you  for  allowing  me  to  serve.  I am 
here  to  serve  in  whatever  capacity  and  where  I may  be 
helpful  and  will  continue  as  long  as  I am  in  office  to  work 
for  the  betterment  of  the  SCMA  and  the  AMA. 

Jerry  R.  Powell,  MD 
Secretary 

REPORT  OF  THE  TRUSTEE,  FIRST  MEDICAL 
DISTRICT 

In  the  First  District,  Rural,  most  notable  is  the  incred- 
ible population  growth.  With  the  increase  in  population, 
real  estate  prices  and  the  number  of  physicians  in  the  county 
have  also  increased.  Managed  care,  although  a continu- 
ally increasing  factor  in  the  medical  environment,  has  not 
yet  penetrated  the  rural  district  to  the  degree  it  has  pen- 
etrated the  urban  one.  In  the  political  arena,  I offer  con- 
gratulations to  Dr.  Joe  Flowers,  who  was  elected  to 
Colleton  County  Council. 
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In  previous  reports  I mentioned  the  purchase  of  physi- 
cian practices  by  both  Hilton  Head  Hospital  and  Colum- 
bia Colleton  Medical  Center.  Recently,  Tenet  Corporation, 
the  owner  of  Hilton  Head  Hospital,  has  decided  to  divest 
itself  of  its  physician  practices.  Many  of  the  physicians 
initially  hired  by  Columbia  Colleton  Medical  Center  have 
left  and  some  have  been  replaced. 

The  Certificate  of  Need  applications  of  Hilton  Head 
Hospital  for  its  Sun  City  Ambulatory  Surgery  Center  and 
Broad  River  Healthcare/Beaufort  Memorial  Hospital  for 
its  Hardeeville  Hospital  were  both  approved  by  DHEC. 
Subsequent  to  both  being  approved,  Hilton  Head  Hospital 
completed  construction  of  its  Sun  City  Ambulatory  Sur- 
gery Center.  Broad  River  then  decided  it  was  not  finan- 
cially feasible  to  close  Lowcountry  Regional  Hospital  in 
Ridgeland,  move  its  approved  beds  to  Hardeeville  and  start 
hospital  construction.  Broad  River  has  continued  to  oper- 
ate and  manage  the  Lowcountry  Regional  facility.  That 
hospital  has  continued  to  have  a low  census  and  to  remain 
in  very  poor  financial  condition.  Discussions  are  continu- 
ing relative  to  keeping  the  hospital  open  and/or  replacing 
it  with  or  adding  to  it,  a new  outpatient  facility. 

In  Walterboro,  Columbia  Colleton  Medical  Center  and 
Roper  Hospital  completed  their  ambulatory  surgery  cen- 
ter. A new  ambulatory  surgery  center,  a joint  hospital/ 
physician  project,  is  near  completion  in  Beaufort.  The 
Lowcountry  Medical  Group  is  completing  a new  large 
outpatient  facility  in  Port  Royal. 

The  Beaufort  County  Medical  Society  has  continued 
to  meet,  although  on  a relatively  infrequent  basis.  It  has 
contracted  with  the  SCMA  for  management  services. 
Through  the  efforts  of  the  Federation  Coordination  Team, 
on  which  I serve,  the  SCMA  continues  to  seek  ways  to 
expand  membership  and  membership  participation  in  small 
county  medical  societies. 

As  hospitals  in  the  district  have  continued  to  increase 
available  services,  Colleton  Columbia  Medical  Center  is 
in  the  process  of  installing  a fixed  MRI  and  Beaufort  Me- 
morial Hospital  is  in  the  process  of  obtaining  a Certificate 
of  Need  for  a linear  accelerator.  Hampton  Hospital  and 
the  Harrison  Peeples  Clinic  in  Varnville  have  continued  to 
expand  their  services.  The  Harrison  Peeples  Clinic  has 
added  remote  primary  care  clinics  in  surrounding  com- 
munities. Estill  has  recently  announced  construction  of  a 
large  public  health  facility. 

It  has  been  a pleasure  to  serve  as  trustee  for  the  First 
District  during  this  term.  I sincerely  thank  the  physicians 
of  the  district  for  allowing  me  the  privilege. 

Oswald  Lightsey  Mikell,  MD 
Trustee,  First  Medical  District 

REPORT  OF  THE  TRUSTEE,  FIRST  MEDICAL 
DISTRICT  (METROPOLITAN) 

The  Charleston  metropolitan  district  continues  its  dy- 
namic state  of  affairs  in  the  health  care  arena.  New  lead- 
ership, new  insurance  contracts,  new  affiliations,  and 


expanded  collaborations  have  emerged  during  this  time. 
Simultaneously,  political  efforts  have  continued  to  sup- 
port a Patients’  Bill  of  Rights,  while  focus  has  now  ex- 
panded to  the  tobacco  settlement. 

Raymond  Greenberg,  MD,  PHD,  became  the  new  Presi- 
dent of  MUSC.  He  is  interested  in  mending  the  “town/ 
gown”  relationship,  and  has  already  met  with  the  Charles- 
ton County  Medical  Society  Executive  Committee  and  the 
Medical  Society  of  South  Carolina  to  begin  that  process. 
He,  too,  supports  the  use  of  the  tobacco  settlement  funds 
for  health  care.  Dr.  Richard  Gross  became  the  new  Presi- 
dent of  the  CCMS,  succeeding  the  colorful  Dr.  Tom  Fitts. 

Relationships  with  third  party  payors  have  continued 
to  change  in  this  local  market.  MUSC  dropped  its  current 
contract  with  Healthsource;  Medcost  expanded  to  multiple 
providers/facilities;  and  Blue  Cross / Blue  Shield  came 
closer  to  an  agreement  with  ALL  facilities  of 
CAREALLIANCE.  The  demands  of  patients,  employers, 
and  physicians  continue  to  erode  the  viability  of  exclusive 
insurance  contracts. 

Physician  groups  have  reorganized,  while  others  have 
embarked  on  new  collaborative  efforts  during  this  dynamic 
year.  The  MUSC  freshman  medical  students  once  again 
participated  in  an  oyster  roast  sponsored  by  SCMA,  and 
hosted  by  Dr.  and  Mrs.  Richard  Ulmer.  It  was  attended  by 
more  than  100  medical  students — our  future  leaders.  A 
new  mentoring  program  was  established  with  a smaller 
group  of  these  freshmen  students  to  show  them  the  per- 
sonal aspects  of  being  a physician.  These  efforts  provide 
exposure  for  the  medical  students  to  organized  medicine, 
while  providing  our  membership  with  new  opportunities 
to  participate. 

The  primary  care  arm  of  CAREALLIANCE,  Low 
Country  Medical  Associates  (LMA),  dissolved  its  agree- 
ment with  its  management  group,  CAMSO.  This  50-  plus 
physicians  group  has  resumed  management  of  each  of  its 
component  practices.  This  is  in  keeping  with  the  national 
trend  of  hospitals  divesting  themselves  of  M.D.  practices. 

The  relationship  with  the  CCMS  and  the  CCMS  Auxil- 
iary continues  to  blossom.  The  Auxiliary,  led  this  year  by 
my  wife  Carol,  successfully  completed  its  fund  raising  with 
Ghostwalk  Charleston,  enabling  the  Auxiliary  to  award 
six  $ 1 ,000  grants  to  local  health  care  organizations.  They 
have  arranged  a legislative  meeting  featuring  two  national 
speakers  and  co-sponsored,  with  Women  in  Medicine,  a 
speech  by  Dr.  Randy  Smoak. 

One  additional  opportunity  arose  this  year  for  collabo- 
rative brainstorming:  future  hurricane  evacuations!  The 
fiasco  created  by  the  mandatory  evacuation  for  Hurricane 
Floyd  provided  the  chance  for  all  hospitals  and  agencies 
to  re-examine  their  disaster  plans.  This  is  an  on-going 
process  as  yet  one  more  hurricane  season  approaches. 

Finally,  the  political  arm  of  the  CCMS  is  alive  and  well. 
The  local  legislators  have  heard  from  us  in  focus  groups 
as  well  as  at  the  successful  legislative  conference.  We 
continue  to  educate  them  on  the  need  for  a Patients'  Bill 
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of  Rights.  Now,  focus  has  shifted  to  the  tobacco  settle- 
ment. These  efforts,  spearheaded  by  a strong  lobby  from 
the  SCMA,  coupled  with  a strong  grassroots  effort  by 
county  medical  societies,  seek  to  direct  these  funds  exclu- 
sively to  health  care.  This  effort  will  prove  to  be  a lively 
debate. 

I look  forward  to  another  dynamic  year  for  our  local 
medical  community  and  our  state  in  general.  Thank  you 
for  allowing  me  to  serve  as  your  district  trustee. 

Patrick  Kelly,  MD,  FACEP 
Trustee,  First  Medical  District 
(Metropolitan) 

REPORT  OF  THE  TRUSTEE,  SECOND  MEDICAL 
DISTRICT 

Issues  of  concern  for  the  rural  physicians  in  the  Ridge 
Medical  Society  were  recently  discussed.  One  of  signifi- 
cant concern  was  for  the  SCMA  to  help  us  with  a template 
for  compliance  with  the  federal  regulation  for  Continuous 
Quality  Improvement  and  Corporate  Compliance  plans  for 
small  offices  such  as  ours.  We  hope  that  the  medical  asso- 
ciation can  provide  us  with  help  that  would  not  be  too 
time  consuming  and  yet  meet  requirements  that  are  all  too 
vague  anyway! 

Other  issues  that  were  discussed  include  the  require- 
ment that  small  offices  that  do  very  few  and  limited  radio- 
logical procedures  have  licensed  radiological  technicians. 
We  feel  that  this  will  place  a burden  on  the  ability  of  pa- 
tients in  rural  areas  to  access  such  x-rays  in  a convenient 
manner.  We  are  afraid  that  the  requirement  will  cause  many 
physicians  to  quit  doing  x-rays  in  their  offices  due  to  the 
limited  availability  of  such  licensed  technologists.  The  cost 
of  hiring  these  licensed  technologists  will  also  increase 
the  base  cost  of  doing  x-rays.  As  you  well  know,  the  reim- 
bursement for  x-rays  by  Medicare  is  already  terrible  and 
almost  cost  prohibitive.  This  brings  us  to  the  age  old  prob- 
lem of  Medicare  reimbursement  in  general  which  is  not 
good  and  seemingly  getting  worse.  This  is  especially  poor 
for  the  laboratory.  Often  costs  of  labs  to  our  office  far 
exceed  the  Medicare  payment!  The  old  problems  of  the 
limitation  placed  upon  us  by  health  maintenance  organi- 
zations and  certain  insurance  companies  are  still  with  us: 
limited  choice  of  medications,  procedures,  scheduling  of 
procedures,  referral  to  specialists  who  we  do  not  know  or 
have  any  confidence  in,  and  reimbursement. 

We  appreciate  the  work  of  the  South  Carolina  Medical 
Association  and  hope  that  we  can  work  together  for  the 
better  of  all  patients  in  South  Carolina.  Thank  you  for  your 
attentiveness  in  these  matters. 

Lexington  Medical  Association 

The  year  2000  marks  the  twentieth  anniversary  of  the 
Lexington  Medical  Association.  Our  current  membership 
stands  at  174  members.  A gala  celebration  is  planned  for 
April  2000  in  conjunction  with  our  Alliance. 

Going  back  to  our  “roots”  of  trying  to  respond  to  the 


needs  of  our  community,  we  participated  in  two  service 
projects.  The  first  was  a day  of  yard  work  at  the  shelter 
for  abused  women,  Sister  Care.  The  second  was  pre-holi- 
day help  at  the  local  food  bank  for  the  needy,  Harvest  Hope. 
Events  that  were  run  in  conjunction  with  the  Alliance  in- 
cluded a golf  tournament  and  a wine  tasting.  These  will 
likely  be  yearly  events.  Money  raised  in  these  events  goes 
toward  scholarship  programs  for  county  students  for  medi- 
cal school. 

Our  yearly  schedule  is  comprised  of  four  main  meet- 
ings. Typically,  this  includes  a business  meeting,  speaker, 
and  dinner  at  a local  establishment.  We  began  this  year 
“at  sea”  on  the  Southern  Patriot  for  a sunset  Lake  Murray 
cruise.  The  next  event  was  the  wine  tasting  at  the  Colum- 
bia Museum  of  Art.  The  event  was  combined  with  our 
yearly  political  forum.  We  invited  members  of  the  Legis- 
lature to  attend. 

We  have  given  two  $2000  nursing  scholarships  to  Mid- 
lands Technical  College  students  this  year.  This  is  a yearly 
event.  We  have  a mini-internship  program  available  to  the 
community. 

We  hope  this  year  to  become  involved  in  a Habitat  for 
Humanity  project  with  both  financial  and  labor  support 
from  our  membership. 

It  seems  that  many  issues  facing  physicians  in  this  state 
are  buffered  for  Lexington  County  physicians  by  the  “Lex- 
ington County  Health  Service  District”  (Lexington  Medi- 
cal Center). 

The  organization  has  been  quite  busy  buying  physi- 
cians practices,  including  but  not  limited  to  urgent  care/ 
family  practice,  OB/GYN,  occupational  medicine,  and  neu- 
rosurgery. 

The  Lexington  Medical  Center  is  a provider  in  the  Phy- 
sicians Care  Network. 

The  county  is  growing  rapidly.  There  has  been  a steady 
influx  of  physicians  providing  an  increasing  spectrum  of 
care.  There  is  no  reason  to  expect  anything  but  continued 
growth  in  our  membership. 

Aiken  County  Medical  Society 

The  Aiken  County  Medical  Society  continues  to  be  en- 
ergized. The  medical  society  and  the  Alliance  have  both 
been  involved  in  several  community  projects,  charities, 
and  scholarships.  We  have  had  a good  infusion  of  young 
physicians  and  spouses  in  the  membership  and  in  the  lead- 
ership. We  also  had  our  first  legislative  forum  in  February 
2000,  which  turned  out  well.  New  officers  for  the  Medi- 
cal Society  are  Wayne  Frei,  President;  Nick  Sanito,  Vice 
President;  and  Steve  Clark,  Secretary/Treasurer. 

The  Aiken  PHO  is  under  the  new  leadership  of  Mr. 
Eric  Hiner  as  Executive  Director.  The  PHO  is  locked  in  a 
bitter  battle  with  BCBS-SC/PPC  where  Augusta.  Georgia 
physicians  are  being  paid  more  than  Aiken  physicians  for 
providing  the  same  services  despite  Aiken  physicians  hav- 
ing higher  overhead  because  of  our  indigent  care  situa- 
tion. The  Aiken  County  Medical  Society  has  asked  for 
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Senator  Thurmond’s  and  Congressman  Lindsey  Graham’s 
assistance  in  investigating  BCBS-SC  for  what  Aiken  phy- 
sicians perceive  as  many  unfair  and  illegal  practices. 
BCBS-SC  has  responded  with  threatening  statements  to 
physicians,  disparaging  comments  to  patients,  distorting 
pubic  relations  statements,  and  an  arrogant  attitude.  BCBS- 
SC  has  broken  off  all  negotiations  without  ever  having  to 
provide  requested  information  and  clarification  of  posi- 
tions. To  state  that  Aiken  physicians  relations  with  BCBS- 
SC  is  at  low  tide  would  be  a polite  understatement. 

This  will  be  my  last  report  as  trustee  for  this  seat.  Un- 
der the  Aiken-Lexington  agreement,  Lexington  will  fill 
the  seat.  Dr.  John  Black  will  serve  and  both  Aiken  and 
Lexington  are  confident  that  he  will  do  a fine  job. 

Aiken  is  glad  to  have  held  the  seat  for  four  years.  It 
helped  energize  our  county  society  and  bond  us  much 
closer  with  the  SCMA.  I personally  am  glad  to  have  served 
as  a trustee  and  thank  everyone  who  made  it  possible. 

James  J.  Hill,  Jr.,  MD,  Trustee,  Second 
Medical  District;  W.  Hugh  Morgan,  MD, 
Aiken;  and  Lee  Boguski,  MD,  FACEP, 
Lexington  Ridge  Medical  Society 

REPORT  OF  THE  TRUSTEE,  SECOND  MEDICAL 
DISTRICT  (METROPOLITAN) 

I have  been  fortunate  to  represent  the  second  district 
(metropolitan)  to  the  SCMA.  In  so  doing,  it  is  with  pride 
that  I report  on  the  activities  of  the  Columbia  Medical  So- 
ciety over  the  past  year. 

We  have  had  the  capable  leadership  of  Dr.  Robert 
Malanuk  during  1999.  He  is  followed  by  Dr.  Robert  Ball 
in  2000,  who  was  inaugurated  at  the  Annual  Ball  on  Janu- 
ary 8,  2000.  This  year’s  ball  was  also  the  75th  anniver- 
sary of  the  CMS  Auxiliary. 

The  Mini-Internship  program  was  held  November  7- 
9,  1999,  with  participation  by  several  notable  community 
leaders  including  members  of  the  law  enforcement  com- 
munity, the  print  media,  the  legal  profession,  and  the 
Governor’s  office.  The  summary  evaluation  by  the  par- 
ticipants was  very  positive  in  that  it  allows  our  medical 
community  to  interface  and  communicate  with  our  busi- 
ness, religious,  and  professional  leaders. 

The  Columbia  Medical  Society  gave  four  awards  in 
the  Region  II  Science  Fair  in  the  area  of  Basic  Medical 
Science.  Our  members  judged  the  exhibits  at  the  Carolina 
Coliseum  and  Dr.  Robert  Ball  presented  the  awards. 

The  Recorder,  the  journal  of  the  CMS,  continues  to  be 
published  on  a regular  basis  with  ten  issues  in  1999  and  a 
circulation  of  2000.  A new  feature  in  the  journal  is  a regu- 
lar article  on  timely  issues  by  the  secretary  of  CMS,  Dr. 
Rodney  Reid. 

Seven  scientific  meetings  have  been  held  over  the  past 
year  for  AMA  category  one  CME  credit.  Three  business 
meetings  with  programs  on  socio-economic  topics  were 
also  held. 

In  a joint  project  with  the  CMS  Auxiliary,  a total  of 


$8,000.00  was  awarded  to  five  USC  School  of  Medicine 
students  for  the  1999/2000  school  year. 

CMS  has  added  over  70  medical  students  as  members, 
in  accordance  with  the  SCMA  agreement  with  the  students 
to  encourage  them  to  join  the  county,  state,  and  AMA.  An 
average  of  30  students  are  attending  CMS  scientific  meet- 
ings for  which  a nominal  $5.00  per  student  fee  is  charged. 
This  includes  a social,  dinner,  and  the  program. 

The  Young  Physician’s  Committee  is  remaining  quite 
active.  A reception  was  held,  to  which  all  Richland  County 
physicians  under  the  age  of  40  were  invited. 

CMS  has  continued  to  hold  the  annual  joint  luncheon 
meeting  with  the  press.  CMS  and  The  State  newspaper 
alternate  hosting  this  luncheon. 

CMS  is  underway  in  the  construction  of  a web  page.  It 
needs  to  be  continually  refined  but  can  be  seen  at 
www.columbiamedicalsociety.org. 

The  executive  secretary  of  the  CMS,  Ms.  Marge 
Ehrenclou,  continues  to  provide  referral  services  for  new 
patients  in  the  Columbia  Metropolitan  area. 

The  Columbia  Medical  Society  continues  to  take  a posi- 
tive position  on  the  local/regional  level  representing  phy- 
sicians in  the  midlands  area  of  South  Carolina. 

Gerald  A.  Wilson,  MD 

Trustee,  Second  Medical  District 

(Metropolitan) 

REPORT  OF  THE  TRUSTEE,  THIRD  MEDICAL 
DISTRICT 

The  Third  Medical  District  of  South  Carolina  is  com- 
posed of  five  counties  consisting  of  Abbeville,  Greenwood. 
Laurens,  McCormick,  and  Newberry. 

Clearly,  our  health  care  providers  have  realized  their 
strength  as  the  best  judge  and  provide  the  health  care  needs 
of  the  Third  Medical  District.  Outside  managed  care  en- 
terprises, more  prevalent  now  than  in  the  past,  we  have 
still  failed  to  fractionate  our  health  care  community.  Within 
our  district,  formal  alliances  within  the  five  county  areas 
continue  to  strengthen  as  Self  Memorial  Hospital  moves 
toward  better  communication  and  access  to  health  care  as 
a referral  center.  The  hospital  itself  is  undergoing  major 
capital  improvements  with  the  construction  of  a new  fam- 
ily practice  center  in  the  not-too-distant  future.  The  new 
CEO  John  Heydel,  has  given  strong  leadership  and  inno- 
vative ideas  through  the  changing  times  of  medical  health 
care.  The  area  has  continued  to  be  successful  in  recruit- 
ment and  retention  of  new  physicians,  and  the  county  medi- 
cal society  appears  to  still  be  a strong  entity  in  the 
Greenwood  area. 

Julius  L.  Leary,  MD 
Trustee,  Third  Medical  District 

REPORT  OF  THE  TRUSTEE,  FOURTH  MEDICAL 
DISTRICT  (METROPOLITAN) 

The  Greenville  County  Medical  Society  continues  to 
grow  in  numbers  as  well  as  in  services  to  members  and 
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the  community.  Changes  in  the  Society  reflect  growth,  pa- 
tient advocacy  and  the  continued  toll  of  managed  care. 
The  Fourth  (Metropolitan)  Medical  District  continues  to 
meet  the  opportunities  of  economic  growth  with  an  ex- 
panded international  community  and  the  challenges  of  a 
growing  number  of  medically  under-insured  and  uninsured 
persons. 

The  Society  supports  the  Greenville  Family  Partner- 
ship Red  Ribbon  Campaign,  supplying  two  members  to 
the  board  and  helping  to  finance  its  awards  program.  So- 
ciety members  participate  in  the  Physician-Lawyer  Youth 
Education  Initiative  program.  This  is  a joint  effort  of  the 
Society  and  the  Thirteenth  Circuit  Solicitor’s  office.  Win- 
ners are  the  middle  schools  that  see  doctors  and  lawyers 
working  together.  The  “Pickup  and  Delivery”  service  of- 
fered by  the  society  encourages  members  to  schedule  pick- 
up of  unused  pharmaceutical  samples  for  the  Greenville 
Free  Medical  Clinic’s  Pharmacy.  This  year’s  Doctor’s  Day 
celebration  was  combined  with  the  clinic’s  “Walk  With 
The  Docs”  to  honor  the  physicians  that  give  of  their  time 
and  expertise  to  the  Free  Clinic.  The  executive  director  of 
the  society  served  on  the  Health  Care  Assessment  Imple- 
mentation Committee  of  the  community  Planning  Coun- 
cil. This  committee  ended  its  work  by  establishing  the 
Health  Care  Alliance.  This  county-wide  alliance  will  at- 
tempt to  coordinate  health  care  programs  for  under-insured 
and  uninsured  citizens.  A target  community  has  been  se- 
lected for  this  pilot  project.  State  funding  has  also  been 
obtained  to  maintain  the  Medical  Transportation  Service. 
Support  for  medical  scholarships  within  the  SCMA  Foun- 
dation has  been  sizably  increased.  The  Society  was  grati- 
fied to  have  won  the  1999  SCMA  Service  to  the 
Community  Award  for  the  Health  Care  Coverage  Infor- 
mation Handbook  that  was  compiled  to  serve  as  a resource 
for  the  community. 

The  Young  Physician  and  Emeritus  sections  continue 
to  hold  their  own  breakfast  meetings  to  discuss  their  unique 
interests.  Registration  for  the  annual  Postgraduate  Semi- 
nar is  underwritten  for  Society  members.  This  seminar  was 
directed  by  a Society  member  for  many  years.  Two  mini- 
internships,  spring  and  fall,  introduced  the  rigors  and  joys 
of  daily  medical  practice  to  the  non-medical  interns.  These 
“lay”  interns  all  encourage  other  community  leaders  to 
participate.  A Society/Alliance  “Meet  and  Mingle”  recep- 
tion gave  our  members  a chance  to  meet  our  legislative 
delegation  in  a forum  without  political  speeches  or  solici- 
tations. Later,  another  Society /Alliance  Legislative  Forum 
which  included  members  from  Greenwood,  Anderson,  and 
Spartanburg  was  held  with  the  SCMA  staff.  Members 
learned  about  techniques  that  are  successful  when  con- 
tacting our  representatives  and  learned  about  bills  that  may 
be  filed  in  this  session. 

As  usual,  changes  at  the  Greenville  Hospital  Sys- 
tem and  St.  Francis  Health  System  have  reminded  us  of 
their  position.  The  Maryland  based,  not-for-profit,  Bon 
Secours  Health  System  acquired  the  assets  of  St.  Francis. 


This  will  provide  new  capital  for  expanded  services,  tech- 
nology, and  marketing. 

Open  heart  surgery  started  at  St.  Francis  this  year. 
The  Greenville  Hospital  System  found  it  necessary  to  cut 
its  budget  by  15  million  dollars,  causing  several  programs 
to  be  eliminated,  including  the  popular  “Nurse-on-Call.” 
This  elimination  has  made  the  Society’s  referral  service 
even  more  valuable  to  persons  trying  to  find  a family  phy- 
sician or  specialist.  HealthFirst,  a Greenville  Hospital  Sys- 
tem sponsored  insurance  plan,  ceased  operations  at  the  first 
of  the  year  and  left  many  hundreds  scrambling  to  find  new 
coverage.  Some  practices  continue  to  grow  larger  while 
others  shrink  as  doctors  move  in  and  out  of  town  and  in 
and  out  of  professional  relationships  with  corporate  own- 
ers or  incorporated  partners.  This  is  not  surprising  in  a 
community  our  size,  and  these  changes  have  always  been 
a part  of  the  medical  scene.  “And  the  beat  goes  on.” 

A positive  event  for  the  county  is  the  completion  of  the 
Center  for  Developmental  Services.  This  unique  collabo- 
rative effort  will  house  BabyNet  of  DHEC,  Developmen- 
tal Services  of  the  Children’s  Hospital,  the  Greenville  office 
of  Family  Connection  of  South  Carolina,  the  Greenville 
County  Disabilities  and  Special  Needs  Board,  Pediatric 
Rehabilitation  Services  of  St.  Francis,  the  Preschool  Spe- 
cial Education  Program  of  the  county  school  system  and 
the  Speech,  Hearing  and  Learning  Center,  Inc.  The  ser- 
vices of  these  agencies  will  be  offered  to  children  and  fami- 
lies in  a comprehensive  and  integrated  system  under  one 
roof. 

AMA  President-Elect  Randolph  D.  Smoak,  Jr.,  M.D., 
and  SCMA  President  William  H.  Hester  M.D.,  were  speak- 
ers at  Society  meetings.  They  also  spoke  to  the  Greenville 
Chamber  of  Commerce  300  for  Greenville  luncheon.  They 
brought  the  message  of  organized  medicine  to  the  eco- 
nomic leaders  of  the  county.  They  also  spoke  with  the 
editorial  board  of  the  Greenville  News  and  were  inter- 
viewed by  M.D.  News  magazine.  Their  day  in  Greenville 
was  a positive  one  for  the  AMA,  SCMA  and  GCMS. 

It  has  been  my  privilege  to  serve  as  your  district  trustee 
to  the  SCMA  through  the  terms  of  presidents  Jeffrey  G. 
Lawson,  M.D.,  and  William  R.  Craig,  IU,  MD.  Robin  Scott- 
Blackbum  continues  her  excellent  job  as  executive  director 
with  the  support  of  Joan  Crick.  These  unselfish  officers  and 
staff  make  my  duties  a pleasure  to  perform.  They  have  my 
deep  appreciation.  I also  appreciate  the  confidence  of  the 
membership  and  I hope  to  deserve  this  support  in  the  future. 
John  P.  Evans,  MD 
Trustee,  Fourth  Medical  District 
(Metropolitan) 

REPORT  OF  THE  TRUSTEE,  FIFTH  MEDICAL 
DISTRICT 

Chester,  Fairfield,  Kershaw,  Lancaster,  and  York 
County  physicians  have  experienced  a relatively  quiet  year 
marked  by  moderate  growth  in  the  number  of  physicians, 
physician  facilities,  and  hospitals  in  the  five  county  area. 
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The  overall  number  of  physicians  has  moderately  increased 
with  both  additional  primary  care  and  specialty  care  phy- 
sicians migrating  into  our  area  of  the  state.  Physicians 
office  space  has  steadily  expanded  and  some  hospitals  have 
also  enlarged  or  opened  new  facilities.  At  the  same  time, 
physician  practice  upheaval,  so  prevalent  in  some  other 
parts  of  the  state,  has  been  kept  to  a minimum  in  our  area. 
There  continues  to  be  slow  and  steady  encroachment  on 
the  physician  market  place  and  the  patient  practice 
economy  by  the  large  metropolitan  areas  located  to  the 
north  and  south  of  District  Five  counties.  Nonetheless, 
physician-to-physician  relationships  have  remained  col- 
legial and  professional.  This  is  gratifying,  as  the  primary 
benefactors  of  good  physician  working  relationships  are 
our  patients.  However,  we  continue  to  work  in  a highly 
regulated  environment  and  there  are  several  issues  that  I 
would  like  to  address  to  my  constituents. 

While  we  are  all  sick  of  hearing  about  fraud  and  abuse 
and  being  blamed  for  billions  of  dollars  of  government 
waste,  there  can  be  no  doubt  that  the  federal  government 
is  serious  about  punishing  physicians  and  other  health  care 
providers  who  exhibit  a pattern  of  improper  billing.  The 
Medicare  Integrity  Program  (MIP)  provides  HCFA  with 
broad  authority  to  contract  with  private  entities  to  perform 
cost  report  audits;  on-site  reviews;  targeted  areas  for  na- 
tional provider  education;  data  analysis;  and  other  activi- 
ties related  to  fraud  units  that  detect  and  prevent  Medicare 
fraud  and  abuse.  They  also  ensure  that  providers  comply 
with  corporate  settlement  agreements  of  the  Inspector 
General.  The  PRO  Sixth  Scope  of  Work  concentrates  at 
least  30  percent  of  its  efforts  on  its  Payment  Error  Preven- 
tion Program.  This  program  includes  bounties  or  incen- 
tives (now  called  award  fees)  to  PROs  that  achieve  a 40 
percent  reduction  in  the  baseline  payment  error  rate.  The 
Senior  Medicare  Patrol  Project  uses  retired  accountants, 
physicians,  lawyers,  teachers,  and  nurses  to  teach  Medi- 
care beneficiaries  to  spot  billing  and  benefits  problems. 
Senior  volunteers  undergo  training  in  reviewing  health  care 
benefits  statements.  Up  to  250,000  Medicare  enrollees 
will  participate  in  this  program.  Physicians  need  to  be 
aware  of  these  efforts  by  both  the  government  and  private 
citizens  as  well  as  the  PRO  and  take  all  steps  necessary  to 
ensure  that  their  business  operations  and  billing  are  hon- 
est and  above  board. 

In  spite  of  these  onerous  regulations  and  furthermore, 
in  spite  of  the  efforts  of  the  media  to  vilify  the  medical 
profession,  all  of  us  need  to  keep  in  mind  that  we  are  the 
pinnacle  of  management  of  the  health  care  team.  We  are 
surrounded  by  so-called  physician  extenders  or  mid-level 
providers  whose  numbers  are  rising  at  an  extremely  rapid 
rate.  The  number  of  graduates  of  nurse  practitioner  pro- 
grams has  more  than  quadrupled  in  the  last  five  years.  At 
least  one  quarter  of  all  physician  practices  now  employ 
one  or  more  nurse  practitioners.  Nationally,  10  percent  of 
all  nurse  practitioners  are  in  independent  practice.  A re- 
cent editorial  in  The  State  newspaper  noted  that  “nurse 


practitioners  offer  healthcare  that  is  high  quality — and  less 
costly — and  thus  they  are  a viable  option  for  many  pa- 
tients. The  federal  government,  by  various  means,  has 
repeatedly  tried  to  authorize  non-physician  health  care  pro- 
fessionals in  various  roles  as  limited  medical  practitio- 
ners including  diagnostic,  treatment,  and  prescriptive  roles. 
We  are  surrounded  by  alternative  and  complementary 
health  care  practitioners  of  every  ilk.  A local  church  in 
my  community  offers  carotid  vascular  testing,  abdominal 
aortic  aneurysm  testing,  and  osteoporosis  screening 
through  a commercial  company  at  various  times  during 
the  year.  In  29  states,  patients/consumers/clients  have 
direct  access  to  laboratory  testing.  The  morning  talk  shows 
are  filled  with  all  manner  of  nutritionists,  herbalists,  you- 
name-it  therapists  dispensing  advice  on  herbs,  vitamins, 
diets,  massages,  hot  rock  therapy,  etc.,  etc.,  legally  and 
without  any  fear  of  prosecution  for  the  unauthorized  prac- 
tice of  medicine.  The  absolute  lack  of  scientific  valida- 
tion for  the  effectiveness  of  much  of  this  advice  and  the 
fantastic  claims  made  for  its  effectiveness  are  appalling. 

As  physicians,  we  must  continue  to  assert  our  author- 
ity and  leadership  as  the  most  knowledgeable  and  quali- 
fied members  of  the  health  care  team.  We  must  determine 
what  diagnostic  and  treatment  plans  are  most  effective  and 
ethical  for  our  patients.  We  must  work  together  both  pro- 
fessionally and  through  organized  medicine  to  see  that 
physician  and  patient  concerns  are  addressed  fairly  and 
equitably  at  all  levels.  Your  membership  and  your  voice 
in  your  county,  state,  and  national  medical  associations 
are  needed  now  more  than  ever.  It  is  vital  that  physicians 
remain  the  prime  directors  of  health  care  and  health  care 
delivery  in  the  United  States.  PHYSICIANS  ARE  PA- 
TIENT ADVOCATES. 

It  has  continued  to  be  my  pleasure  to  serve  as  your 
trustee  for  the  fifth  district  for  the  past  year.  This  coming 
year  will  be  my  final  year  as  trustee  and  I am  grateful  for 
the  confidence  and  trust  that  you  have  placed  in  me  over 
the  past  eight  years.  I look  forward  to  your  continued 
support  as  trustee  as  well  as  Chairman  of  the  Board  of 
Trustees  of  the  SCMA  and  as  Alternate  Delegate  to  the 
AMA  from  South  Carolina.  Please  let  me  know  how  I 
can  serve  you  now  and  in  the  future. 

R.  Duren  Johnson,  MD 

Trustee,  Fifth  Medical  District 

REPORT  OF  THE  TRUSTEE,  SIXTH  MEDICAL 
DISTRICT 

The  principal  events  that  occurred  in  the  Sixth  Medi- 
cal District  are  largely  related  to  the  growth  in  the  number 
of  physician  providers  and  hospital  related  building 
projects. 

Hospital  Services 

Within  the  hospital  community,  all  three  hospitals  in  Horry 
County,  Conway  Hospital,  Grand  Strand  Regional  Medi- 
cal Center,  and  Loris  Hospital  continue  to  develop  outpa- 
tient surgery  centers  in  both  the  northern  and  southern 
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coastal  areas. 

In  an  innovative  effort,  Grand  Strand  Regional  Medi- 
cal Center  and  Conway  Hospital  have  elected  to  “joint  ven- 
ture” a Community  South  Strand  Outpatient  Surgery  and 
Ambulatory  Center.  This  initiative  is  a cooperative  effort 
by  both  medical  staffs  and  began  September  1,  1999.  The 
venture  has  experienced  a profound  increase  in  “free-stand- 
ing” emergency  department  visits  and  outpatients  that  has 
significantly  exceeded  anticipated  levels. 

The  “Sea  Coast”  initiative  in  north  eastern  Horry 
County  by  Loris  Hospital  is  expected  to  be  completed  in 
the  fall  of  2000. 

Physicians’  Activities 

The  significant  development  in  physician  activities 
largely  revolves  around  the  continued  increase  in  new  pro- 
viders arriving  in  Horry  County.  There  has  been  approxi- 
mately a ten  percent  increase  in  the  number  of  physicians 
along  the  coastal  area  of  Horry  County  during  1999.  This 
growth  has  been  broad  based  to  include  primary  care  and 
medical-surgical  specialties. 

The  Horry  County  Medical  Society  continues  to  be  ac- 
tive and  continued  in  1999  to  experience  growing  meet- 
ing attendance.  The  society  elected  to  continue  to  fund  its 
own  professional  education  programs  in  order  to  promote 
more  diverse  clinical  and  practice  management  topics.  The 
Conway  - Grand  Strand  joint  venture  has  allowed  for  im- 
proved interactions,  and  communication  between  the  re- 
spective medical  staffs. 

Payor  Environment 

The  Sixth  Medical  District  remains  largely  a point-of- 
service  payment  environment.  Within  the  commercial  sec- 
tor, second  generation  physician  preferred  organization 
(PPO)  products  are  being  introduced.  As  in  1998,  there 
has  been  no  growth  in  global  capitated  payors  within  Horry 
County. 

Summary 

Since  Horry  County  is  one  of  the  fastest  growing  areas 
in  the  United  States  today,  the  medical  and  hospital  com- 
munities are  making  concerted  growth  efforts  to  address 
our  patients’  needs  with  quality  medical  services. 

Kenneth  L.  DeHart,  MD 
Trustee,  Sixth  Medical  District 

REPORT  OF  THE  TRUSTEE,  SIXTH  MEDICAL 
DISTRICT  (METROPOLITAN) 

It’s  been  my  pleasure  serving  the  Sixth  District  for  the 
last  two  terms  from  the  urban  region.  We  still  have  much 
unfinished  business  to  complete  and  I would  like  to  con- 
tinue serving  you.  We  still  have  issues  to  deal  with  on  the 
state  and  national  level.  At  the  state,  we  are  continuing  to 
have  an  erosion  of  our  control  as  physicians  by  both  health 
insurance  companies  and  ancillary  providers.  We  now  have 
in  place  a good  program  to  control  our  destiny.  I would 
like  to  be  a part  of  shaping  this  future  with  the  background 
that  I have  obtained  in  my  years  of  service.  On  the  na- 
tional level,  we  still  have  patients’  rights  that  are  unad- 


dressed. Even  though  the  US  House  and  Senate  each 
passed  proposed  bills  last  in  1999,  there  has  not  been  a 
finalized  version  because  those  bills  are  awaiting  a joint 
conference  committee  to  resolve  the  differences.  Again, 
in  our  district  there  are  many  issues  that  need  to  be  ad- 
dressed. As  your  representative,  I stand  ready  to  meet  your 
needs  for  the  upcoming  term.  I will  be  submitting  my 
intent  to  run  for  re-election  at  the  Annual  Meeting  in 
Charleston,  April  27-30,  2000. 

I want  to  thank  all  the  SCMA  Board  for  their  hard  work 
for  the  physicians  of  South  Carolina  and  want  to  encour- 
age all  the  physicians  in  the  Sixth  District  to  get  involved 
and  call  me  at  my  office  at  (843)  665-2191  or  fax  con- 
cerns to  (843)  679-0192.  Only  if  we  have  your  input  and 
know  what  is  happening  can  we  truly  achieve  our  goals. 
Thank  you  for  allowing  me  to  serve  you. 

William  N.  Boulware,  MD,  FACP 
Trustee,  Sixth  Medical  District 
(Metropolitan) 

REPORT  OF  THE  TRUSTEE,  SEVENTH  MEDICAL 
DISTRICT 

This  is  the  third  time  I have  been  privileged  to  prepare 
an  annual  report  from  the  Seventh  Medical  District  and 
each  year,  I report  on  continued  growth  in  our  district  and 
increasing  participation  in  medical  practice  affairs  by  our 
membership.  This  year  is  no  different;  the  physician  and 
overall  population  in  our  areas  continues  to  increase  and 
hospital  growth  continues. 

Two  contentious  statewide  issues  have  been  more  re- 
cently discussed  with  significant  enthusiasm  by  our  medi- 
cal societies  in  the  district:  the  reorganization  and 
continued  independence  of  the  JUA/PCF  and  the  eventual 
distribution  of  South  Carolina’s  share  of  tobacco  settle- 
ment money.  Physicians  almost  unanimously  want  the 
PCF  (and  the  JUA)  to  remain  independent  of  the  State 
Insurance  Commission.  They  do  support  many  of  the  pro- 
posed changes  as  improvements  and  as  necessary  to  en- 
sure solvency  for  the  funds. 

Regarding  tobacco  settlement  money,  district  physi- 
cians likewise  endorse  the  published  position  of  the  SCMA 
Board  and  President  Bill  Hester  directing  that  the  funds 
go  to  health-related  matters  and  issues. 

It  has  been  more  recently  apparent  to  many  doctors  in 
our  district  that  we  must  maintain  our  vigilance  and  pro- 
vide our  expert  professional  opinions  in  matters  of  legis- 
lation, both  state  and  federal,  that  affect  health  care  for 
our  patients  and  the  practice  of  medicine.  Legislators  have 
been  guests  and  continue  to  be  invited  to  Society  meet- 
ings throughout  the  district.  As  always,  my  personal  opin- 
ion remains  that  active  participation  in  the  SCMA,  AMA, 
and  SOCPAC  is  vital  to  expressing  our  ideas  and  to  main- 
taining quality  health  care  access  and  availability  for  our 
patients. 

I serve  at  the  direction  of  our  district  physicians;  I am 
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sincerely  indebted  to  them  for  this  privilege  and  will  con- 
tinue to  remain  active  on  their  behalf. 

Gerald  E.  Harmon,  MD 

Trustee,  Seventh  Medical  District 

REPORT  OF  THE  YOUNG  PHYSICIANS  SECTION 

The  Young  Physician  Section  of  the  SCMA  has  had  a 
productive  year.  As  the  SC  delegate  to  the  AMA  YPS 
Annual  Meeting  in  Chicago  in  June  1999, 1 participated  in 
the  process  that  resulted  in  the  formation  of  a national  col- 
lective negotiating  unit,  Physicians  for  Responsible  Ne- 
gotiations. This  will  somewhat  level  the  playing  field 
between  employed  physicians  and  health  plans.  There  was 
also  strong  support  for  the  Campbell  Bill  (H.R.  1304) 
which  would  allow  all  physicians  to  jointly  negotiate  with 
health  plans. 

The  interim  meeting  of  the  YPS  was  a qualified  suc- 
cess, with  attendance  improved  but  still  suboptimal.  The 
meeting,  held  in  a beachfront  cabana  on  Myrtle  Beach, 
featured  an  informal  update  by  SCMA  President  William 
Hester,  MD,  and  a strategy  session,  followed  by  a catered 
dinner. 

Closer  to  home,  an  e-mail  network  linking  all  South 
Carolina  young  physicians  is  nearing  completion.  Once 
operational,  this  network  (facilitated  by  the  AMA)  will 
allow  for  regular,  timely  and  inexpensive  communications 
between  all  young  physicians  in  the  state  who  have  internet 
access.  It  is  expected  that  the  YPS  chair  will  provide  peri- 
odic informational  updates  to  YPS  members,  and  feed- 
back to  the  chair  will  be  just  a mouse  click  away.  This 
will  be  a powerful  unifying  factor,  particularly  as  internet 
access  becomes  more  ubiquitous,  and  should  serve  to  en- 
courage participation  in  the  SCMA  and  AMA  among  our 
association’s  younger  members.  Young  physicians  who 
would  like  to  receive  these  YPS  e-mail  updates  are  en- 
couraged to  send  a brief  e-mail  to  Dr.  Eric  Senn  at 
Vino62@aol.com  to  be  added  to  the  list. 

The  Young  Physicians  Section  of  the  SCMA  continues 
to  grow  in  its  size  and  level  of  involvement.  Many  chal- 
lenges remain,  and  all  who  are  either  under  age  40  or  in 
the  first  five  years  of  post-training  are  encouraged  to  par- 
ticipate. 

Eric  Senn,  MD 

Chair,  Young  Physicians  Section 

REPORT  OF  THE  SCMA  DELEGATION  TO  THE 
AMA 

It  is  once  more  my  pleasure  to  report  to  you  on  the 
activities  and  achievements  of  the  South  Carolina  Delega- 
tion to  the  American  Medical  Association.  Please  allow 
me  to  approach  this  report  in  a fashion  that  will  bring  you 
up-to-date  on  the  changes  that  have  come  about  in  AMA 
over  the  last  two  or  two-and-a  half  years,  and  which  will 
point  up  the  considerable  successes  we  feel  South  Caro- 
lina has  had  in  participation  in  AMA,  both  from  the  stand- 
point of  membership  issues  and  from  the  standpoint  of 


personal  involvement  by  those  of  us  who  have  been  fortu- 
nate enough  to  be  chosen  to  represent  you  at  the  national 
level. 

Several  years  ago,  the  leadership  of  AMA.  aware  of 
declining  membership  numbers  and  a widespread  pattern 
of  increasing  devotion  by  physicians  to  their  specialty  so- 
cieties, undertook  a “Study  of  the  Federation.”  Member- 
ship in  the  AMA  House  of  Delegates,  the  policymaking 
body  of  AMA,  had  been  structured  so  as  to  be  dominated 
by  delegates  from  the  state  component  societies.  The  spe- 
cialty societies  were  allowed  representation  in  the  House, 
but  in  much  smaller  numbers — one  or  two  representatives 
per  organization.  This  meant  that  organizations  such  as 
the  American  College  of  Surgeons,  or  the  American  Col- 
lege of  Physicians,  with  thousands  of  members,  had  only 
one  or  two  delegates  in  the  House  of  Delegates.  The  feel- 
ing had  existed  that  the  specialty  groups  were  bound  by 
parochial  interests  so  that  decisions  made  might  represent 
that  area  of  medicine,  instead  of  the  entire  “house  of  medi- 
cine.” 

The  Study  of  the  Federation  indicated  a widespread 
sentiment  that  there  should  be  increased  representation  in 
the  House  by  the  specialty  societies,  and  this  has  now  come 
to  pass,  in  that  these  organizations  may  now  have  many 
more  delegates — for  some  of  the  larger  specialties,  as  many 
as  eight  or  nine  delegates.  During  this  “re-apportionment” 
process,  some  of  the  state  organizations  have  lost  delegates. 
It  has  been  my  personal  persuasion,  and  I have  stated  so  in 
many  different  arenas,  that  the  strength  of  the  AMA  for 
the  coming  years  will  be  in  the  working  together  of  the 
specialty  societies  with  the  delegates  from  the  state  com- 
ponent organizations.  In  my  opinion,  this  is  what  we  are 
seeing  in  AMA,  a smooth  amalgamation  of  effort  and  not 
the  parochialism  so  feared  by  many. 

In  addition  to  the  above  changes  we  have  seen  in  the 
functioning  of  AMA,  there  are  changes  in  structure  and 
governance  which  have  come  about  because  of  an  inci- 
dent which  occurred  some  two  years  ago.  That  incident 
has  come  to  be  known  as  the  “Sunbeam  affair.”  At  that 
time,  there  was  the  widespread  feeling  that  weaknesses  in 
operational  surveillance  by  AMA  staff,  and  perhaps  by 
AMA  leadership  as  well,  led  to  development  of  an  AMA 
contract  with  a private  entity  which  placed  the  integrity 
and  name  of  the  AMA  in  jeopardy.  A committee  of  the 
House  of  Delegates  was  appointed,  outside  legal  and  ad- 
ministrative advice  sought,  and  many  changes  in  the  gov- 
ernance and  structure  of  the  AMA  have  followed.  Perhaps 
even  more  profound  were  changes  in  the  AMA  staff  itself, 
including  resignations  and  terminations  of  several  upper 
level  staff  members,  and  the  appointment  of  a new  execu- 
tive vice-president.  Dr.  Andy  Anderson,  who  was  with  us 
at  the  last  meeting  of  the  SCMA  House  of  Delegates,  as 
you  will  recall.  Dr.  Anderson  has  made  some  tough  deci- 
sions during  the  last  year,  as  you  know,  not  always  popu- 
lar decisions  in  my  opinion.  The  organization  has  come 
out  of  those  frustrating  days  a stronger  organization. 
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Regarding  the  involvement  and  impact  of  the  South 
Carolina  delegation  at  the  AMA  level,  we  continue  to  be 
highly  visible  and  continue  to  contribute  in  several  differ- 
ent spheres.  Obviously,  the  most  important  of  achieve- 
ments is  the  election  of  Dr.  Randy  Smoak  of  Orangeburg 
to  the  office  of  President-Elect  of  AMA.  Randy  will  be- 
come AMA’s  president  in  June.  Randy  has  always  per- 
formed his  duties  in  a most  impressive  and  admirable 
fashion,  and  he  will  be  a great  president. 

In  addition.  Dr.  Dan  Brake  remains  a member  of  the 
Council  on  Legislation,  and  Dr.  Chris  Hawk,  a member  of 
the  Council  on  Scientific  Affairs.  These  are  prestigious 
jobs  to  which  these  physicians  have  dedicated  themselves 
these  past  two  years.  I became  chairman  of  the  Southeast- 
ern Delegation  of  AMA  this  year.  The  Southeastern  is  the 
largest  coalition  in  the  AMA,  composed  of  14  states  and 
Puerto  Rico.  The  organization  is  a great  force  in  develop- 
ing AMA  policy,  and  in  electing  our  leaders.  Other  mem- 
bers of  South  Carolina  have  regularly  been  active  in  House 
of  Delegates  and  reference  committee  activities. 

There  continue  to  be  many  very  important  issues  which 
involve  the  AMA.  After  each  AMA  meeting,  I have  dis- 
cussed the  most  important  and  timely  of  these  with  you  in 
my  report  in  The  Journal  of  the  SCMA.  Allow  me  to  briefly 
remind  you  of  several  of  these  most  important  issues,  hop- 
ing you  recognize  that  there  are  many  others  that  bear  di- 
rectly on  you  and  your  patients. 

The  “Patient’s  Protection  Act,”  widely  discussed  in  the 
current  presidential  race,  remains  a bill  pushed  for  pas- 
sage by  the  current  administration  and  a bill  feared  and 
opposed  by  the  managed  care  industry  because  of  ramifi- 
cations of  possible  increased  cost  to  the  HMOs.  The  AMA 
continues  to  push  forward  the  effort  for  passage  of  this 
bill. 

Fraud  and  abuse  accusations,  initiated  principally  by 
HCFA,  continue  to  pose  a heinous  and  obtrusive  threat, 
and  the  AMA  makes  continuous  effort  to  reduce  that  threat. 
Collective  bargaining-coming  to  be  recognized  by  many 
as  “unionization”-is  an  effort  to  alter  the  patently  unfair 
anti-trust  laws  as  they  apply  to  physicians.  AMA  contin- 
ues to  offer  help  when  asked  by  employed  physicians  and 
house  officers,  and  continues  to  have  hope  for  the  Campbell 
Bill  in  Congress. 

Changes  in  the  health  insurance  market  have  been  ap- 
proached by  a dramatic  move  in  the  posture  of  AMA,  from 
endorsing  “employer-based”  health  coverage  to  promot- 
ing “individually  owned”  health  insurance.  Implicit  in  this 
idea  are  needed  changes  in  the  tax  law  as  it  relates  to  the 
deductibility  of  premiums,  purchasing  pools,  community 
rating,  and  a variety  of  other  features. 

Please  review  my  comments  about  these  and  other  is- 


sues in  The  Journal  and  follow  AMNews  and  other  perti- 
nent publications  about  the  AMA’s  continued  actions  in 
these  and  many  other  important  issues. 

I would  like  to  pay  special  thanks  to  SCMA  for  an- 
other contribution  this  year.  Due  to  the  great  success  we 
have  enjoyed  in  membership  growth  in  the  South  Caro- 
lina Medical  Association  the  last  few  years,  commitment 
was  made  by  your  Past-President,  Dr.  Steve  Imbeau,  and 
you.  President  Dr.  Bill  Hester,  to  work  with  Bill  Mahon  in 
growing  membership  in  the  American  Medical  Associa- 
tion. The  effort  has  borne  fruit,  and  South  Carolina  has 
increased  its  AMA  membership  by  approximately  1000 
this  year.  This  fact  has  made  South  Carolina  eligible  for 
another  delegate  and  alternate-delegate,  who  will  be  elected 
at  this  SCMA  Annual  Meeting.  For  a state  the  size  of 
South  Carolina  to  have  five  delegates  is  an  unusual  achieve- 
ment, and  your  participation  is  appreciated  beyond  what  I 
can  state  in  this  report. 

Finally,  I wish  to  pay  thanks  to  two  members  of  our 
delegation  who  have  been  dedicated,  exemplary  delegates 
in  your  behalf.  Dr.  John  Simmons  is  stepping  down  as  a 
member  and  his  shoes  will  be  very  hard  to  fill.  John  is 
recognized  as  a genuine  authority  in  the  area  of  physician 
involvement  in  the  managed  care  industry.  He  also  has 
been  our  regular  attendee  at  the  reference  committee  on 
medical  education,  and  has  been  a vocal  and  contributing 
participant  in  policy  and  direction  of  medical  education  in 
this  country.  We  will  miss  John  on  the  delegation. 

Another  member  of  the  delegation  who  has  moved  to 
other  AMA  involvement  is  Dr.  Steve  Imbeau,  who  will 
now  make  his  contributions  to  American  medicine  through 
his  specialty  society,  the  American  Academy  of  Allergy, 
Asthma  and  Immunology.  Steve  has  been  my  friend,  men- 
tor, and  confidant  in  many  matters.  He  is,  of  course,  not 
gone  from  AMA,  and  will  continue  to  participate  in  South 
Carolina  delegation  activities.  Steve  is  also  planning  on 
running  for  a seat  on  the  Council  on  Medical  Services, 
and  we  will  aid  him  in  his  candidacy. 

We  are  eagerly  looking  forward  to  the  coming  year  at 
the  AMA  level.  Randy’s  inauguration  will  be  a singularly 
great  event.  Our  additional  delegate  and  alternate  will 
make  us  a stronger  delegation.  We  are  looking  forward  to 
the  participation  of  Drs.  Duren  Johnson  and  Capers  Hiott 
as  members  of  the  delegation.  As  always,  we  have  had 
superb  support  and  involvement  by  our  SCMA  staff,  CEO 
Bill  Mahon  and  COO  Ron  Fitzwater,  without  whom  we 
could  not  be  the  effective  delegation  I believe  us  to  be.  I 
thank  you  most  sincerely  for  allowing  us  to  represent  you, 
our  constituency,  at  AMA  level,  and  I pledge  to  you  con- 
tinued dedication  and  effort. 

Walter  J.  Roberts,  Jr.,  MD 

AMA  Delegate  & Delegation  Chairman 
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THE  CHIEF  EXECUTIVE  OFFICER 

It  is  my  pleasure  to  report  to  the  2000  House  of  Del- 
egates on  the  activities  of  the  South  Carolina  Medical  As- 
sociation and  its  subsidiaries. 

As  you  will  note  in  the  audited  financial  statements 
included  in  the  Report  of  the  Treasurer,  the  SCMA  and  its 
subsidiaries  had  a very  good  year  in  fiscal  year  98-99.  Cur- 
rently, we  are  on  track  to  have  another  good  year  with  the 
exception  of  the  Members’  Insurance  Trust  (MIT),  which 
is  being  hit  by  rising  costs  especially  in  the  area  of  pre- 
scription drugs.  The  MIT  Board  is  in  the  process  of  hav- 
ing an  actuarial  study  done  and  rates  will  be  adjusted  based 
on  the  recommendation  of  the  actuaries.  SCMA  Financial 
Services  continues  to  grow  and  has  completed  its  first  year 
as  the  designated  agency  for  the  South  Carolina  Dental 
Association.  Effective  August  1,  1999,  the  administration 
of  Physicians  Care  Network  has  moved  totally  in-house. 
We  have  continued  to  use  ACMG  as  a claims  processor 
for  the  MIT  and  repricing  of  all  other  claims  is  being  done 
by  PCN.  The  SCMA  Foundation  continues  to  grow  through 
contributions  and  the  expansion  of  the  Section  170  pro- 
gram. The  Section  170  program  is  something  all  physi- 
cians should  consider  taking  part  in  for  the  tax  deduction 
and  the  future  annuity  payments.  All  of  our  subsidiaries 
have  reports  in  the  handbook  that  provide  more  detail. 

This  year  is  the  second  session  of  the  113th  General 
Assembly  and  we  continue  to  follow  a number  of  issues. 
This  session  we  have  been  focusing  on  the  tobacco  settle- 
ment and  the  Legislative  Audit  Council’s  report  on  the 
Patients  Compensation  Fund.  At  the  present  time,  no  ac- 
tion has  been  taken  on  either  issue  by  the  General  Assem- 
bly. Currently,  we  are  tracking  more  than  one  hundred  bills 
that  cover  a wide  range  of  topics.  The  Report  of  the 
Interspecialty  Council  for  Legislative  Activities  contained 
in  your  delegate’s  handbook  will  provide  you  with  a de- 
tailed list  of  these  bills  and  the  position  of  the  SCMA.  The 
upcoming  presidential  election  should  be  of  special  inter- 
est to  physicians  as  the  debate  regarding  the  health  care 
policies  of  the  two  candidates  begins. 

The  SCMA  and  its  subsidiaries  continue  to  grow  and 
as  a result  of  this  growth,  we  have  outgrown  our  building 
and  have  rented  additional  space  to  accommodate  PCN. 
Moving  PCN  out  of  the  headquarters  building  has  given 
us  room  for  the  continued  expansion  of  SCMA  Financial 
Services.  We  have  purchased  a 3.75  acre  site  in  the 
Westpark,  an  office  park  located  off  Femandina  Road  about 
two  miles  past  our  current  site.  We  have  had  preliminary 
discussions  with  architects  and  have  determined  our  of- 
fice space  needs  and  have  concluded  that  a building  of 
30,000  square  feet  would  meet  our  current  needs.  The  is- 
sue now  is  to  decide  when  to  begin  construction.  This  de- 
cision must  take  into  consideration  the  status  of  our 
operations,  both  current  and  in  the  future  as  well  as  pro- 
jections on  revenue  and  growth.  I am  asking  that  the  House 


of  Delegates  authorize  the  Board  of  Trustees  to  proceed 
with  the  evaluation  of  all  pertinent  factors  and  that  they  be 
authorized  to  proceed  if  they  determine  that  the  construc- 
tion of  a new  headquarters  site  is  feasible. 

For  a second  year,  the  SCMA  has  made  a significant 
effort  to  increase  the  level  of  participation  by  South  Caro- 
lina physicians  in  the  American  Medical  Association 
(AMA).  Our  success  in  this  effort  has  resulted  in  the  addi- 
tion of  a fifth  AMA  Delegate  and  Alternate  Delegate  to 
the  AMA  House  of  Delegates.  Our  efforts  continue  to  suc- 
ceed and  I encourage  all  who  are  not  AMA  members  to 
become  one. 

Finally,  on  behalf  of  the  staff  of  the  SCMA,  I want  to 
express  our  sincere  appreciation  for  your  support  and  for 
giving  us  the  opportunity  to  serve  you. 

William  F.  Mahon 
Chief  Executive  Officer 

REPORT  OF  THE  PHYSICIANS  CARE  NETWORK 
BOARD  OF  DIRECTORS 

I am  pleased  to  provide  the  House  of  Delegates  with 
information  regarding  the  status  of  the  Physicians  Care 
Network  (PCN)  for  1999. 

The  PCN  recently  celebrated  its  seventh  birthday  on  Feb- 
ruary 21,  2000  and  continues  to  serve  physicians  and  pa- 
tients well,  working  directly  with  employers  to  manage 
the  cost  and  quality  of  health  care.  The  most  significant 
accomplishment  in  1999  was  the  purchase  of  a state-of- 
the-art  health  care  management  information  system  and 
transition  of  PCN  administrative  functions  to  an  in-house 
system  from  the  third  party  administrator,  ACMG.  PCN 
currently  employees  45  full-time/part-time  employees  who 
provide  claims  repricing,  marketing,  utilization  review, 
customer  service,  provider  contracting,  and  network  ser- 
vices. 

Despite  fluctuations  in  the  market,  our  marketing  ef- 
forts are  still  proving  to  be  effective  as  the  numbers  attest 
to  our  increasing  success.  As  of  February  1,  2000,  PCN 
has  contracts  with  82  companies,  a decrease  from  the  104 
companies  we  had  this  time  last  year,  due  to  several  fac- 
tors described  below.  PCN  has  28,725  members,  up  from 
25,125  members  this  time  last  year  despite  the  decrease  in 
groups.  These  figures  equate  to  63,188  covered  lives,  up 
from  55,275  covered  lives  one  year  ago.  Participating 
physician  locations  total  8,883,  up  from  6,972  at  this  time 
last  year. 

The  majority,  7339,  are  in  South  Carolina,  with  674  in 
Georgia  and  867  in  North  Carolina.  PCN  has  105  partici- 
pating hospitals,  up  from  97  hospitals  last  year  and  899 
ancillary  providers,  up  from  776  ancillaries  last  year.  We 
are  extremely  pleased  with  the  continued  growth  of  this 
relatively  young  subsidiary. 

There  are  two  products  that  continue  to  be  offered  to 
employers  and  insurance  companies:  a risk-sharing  prod- 
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uct  and  a non  risk-sharing  product  called  Access  Only. 
There  are  11  risk-sharing  clients  and  71  Access  Only  cli- 
ents located  throughout  the  state.  One  of  the  major 
challenges  PCN  is  currently  facing  is  marketability.  Re- 
cently, two  substantial  PCN  customers  were  purchased  by 
a major  competitor.  This  means  the  domestic  third  party 
administrator  market  segment  for  PCN  has  diminished  sig- 
nificantly, with  the  remainder  of  the  domestic  TPA  either 
already  being  a PCN  customer,  or  owned  by  the  competi- 
tion. There  are  also  forty-one  fully  insured  carriers  leav- 
ing the  South  Carolina  market  by  April  2000,  which,  in 
effect  reduces  PCN’s  target  market.  In  addition,  PCN  has 
recently  lost  sales  to  other  competitor  networks  due  to 
PCN’s  reimbursement  to  physicians  being  substantially 
higher. 

Physicians  Care  Network  cannot  survive  with  our 
present  reimbursement  schedule.  As  you  know,  each  year 
our  reimbursement  continues  to  decrease  close  to  the  Medi- 
care Fee  Schedule  and  somewhat  even  below  Medicare. 
The  majority  of  Physicians  Care  Network  competitors  are 
only  slightly  above  Medicare  or  below  the  Medicare  Fee 
Schedule.  It  seems  we  are  fortunate  in  South  Carolina 
with  our  present  fee  schedule,  even  though  it  is  continu- 
ing to  decrease.  One  of  the  reasons  we  formed  Physicians 
Care  Network  was  to  allow  patients  the  freedom  to  go  to 
the  doctor  and  hospital  of  their  choice.  We  also  wanted  to 
maintain  a reasonable  reimbursement  for  physicians. 

At  the  present  time.  Physicians  Care  Network  has  one 
of  the  highest  physician  reimbursement  schedules.  To  con- 
tinue to  provide  the  SCMA’s  physicians  and  patients  a 
patient  population  paid  at  better  than  Medicare  rates  and 
higher  than  other  insurance  companies,  we  are  going  to 
have  to  adjust  reimbursement  rates.  The  PCN  Board  of 
Directors  has  taken  action  to  address  the  reimbursement 
issue  and  ensure  PCN  a competitive  place  in  the  market. 
We  are  asking  you  to  support  PCN  for  the  benefit  of  our 
patients  and  our  physicians. 

As  we  enthusiastically  and  optimistically  look  to  the 
future,  we  want  to  thank  you  for  your  support  which  en- 
ables PCN  to  remain  successful. 

Daniel  W.  Brake,  MD,  Chairman,  PCN 

Board  of  Directors 

REPORT  OF  SCMA  FINANCIAL  SERVICES,  INC. 

It  is  my  pleasure  to  make  this  annual  report  of  the  South 
Carolina  Medical  Association  (SCMA)  Financial  Services, 
Inc.,  to  the  House  of  Delegates.  The  original  purpose  of 
SCMA  Financial  Services,  Inc.,  was  to  establish  a wholly- 
owned  subsidiary  of  the  SCMA  that  could  handle  the  vari- 
ous insurance  needs  of  the  association  with  the  commis- 
sions earned  from  the  sale  of  insurance  products  accruing 
to  the  SCMA. 


Today,  SCMA  Financial  Services,  Inc.,  has  expanded 
to  include  one  part-time  and  nine  full-time  employees  of 
which  seven  hold  insurance  licenses  and  sell  insurance  in 
geographical  locations  in  South  Carolina.  Financial  Ser- 
vices provides  either  unique  or  discounted  products  for 
the  membership  or  when  a discount  cannot  be  arranged, 
will  find  the  most  competitive  price  available.  More  re- 
cently, our  scope  of  operations  has  expanded  to  include 
providing  agency  services  for  the  South  Carolina  Dental 
Association,  a contract  which  has  just  recently  renewed. 

In  this  fiscal  year,  the  SCMA  Financial  Services,  Inc., 
Board  of  Directors  approved  a $174,000.00  dividend  to 
the  SCMA.  We  will  also  gross  over  $ 1 ,250,000.00  in  com- 
mission income,  a 25  percent  increase  over  last  year. 

Please  visit  our  booth  in  the  exhibit  area  and  meet  our 
staff. 

Edward  W.  Catalano,  MD.  SCMA 
Financial  Services,  Inc.  Board  of 
Directors 
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SPECIAL  GUEST: 
YANK  D.  COBLE,  JR.,  MD 


Yank  D.  Coble,  Jr.,  MD,  is  an  endocrinologist  in  private 
practice  in  Jacksonville,  Florida.  He  was  elected  to  the 
American  Medical  Association  (AM  A)  Board  of  Trustees 
in  1994  and  the  Executive  Committee  of  the  Board  in  1997 
and  1998,  and  Secretary-Treasurer  in  1999.  Dr.  Coble  is  a 
Clinical  Professor  of  Medicine  at  the  University  of  Florida, 
Jacksonville  and  is  the  former  Chairman  of  the  Depart- 
ment of  Community  Health  and  Family  Medicine  and  Pro- 
fessor of  Medicine  and  Family  Medicine  at  the  University 
of  Florida,  Gainesville. 

Dr.  Coble  has  served  since  1994  as  an  AM  A Commissioner 
to  the  Joint  Commission  on  Accreditation  of  Healthcare 
Organizations  (JCAHO),  since  1995  as  Chair  of  the  Prac- 
tice Guidelines  Partnership  and  Clinical  Quality  Improve- 
ment Forum,  and  since  1996  on  the  Governing  Board  of 
the  American  Medical  Accreditation  Program  (AMAP). 
Dr.  Coble  served  as  President  of  the  AMA's  Education  and 
Research  Foundation  Executive  Committee  from  1 995  to 
1997,  and  in  1998  chaired  the  American  Medical  Associa- 
tion Executive  Vice  President  Search  Committee.  He  was 
appointed  in  1997  to  the  AHCPR  National  Policy  Board. 
Dr.  Coble  served  on  the  AMA  Council  on  Scientific  Af- 


Bom in  Burlington,  North  Carolina,  Dr.  Coble  com- 
pleted his  undergraduate  studies  at  Duke  University 
and  received  his  medical  degree  there  in  1962.  Upon 
completion  of  his  residency  at  New  York  Hospital 
Cornell  Medical  Center,  he  was  an  International  Research 
Career  Development  Program  awardee  of  the  National 
Institutes  of  Health  (NIH)  in  Cairo,  Egypt  and  Ibadan, 
Nigeria,  the  Endocrine  Section  of  the  National  Cancer  In- 
stitute, and  Vanderbilt  Medical  School.  In  1967,  he  received 
a degree  in  Clinical  Medicine  of  the  Tropics  from  the  Lon- 
don School  of  Hygiene  and  Tropical  Medicine.  He  was 
board  certified  in  internal  medicine  in  1969,  recertified  in 
1977,  and  board  certified  in  endocrinology  in  1975. 


Dr.  Coble  currently  serves  as  a member  of  the  Board  of 
Directors  of  Blue  Cross,  Blue  Shield  of  Florida,  Inc.  He  is 
past  Chairman  of  the  boards  of  FLAMEDCO,  Inc.  and 
Florida  Medical  Insurance  Trust  (FMIT),  and  a former 
member  of  the  Board  of  Directors  and  Executive  Com- 
mittee of  the  Florida  Physicians  Insurance  Company  and 
the  Koger  Equity  Company. 


As  a community  leader.  Dr.  Coble  served  as  president  of 
the  Jacksonville  Community  Council  and  a member  of  the 
Board  of  Directors  of  Leadership  Jacksonville,  Big  Broth- 
ers, the  Arts  Assembly,  the  Jacksonville  Chamber  of  Com- 
merce, the  Jacksonville  Enterprise  Center  for  Health  Care 
Technology,  and  the  Wesley  Manor  Retirement  Village. 


fairs  from  1988-94,  serving  as  Vice  Chair  and  Chair. 

In  1997  Dr.  Coble  was  appointed  to  the  Advisory  Com- 
mittee to  the  Director,  National  Institutes  of  Health, 
elected  to  the  Board  of  National  Osteoporosis  Foun- 
dation, and  selected  for  membership  in  the  American 
Clinical  and  Climatological  Association. 

Long  active  in  organized  medicine,  Dr.  Coble  is  a past 
president  of  the  American  Society  of  Internal  Medi- 
cine, and  the  Florida  Medical  Association.  He  is  also  a 
founding  member  and  the  first  president  of  the  Ameri- 
can Association  of  Clinical  Endocrinologists,  and 
served  as  President  of  the  American  College  of  Endo- 
crinology. Dr.  Coble  was  awarded  the  Florida  Medical 
Association's  highest  honor,  the  Certificate  of  Merit, 
was  honored  as  the  second  Master  of  the  American 
College  of  Endocrinology  (M.A.C.E.),  received  the  first 
Honorary  Membership  from  the  North  Carolina  Medi- 
cal Society,  and  is  recognized  annually  by  the  Yank  D. 
Coble,  Jr.,  MD  Distinguished  Endocrinologist  Award 
given  by  the  American  Association  of  Clinical  Endo- 
crinologists. 
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152nd  SCMA  ANNUAL  MEETING 
EXHIBITORS  2000 


COMPANY 

COMMUN-I-CARE 

SmithKline  Beecham  Pharmaceuticals 

Stiefel  Laboratories 

Pathology  Service  Associates 

First  Citizens  Bank 

Eli  Lilly  / Takeda 

BellSouth 

Discover  / Novus  Network 
A 4 Health  Systems 
Gift  of  Life  Trust  Fund 
Wallace  Laboratories 
3M  Pharmaceuticals 
Organon,  Inc. 

Transworld  Systems,  Inc. 

Solid  Surfaces,  Inc. 

The  Regional  Medical  Center 
Searle  Pharmaceuticals 
South  Carolina  Medical  Assist. 

Companion  Technologies 

Disability  Determination  Division  - SCVR 

Eli  Lilly  & Co. 


COMPANY 

Ortho  McNeil  Pharmaceuticals 
Rhone  Poulene  Rorer 
SC  Medical  Management  Association 
Hoechst  Marion  Roussel  (HMR) 

Carolina  Medical  Review 

SC  Medical  Group  Management  Association 

Palmetto  GBA 

Roche  Pharmaceuticals 

USC  School  of  Medicine 

Pfizer 

MUSC 

Bayer  Corporation 
Fox  Meadows 

Carolina  Physicians  Advisory  Service 
SCMA  Practice  Management  Services,  Inc. 
Physicians  Care  Network 
SCMA  Financial  Services,  Inc. 

Janssen  Pharmaceutical 
CompuSystems 

Medikro  Holter  / Spriometer  / EKG 
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Y2K.3.  HIPPOCRATES  REDUX 

Life  is  short,  and  the  Art  long;  the  occasion  fleeting;  experience  fallacious,  and  judgment  difficult. 

— Hippocrates 

There  are  men  and  classes  of  men  that  stand  above  the  common  herd:  the  soldier,  the  sailor,  and  the 
shepherd  not  unfrequently;  the  artist  rarely;  rarelier  still,  the  clergyman;  the  physician  almost  as  a rule. 
He  is  the  flower  (such  as  it  is)  of  our  civilization. 

— Robert  Louis  Stevenson 

Indeed,  the  medical  profession  is  not  different  from  any  other;  its  members  are,  for  the  most  part, 
ordinary  empty-headed  dolts,  ready  to  see  what  is  not  there  and  to  deny  the  obvious. 

— Thomas  Mann 


An  essay  in  The  Lancet  written  for  the  occasion 
of  the  New  Millennium  caught  my  attention.  The 
author,  a thoughtful  historian  at  the  Sorbonne  in 
Paris,  suggests  there  will  soon  be  widespread  re- 
placement of  physicians  by  health  care  technicians. 
The  role  of  physicians  will  be  confined  largely  to 
the  cutting  edge  of  science.  As  technology  brings 
ever-increasing  precision  to  diagnosis  and  treat- 
ment, she  implies,  medical  judgement  will  cease 
to  be  a prized  commodity.  Encouraging  freshman 
medical  students  to  take  interest  in  literature  is 
pointless;  instead,  they  should  “chase  nascent  sci- 
ence.” In  her  opinion,  “ the  last  maitre  a penserfor 
a noble-minded  general  medicine  ” was  Sir  Will- 
iam Osier,  who  died  more  than  80  years  ago.1 

Osier  championed  the  ideal  of  the  physician  as 
a liberally-educated  professional  who  brought  to 
the  bedside  not  only  the  latest  science  but  also  the 
accumulated  wisdom  of  the  ages  as  expressed  by 
the  great  minds,  the  “saints  of  humanity”  as  he  put 
it.  Osier  maintained  that  medicine  is  a great  and 
noble  profession,  perhaps  troubled  humanity’s 
greatest  hope: 

Linked  together  by  the  strong  bonds  of  com- 
munity of  interests,  the  profession  of  medicine 
forms  a remarkable  world-unit  in  the  progres- 
sive evolution  of  which  there  is  a fuller  hope 
for  humanity  than  in  any  other  direction.2 


Indeed,  our  profession  is  unique: 

Medicine  is  the  only  world-wide  profession,  fol- 
lowing everywhere  the  same  methods,  actuated 
by  the  same  ambitions,  and  pursuing  the  same 
ends.  This  homogeneity,  its  most  characteristic 
feature,  is  not  shared  by  the  law,  and  not  by  the 
Church,  certainly  not  in  the  same  degree.2 

Yet  today,  in  the  year  2000,  medicine  as  a profes- 
sion is  uniquely  vulnerable.  Why? 

Medicine,  the  law,  and  the  ministry  came  to  be 
the  “learned  professions”  because  these  were  the 
subjects  taught  in  medieval  universities  as  human- 
ity emerged  from  the  Dark  Ages.  Although  the 
notion  of  “profession”  has  been  liberalized — some 
would  say  trivialized — in  recent  years,  it  is  still  true 
that  medicine,  law,  and  the  ministry  differ  from 
other  occupations  in  one  important  way.  Namely, 
physicians,  lawyers,  and  clergy  help  their  fellow 
humans  through  tough  situations  where  the  out- 
come is  far  from  certain.  Therein  lies  the  rub.  We 
will  always  need  lawyers  because  nobody  knows 
for  sure  what  happens  next  when  one  person  sues 
another.  We  will  always  need  clergy  because  no- 
body knows  for  sure  what  happens  next  when  we 
die.  Yet  medicine,  uniquely  and  inexorably  moves 
toward  certainty.  Eliminate  the  uncertainty  and 
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therefore  the  need  for  judgement  and  what  will  be 
left? 

Is  this  outcome  inevitable?  What  can  we  do 
about  it? 

The  first  step,  in  my  opinion,  is  to  throw  nostal- 
gia to  the  winds.  Medicine  has  always,  I submit, 
been  more  vulnerable  than  many  other  occupations, 
and  doctors  through  the  centuries  have  had  to  re- 
invent what  it  is  they  do.  Also,  the  lament  that  “I 
entered  a profession  and  left  a business”  is  hardly 
unique  to  our  own  times;  it  echoes  down  through 
the  centuries  and  in  numerous  walks  of  life.  The 
lament  that  we  have  allowed  third  parties  to  come 
between  us  and  our  patients  serves  no  useful  pur- 
pose. The  lament  that  “our  noble  profession  dating 
back  to  Hippocrates”  could  be  destroyed  reflects  a 
fiction  about  our  heritage.  The  latter  point  needs 
brief  elaboration. 

Osier  saw  “an  apostolic  succession”  of  great 
physicians  dating  back  to  Hippocrates,  whom  he 
recognized  as  a shadowy  figure  best  interpreted  as 
emblematic  or  symbolic  of  the  great  physicians  of 
his  day,  at  least  those  on  the  island  of  Cos.  More 
recent  analysis  reveals  certain  problems,  as  follows: 

• The  notion  that  Hippocrates  solidified  the  medi- 
cal profession  is  untrue;  in  fact,  medicine  in  clas- 
sical Greece  was  never  solidified.  Its  practitioners 
were  often  peripatetics  in  fierce  competition  with 
their  colleagues  and  with  other  types  of  healers.3 

• The  notion  that  Hippocrates  separated  medicine 
from  philosophical  speculation  is  untrue,  for  in  fact 
his  ideas  owed  heavily  to  the  pre-Socratic  philoso- 
phers and  what  has  been  called  “Ionian  rational- 
ism.”4 

• The  notion  that  Hippocrates  wrote  the  Hippocratic 
Oath  is  highly  suspect.  There  is  no  evidence  that 
anyone  in  antiquity  ever  took  the  oath,  and  a per- 
suasive argument  has  been  made  that  it  was  actu- 
ally written  by  Pythagorean  philosophers.5 

The  crowning  achievement  of  Greek  medicine 
was  to  separate  medicine  from  religion  and  magic 
by  rejecting  supernatural  causation  of  illness.  One 
might  argue  that  the  lasting  benefit  was  not  so  much 
to  the  medical  profession  as  it  was  to  the  scientific 
method.  If  the  future  of  the  medical  profession  (as 
distinct  from  the  future  of  medicine)  seems  shaky 
now,  it  was  most  assuredly  shaky  back  then!  We 
must  accept  that  as  scientific  knowledge  and  pub- 


lic sophistication  march  ever-forward,  the  nature 
of  the  medical  profession — what  it  is  that  doctors 
do  for  their  fellow  humans,  how  they  are  reim- 
bursed for  it,  and  how  they  stand  vis-a-vis  other 
health  care  providers — must  inevitably  change. 

William  Osier  lived  in  what  is  sometimes  called 
the  Progressive  Era,  in  which  the  notion  that  hu- 
man progress  is  linear  and  ever-upward  was  much 
more  widespread  than  it  is  today.  Today  we  are  less 
sure.  What  can  be  done? 

Osier  remarked  “it  should  be  a source  of  spe- 
cial pride  to  American  physicians  to  feel  that  the 
national  association  of  this  country — the  Ameri- 
can Medical  Association — has  become  one  of  the 
largest  and  most  influential  bodies  of  the  kind  in 
the  world.”2  We  in  South  Carolina  should  take  spe- 
cial pride  that  our  state  medical  association  is  one 
of  the  strongest  in  the  country,  and  that  our  own 
Randy  Smoak  is  the  incoming  president  of  the 
AMA.  If  we  are  to  re-invent  medicine,  and  my  ar- 
gument is  that  medical  profession  must  be  re-in- 
vented from  time  to  time  to  remain  viable,  there  is 
no  other  way  to  do  it  than  to  stand  together.  As  we 
convene  for  this  year’s  annual  meeting,  let  us  re- 
member that  it  is  only  within  organized  medicine 
that  physicians  of  all  stripes  come  together  for  a 
common  purpose. 

— CSB 
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On  we  Cover. 


SEVENTY-FIVE  YEARS  AGO  . . . 

In  1925  the  South  Carolina  Medical  Association 
Annual  Meeting  was  held  in  Spartanburg.  Pictured 
on  The  Journal  cover  this  month  is  The  Cleveland 
Hotel  the  headquarters  for  this  meeting.  The  hotel 
was  tom  down  in  1992  after  standing  vacant  for  a 
number  of  years.  Philip  G.  Clarke  of  the 
Spartanburg  Chamber  of  Commerce  provided  a 
promotional  description  of  Spartanburg  for  the 
April  1925  Journal  of  the  South  Carolina  Medical 
Association  which  is  quoted  in  part: 

Probably  no  other  city  in  the  entire  country 
has  the  advantages,  present  and  future,  which 
favor  Spartanburg,  South  Carolina.  Ideally 
situated,  populated  by  an  industrious,  thrifty,  and 
intelligent  people,  possessing  a wonderful 
climate,  strategically  located  with  a view  to 
manufacturing  and  distributing,  and  at  the 
present  time,  the  scene  of  a tremendous 
industrial  and  home  building  activity, 
Spartanburg  is  experiencing  unusually  good 
conditions.  The  eyes  of  the  entire  south  are  now 
directed  on  this  community.  . . . 

Located  at  the  top  of  the  Piedmont  Plateau, 
within  sight  of  the  majestic  Blue  Ridge 
mountains,  and  advantageously  situated  where 
the  New  York- Atlanta  main  lines,  both  rail  and 
highway,  cross  the  routes  that  connect 
Charleston  and  the  sea  with  Ashville  and  the 
middle  north,  Spartanburg  is  one  of  the  fastest 
growing  business  and  social  centers  in  the  south. 

. . . Spartanburg  County  was  settled  in  1775 
by  sturdy  God-fearing  and  law  abiding  Scotch- 
Irish  and  English  colonists.  Their  hardiness  and 
perseverance  in  the  War  of  the  Revolution  won 
for  them  the  name  of  “Spartans.”  So  when  the 
county  seat  was  located  in  1787,  it  was  named 
in  their  honor,  ’’Spartanburg.”  . . . Then  a 
sparsely  settled  section,  with  thickly  wooded 
lowlands  and  highlands,  Indian  trails  and  paths 
linking  the  outlying  districts,  settlers  earned  at 
the  best  a poor  living,  but  happy  and  contented 
in  the  knowledge  that  they  were  free  men,  the 
yoke  of  old  England  no  more  about  their  necks. 
Now  a modern  community,  with  a county 


population  of  more  than  110,000,  [1925 
remember]  wasted  woodlands  converted  into 
highly  productive  lands,  . . . Spartanburg’s 
schools,  parks,  playgrounds,  churches,  libraries, 
theatres,  newspapers  and  moral  atmosphere  do 
not  suffer  one  whit  by  comparison  with  any 
other  section.  Wide,  smoothly  paved  streets, 
with  a profusion  of  beautiful  shade  trees, 
wonderful  residential  sections  and  above  all,  that 
truly  “homelike”  atmosphere  which  one  meets 
on  all  sides,  tend  to  make  Spartanburg  an  ideal 
community. 

Wofford  College  for  men  and  Converse 
College  for  women,  two  well  known  institutions 
of  learning  are  located  here.  Other  educational 
centers  here  include  Textile  Industrial  Institute, 
State  School  for  the  Deaf  and  Blind  and  Hastoc 
School  for  Boys.  The  city  has  one  of  the  best 
public  school  systems  in  the  country.  The 
Spartanburg  General  Hospital  and  the  Mary 
Black  Clinic,  two  splendid  medical  institutions, 
serve  the  city  and  county. 

This  section  is  also  rich  in  history.  Twelve 
miles  south  of  the  city  is  Glenn  Springs,  visited 
for  a century  for  its  health  giving  waters.  Twelve 
miles  east  is  the  famous  Cowpens  battle  ground 
where  Morgan  defeated  the  Bloody  Tarleton. 
Northwest  is  King’s  Mountain  where  Colonial 
troops  turned  the  British  and  sent  them  on  their 
way  toward  final  surrender  at  Yorktown. 

Included  in  the  annual  meeting  reports  was  the 
article  “Twentieth  Anniversary  of  The  Journal" 
which  reads: 

With  this  issue  the  Journal  comes  out  in  a new 
dress  to  celebrate  its  twentieth  anniversary.  At 
the  Greenville  meeting  in  1905  the  House  of 
Delegates  authorized  the  publication  of  an 
official  Journal  to  be  known  as  The  Journal  of 
the  South  Carolina  Medical  Association.  Dr. 
Robert  Wilson  of  Charleston,  the  retiring 
president,  was  the  first  Editor-in-Chief.  To  Dr. 
Wilson  belongs  the  credit  for  crystallizing  the 
idea  of  Dr.  W.  P.  Porcher  in  his  fiftieth 
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anniversary  address  as  president  of  the 
Association  seven  years  previous.  Our  Journal 
then  was  one  of  the  early  state  journals  published 
after  the  great  reorganization  of  the  profession 
under  the  auspices  of  the  American  Medical 
Association.  It  is  remarkable  that  so  small  a 
membership,  less  than  one  thousand  has  been 
able  to  maintain  such  a creditable  Journal  for 
two  decades.  This  has  been  due  to  the  loyal 


support  of  both  members  and  consistent 
advertisers.  The  editors  have  been  representative 
men  of  the  highest  professional  attainments. 

That’s  the  way  it  was  in  1925,  seventy-five  years 
ago. 

— Jane  McCutchen  Brown 
Curator,  Waring  Historical  Library 


When  office  visits  and  home  health  visits 
are  not  enough,  what  do  you  do? 

When  your  patient  is  not  following  orders. 

When  your  patient  is  talking  about 
trying  natural  remedies. 

Eldon  Armstrong,  RPh  ^hen  >’°l'r  Pati?nt  has  more  questions 
Chief  Consultant  Pharmacist  than  You  have  time  to  answer 

What  Should  You  Do? 

Call  your  medication  management  experts. 

Sandlapper  Consultant  Pharmacists 

They  will  come  to  your  office  to 
consult  with  your  patients. 

252-7331 

e-mail:  eearmstrong@compuserve.com 
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REPORT  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION  ALLIANCE 


“Toward  2000-Healthy  Lives  for  the  Millennium”  was  the  challenging 
theme  that  began  our  1999-2000  Alliance  year. 

This,  our  seventy-seventh  year,  has  proven  to  be  one  filled  with  great  ac-  , 
complishments  and  successful  stories.  A determined,  dedicated  membership  ^ 
has  once  again  shown  the  tremendous  positive  impact  volunteers  have  on  soci-  ^ 
ety.  A capsule  list  of  our  projects  and  programs  is  listed  below: 

I.  Medical  Alliances  around  the  state  raised  over  $125,000  for  use  in 
health-related  programs  and  projects.  Many  communities  have 
benefited  from  the  efforts  of  dedicated  Alliance  volunteers. 

II.  Over  $40,000  was  raised  for  the  AMA  Foundation.  This  money  is 
used  for  medical  education  and  research  throughout  the  country. 

Scholarships  were  also  provided  for  both  state  medical 
schools.  (MUSC  and  USCSOM) 

III.  “Pregnant  Pause,”  one  of  our  special  Health  Projects,  was  adopted 
by  several  counties.  A wonderful  brochure  was  developed  (in 
English  and  Spanish)  and  used  as  an  educational  tool.  Over  3,000 
have  been  distributed  to  physician  offices,  health  departments,  and 
“Health  Fairs”  throughout  the  state.  The  project,  which  encourages 
women  to  have  an  alcohol-free  pregnancy,  has  been  submitted  for 
both  National  and  State  Health  awards.  The  State  Council  on 
Maternal,  Infant  and  Child  Health  (MICH),  has  embraced  the 
project,  and  plans  for  a statewide  event  are  in  the  works.  As  President  of  the  SCMA  Alliance,  I 
have  been  appointed  to  the  MICH  Council,  and  I believe  the  influence  of  the  Alliance  will  be 
enhanced  by  this  worthy  project. 

IV.  This  year  the  SCMA  Alliance  again  co-sponsored,  with  the  South  Carolina  Nurses  Association, 
the  School  Nurse  Conference,  which  reaches  approximately  400  school  health  workers. 

V.  Seven  Legislative  Receptions/Dinners  were  held  around  the  state.  Two  (2)  Caucus  breakfast 
meetings  (Women’s  Caucus  and  Black  Caucus)  were  sponsored  by  SCMAA.  These  were  held  at 
the  S.C.  Statehouse.  Jan  McKellar  and  Aaron  Kozloski  were  instrumental  in  the  planning  and 
implementation  of  these  events.  Also,  Bill  Mahon  and  Ron  Fitzwater  were  extremely  supportive 
and  helpful  with  all  legislative  activities. 

VI.  Three  state  meetings  (Spring,  Fall,  and  Joint  Board)  were  held  prior  to  Annual  Convention  in 
Charleston  (April  27-29,  2000). 

VII.  Visits  to  our  22  organized  counties  have  been  an  important  part  of  the  President’s  duties.  The 
majority  of  counties  had  one  or  two  visits. 

VIII.  Doctors’  Day  2000  found  Alliances/ Auxiliaries  across  the  state  honoring  physicians  on  this  very 
special  day.  Governor  Hodges  proclaimed  March  30,  2000  as  Doctors’  Day,  and  1000  “Pregnant 
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Pause”  Handbooks  were  distributed  statewide  in  honor  of  South  Carolina  physicians.  Doctors’ 
Day  cards  were  sent  to  physicians  around  the  state. 

IX.  Several  articles  appeared  in  county  newspapers  and  The  State  paper,  focusing  on  SCMA 
Alliance  activities.  The  SAVE  Day  article  appeared  in  the  October  13,  1999  State  paper. 

X.  Participation  of  SCMAA  members  at  the  national  level  with  the  AM  A Alliance  is  also  strong. 
Ten  members  attended  AMAA  Leadership  Conference  I & II  in  Chicago,  and  six  SCMAA 
delegates  represented  South  Carolina  at  AM  A Alliance  Annual  Session  in  June  1999.  Two 
members  serve  at  the  national  level;  Hope  Grayson,  AMAA  Field  Director  1999-2000’,  and  Dee 
Jewell,  Rock  Hill,  AMA  Foundation  Committee  member. 

XI.  SCMAA  submitted  five  Health  Awareness  Promotion  Projects  (HAP)  to  AMAA.  A total  of  twelve 
projects  were  sent  to  Project  Bank. 

Alexander  the  Great  was  King  of  Macedonia,  and  one  of  the  greatest  generals  in  history.  In  323  BC, 
Alexander’s  empire  extended  from  Greece  to  India  most  of  the  known  civilized  world.  At  the  height  of 
his  power,  an  admiring  military  officer  and  friend  asked  him  the  secret  of  his  success.  “Three  words,” 
he  replied,  “By  never  wavering.”  I believe  these  three  words  describe  the  77  years  of  success  enjoyed 
by  the  South  Carolina  Medical  Association  Alliance.  The  consistently  high  level  of  commitment  dem- 
onstrated by  Alliance  members  assures  that  meaningful  projects  and  programs  will  prevail.  SCMA 
Alliance  enters  the  21st  century  full  of  promise,  and  primed  for  the  challenges  ahead.  The  threshold  of 
the  third  millennium  finds  the  Alliance  with  a full  agenda.  The  ongoing  schedule  includes:  physician 
support  and  recognition  programs,  legislation  awareness  projects,  healthy  lives  promotion,  medical 
education  and  research  funding,  and  campaigns. 

Alliance  membership  continues  to  increase  at  all  three  levels;  local,  state,  and  national,  and  we  antici- 
pate outstanding  “Year  2000”  numbers.  SCMA  Alliance’s  Annual  Convention  in  Charleston  will  be  a 
time  to  celebrate  our  achievements,  and  consecrate  ourselves  to  the  mission  ahead. 

Goldsworth  Dickinson  said,  “Determination  to  realize  a world  that  should  be  better  is  the  prevailing 
characteristic  of  the  modem  spirit.”  Facing  the  future  with  boldness,  tenacity  and  excitement — this  is 
the  legacy  of  the  SCMA  Alliance  spirit. 


— Shirley  Meiere,  SCMAA  President 
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classifieds 


DERMATOLOGY,  INTERNAL  MEDICINE, 
ORTHOPAEDIC  SURGERY,  AND  OTOLARYN- 
GOLOGY: Practice  opportunities  exist  in  local 
medical  facilities  and  with  private  practice  groups 
in  Orangeburg  County  for  experienced  practitioners 
and  graduating  residents/fellows.  All  positions  in- 
clude salary  or  minimum  net  income  guarantee  and 
a relocation  allowance.  Located  at  the  junction  of  I- 
26  and  1-95,  35  minutes  to  Columbia  and  70  min- 
utes to  Charleston.  Area  known  for  its  gardens,  golf, 
hunting  and  fishing  (Lake  Marion).  Achieve  finan- 
cial success  in  a non-competitive  environment  while 
enjoying  a superior  quality  of  life.  Contact  Dr. 
Chermol,  The  Regional  Medical  Center  at  (800)  866- 
6045. 

LOCUM  TENENS  WORK  WANTED  IN  PRI- 
MARY CARE:  ABFP  certified.  Phone:  (843)  249- 
2145;  Fax:  (843)  249-7485. 

NERVE  CONDUCTION  STUDIES:  Independent 
electroneurodiagnostic  technologist  is  actively  seeking 
physicians  interested  in  having  nerve  conduction  stud- 
ies performed  in  their  respective  practices  on  a weekly 
or  bi-weekly  basis.  Nerve  conduction  studies  are  one 
of  the  highest  reimbursable  procedures  that  can  be  per- 
formed by  a physician  in  their  office.  The  test  is  vital 


in  diagnosing  diabetic  neuropathies,  carpal  tunnel 
syndrome,  parathesia,  muscle  weakness,  radiating 
arm/leg  pain,  etc.  Have  own  machine  and  will  fur- 
nish all  necessary  supples.  Great  opportunity  to  add 
ancillary  service  at  no  cost  to  you.  Limited  number 
of  new  accounts  accepted.  For  further  information, 
please  call  Bill  Ewing  at  (803)  894-5121,  (803)  261- 
5997,  or  e-mail  at  bewing0224@aol.com. 

OFFICE  BUILDING  FOR  SALE,  CITY  OF 
MARION:  4,124  + sq.  ft,  originally  physician’s 
office,  built  1976,  new  roof  March  1998,  owner 
financing  possible,  reception  area  with  restrooms, 
seats  approximately  forty  patients,  library  with 
wood  burning  fireplace,  and  kitchenette,  records/ 
supply  room,  lab,  nurse’s  station,  five  examining 
rooms,  three  consultation  rooms,  second  level  with 
skylight.  Offered  at  $250,000  or  lease  $1,500  per 
month.  Contact  Wellons  H.  Williams  at  (843)  423- 
6721  (w)  or  (843)  423-4871  (h). 

PEDIATRICIAN  RETIRING  IN  SOUTH 
CAROLINA:  Looking  for  part-time  opportunity 
in  Emergency  Room  or  Walk-in  Clinic  (Pediatric 
or  General)  within  60  mile  radius  of  North  Au- 
gusta— primarily  to  stay  active.  For  more  informa- 
tion, FAX  803-649-9532  or  Beeper  803-441-7733. 
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Gray  Matter 

“ Matters  of  Interest  to  South  Carolina  Physicians ” 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HOW  MUCH  DO  CIGARS  COSTP 


How  much  does  it  cost  to  smoke  cigars?  If  you  buy  life  insurance,  the  cost  will  be  significant.  That’s 
because  most  life  insurance  companies  will  not  issue  their  lowest  cost  policies  to  cigar  smokers. 

There  have  been  dramatic  decreases  in  the  cost  of  life  insurance  over  the  last  few  years.  By  far,  the 
biggest  premium  decreases  have  been  for  insureds  who  do  not  use  tobacco  in  any  form  and  who  other- 
wise qualify  as  preferred  risks. 

Here  are  premiums  for  $1,000,000  of  ten-year,  level  term  insurance  for  a 45-year-old  male  from  one 
company.  This  example  demonstrates  the  substantial  effect  that  tobacco  use  has  on  policy  cost: 


UNDERWRITING  CLASS 

TOBACCO  USE 

ANNUAL  PREMIUM 

Preferred-Risk 
No  Tobacco  Use 

None 

$1,260 

Standard  Risk 
Non-Smoker 

Cigars, 

but  no  cigarettes 

$2,000 

Preferred  Smoker 

Cigarettes 

$3,530 

Standard  Smoker 

Cigarettes 

$5,040 

The  Manufacturers  Life  Insurance  Company  (USA)  10  Year  Level  Term  (97) 


The  time  period  in  which  the  insured  may  not  have  used  tobacco  varies  from  company  to  company.  It  is 
usually  at  least  24  months,  and  can  be  as  long  as  60  months,  prior  to  the  date  of  applying  for  the  policy. 
And,  yes,  just  an  occasional  cigar  may  disqualify  an  applicant  for  a no  tobacco  use  policy! 

The  question  reads  “have  you  used  tobacco  in  any  form  in  the  past  x months?”  Whether  x equals  24  or  36 
or  some  other  number  of  months,  the  point  is  that  even  one  cigar  will  prevent  the  applicant  from  receiv- 
ing the  best  rate  from  the  vast  majority  of  companies.  In  fact,  most  will  not  allow  cigar  smokers  to 
qualify  for  even  their  standard  risk,  nonsmoker  policies  (the  second  best  rate.) 

There  are  a select  few  companies  that  will  allow  a cigar  smoker  to  qualify  for  a preferred  risk,  no  to- 
bacco policy.  These  companies  have  a limit  on  the  number  of  cigars  that  may  be  smoked.  The  maximum 
is  usually  in  the  range  of  6-12  per  year. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


4 Carolina  Physicians 
fc  j Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community . 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1-800-742-3669 
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The  Medical  Protective  Company 


Compliance  Program: 

our  Best  Defense! 


Few  things  tell  government  auditors  more  about  your 
organization’s  seriousness  about  Compliance  than  whether  you 
have  a Compliance  Program,  and  more  important,  whether  the 
program  is  supported  by  the  physicians  and  is  implemented. 


Creating  your  Compliance  Plan  is  only  half  the  battle  - 
implementing  it  is  the  other.  A Compliance  Plan  that  is  not 
implemented  is  worse  than  no  plan  at  all.  You  are  telling  the 
government  you  know  what  to  do,  but  you  chose  not  to  do  it. 


Does  the  government’s  crackdown  really  threaten  doctors  that 
make  honest  mistakes,  putting  them  at  risk  for  administrative, 
civil,  or  criminal  penalties?  In  today’s  medical  practice,  physicians 
must  take  steps  to  avoid  the  possibility  of  activity  that  might  be 
labeled  as  ‘fraud  and  abuse’. 


A written  Compliance  Plan  and  Corporate  Compliance  Program 
can  help  protect  your  practice  and  be  your  best  defense  against 
actual  or  perceived  fraudulent  activities.  Corporate  Compliance 
Programs  are  a significant  tool  to  reduce  the  potential  for  health 
care  fraud  and  abuse.  Remedi  group  can  assist  your  organization 
with  the  Compliance  training  of  your  staff  anththe  development 
of  an  effective  Compliance  Plan  and  Program  for  your  practice. 


Our  thirty-five  years  of  understanding  and  addressing  the 
complexities  of  medical  practice  management  gives  our  staff  the 
ability  to  evaluate  business  operations  and  educate  physicians 
and  staff  on  the  importance  and  benefits  of  having  a Compliance 
Philosophy  and  effective  Compliance  Program. 


Remedi  group’s  Compliance  Services  include: 

• Compliance  Plan  Design  & Physician  and  Staff  Education 

• Process  and  Procedural  Review  of  Billing  Operations  & 
Documentation  of  Information 

• Periodic  Audits  of  Patient  Records  for  Coding  and 
Documentation 


For  additional  information  or  a proposal  for  any  of  these  services, 
contact  Bill  Frew  or  Keith  Wilson  at  800  47 7 '8340. 


COMPLIANCE  TRAINING 
& COMPLIANCE  PLANS 


Remedi  group 


P.O.  Box  23661 
Columbia,  SC  29224 
800-477-8340 
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There’s  An  Easier  W To  Hold 
The  World  In  Tdur  Hands. 


http:/ / \vw\v.  IIEI  TX.com 

Staying  on  top  of  it  all  can  be  hard  when  the  weight  of  the  world  is  on  your  shoulders.  Fortunately.  HELIX  - can  help  lighten  your  load. 

Developed  by  Glaxo  Wellcome  especially  for  healthcare  practitioners.  HELIX  is  a premier  source  of  online  education  and  professional 
resources  on  a range  of  therapeutic  and  practice-management  issues. 

Offering  online  CE  and  CME  courses  and  links  to  audio  lectures  by  world-renowned  experts,  medical  databases, 
associations  and  more.  HELIX  is  a convenient  and  comprehensive  resource  center  to  help  physicians,  pharmacists, 
nurses  and  allied  health  professionals  sharpen  their  skills  and  stay  current  with  medical  trends. 

So  get  a handle  on  your  professional  education  needs  - point  your  browser  to  http://wwic.HELIX.com 

HELIX.  It  Puts  the  World  in  the  Palm  of  Your  Hand. 


GlaxoWellcome 

HELIX.  The  Healthcare  Education  Learning  & Information  Exchange. 

Internet  address  — http://www.  HELIX,  com 

© 1998  Glaxo  Wellcome  Inc.  All  rights  reserved.  Printed  in  USA  HCE102R0  September  1999 


GlaxoWellcome 

Asthma  • Smoking  Cessation  • Migraine  • HIV  • Herpes  Breakthrough  Medicines 

For  Everyday  Living.® 


HELIX 


Does  Your  Practice  Management  Software  Leave 
You  Holding  an  Empty  Basket? 


Fox  Meadows  Practice  Management  Software  (P/CMS)  was  developed  with  a 
basic  objective  of  minimizing  paperwork,  maximizing  efficiency,  and  optimizing 
the  audit  and  paper  trail  of  an  accounts  receivable  system.  We  also  wanted  to 
incorporate  medical  records  into  a single  system.  The  entry  of  medical  data 
(laboratory  test  and  results,  medication,  allergies,  reactions,  vital  signs,  and 
diagnostic  history)  gives  Physicians  and  nurses  an  opportunity  to  use  P/CMS 
for  many  reasons  other  than  traditional  account  receivables. 

Call  us  at  800  754-7213  for  a free  no-obligation  consultation  and  free  demo.  We'll  be  happy  to 
discuss  your  software  needs.  Also,  you  can  visit  us  on  the  web  and  order  a demo  using  the 
online  form. 


Hop  on  over  to  Fox  Meadows,  and  have  a Happy  Easter. 


Affordable  Telephony 
ReminderPro 


Visit  Us  Online  at  www.FoxMeadows.com 


On  DEWEES  Island  - located  just  minutes  from  Charleston,  SC  - this 
is  a way  of  life.  Here  you’ll  find  an  entire  community  of  residents  who 
“seize”  each  and  every  day. . .seize  the  day,  and  wring  it  for  every  possible 
drop  of  life,  laughter,  and  enjoyment.  This  is  a place  where  a stroll  around 
the  Island  will  take  you  past  a father  teaching  his  children  to  fish ...  a 
grandfather  and  granddaughter  shelling  on  the  2]h  miles  of 
beach... and  perhaps  a family  boiling  fresh  caught  shrimp  or 
steaming  oysters  for  a meal.  M More  than  anything,  Dewees  is  a 
place  of  unpretentious  “realness,”  where  “Island  values”  are  old- 
fashioned  values. . .where  a 20-minute  ferry  ride 
separates  you  and  yours  from  the  worries  of  the 
mainland,  and  every  new  day  promises  discovery 
and  learning  within  1,200  acres  of  untamed, 
natural  beauty. . .where  90  percent  of  the  Island 
is  undisturbed.  H This  is  a 150-home 


community  with  homesites  that  average  over  two 
acres  and  begin  at  $425,000. 1 If  you’d  like  more 
information  on  our  private  Island,  please  call 


843-886-8783 


Dewees  Island  Real  Estate,  Inc. 

46  4 1 st  Avenue,  Isle  of  Palms,  South  Carolina 

www.  deweesisland.  com 

Come  experience  Dewees  for  a night  in  our  beautiful, 
new  guest  lodge.  For  availability,  call  1-800-444-7352 


Dewees 

ISLAND * 


A PRIVATE,  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


RECIPIENT  OF 

COASTAL  LIVING  1 999 
Responsible  Community  Development  Award 
and 

Keep  America  Beautiful  National  Award 


Obtain  the  property  report  required  by  Federal  law  and 
read  it  before  signing  anything.  No  Federal  agency  has  judged 
the  merit  or  value,  if  any,  of  this  property.  N.J.E.  6-3-96/2 


At  the  recent  Annual  Meeting  in  Charleston,  I touched  on  a number  of  issues  in  my  Inaugural  address  to 
the  House  of  Delegates.  As  we  enter  this  new  millennium,  we  as  physicians  have  many  serious  challenges 
facing  us;  most  of  the  challenges  I prefer  to  view  as  opportunities  affecting  our  community,  both  nationally 
and  in  South  Carolina.  The  issues  are  many — emotional  and  complex. 

The  first  big  issue  we  have  here  in  South  Carolina  I believe,  is  the  tobacco  settlement.  What  are  we  going 
to  do  with  all  of  this  tobacco  money?  Our  legislature  is  trying  to  divvy  it  up  with  many  of  the  state  agencies 
that  say  they  need  it  to  further  their  goals.  The  Governor’s  plan  would  give  20  percent  to  tobacco  farmers,  20 
percent  to  rural  communities  for  development  to  replace  lost  tobacco  revenue,  and  60  percent  of  it  for  health 
care.  The  House  of  Representatives  would  give  20  percent  to  tobacco  farmers  and  80  percent  to  health  care. 
I happen  to  think  the  Governor  and  the  House  of  Representatives  are  both  wrong!  Tobacco  farmers  have 
already  received  their  reimbursement  from  a separate  settlement.  The  basis  of  the  lawsuit  that  resulted  in 
Tobacco  Phase  II  money  was  for  reimbursement  of  increased  health  care  costs  related  to  tobacco-related 
illnesses.  Spend  the  money  on  what  it  was  intended  for — prevention,  health  education,  and  health  care. 

The  second  statewide  issue  surrounds  our  recent  discussion  with  the  legislature  and  the  Insurance  Com- 
missioner about  our  malpractice  insurance  carrier,  the  JUA  and  PCF.  We  have  been  so  fortunate  in  South 
Carolina  to  have  close  to  the  lowest  malpractice  rates  in  the  country.  This  fact  is  directly  related  to  physician 
leadership  in  the  JUA  and  PCF — physicians  like  Tucker  Weston,  Bart  Barone,  Walt  Roberts,  Euta  Colvin 
and  many  others,  too  numerous  to  mention.  Unfortunately,  times  are  changing  and  we  are  facing  the  possi- 
bility of  at  least  a 30  percent  increase  in  JUA  premiums  and  some  increase  in  the  PCF  premiums.  A dollar  is 
not  worth  what  it  was  in  1976,  the  year  the  case  limits  were  set.  There  is  a bill  pending  before  the  South 
Carolina  General  Assembly  to  increase  the  amount  that  the  JUA  covers  to  $200,000  per  case  and  $600,000 
per  yearly  aggregate.  The  PCF  will  still  offer  reinsurance  coverage  with  unlimited  protection.  This  is  unique 
in  this  country  in  that  most  commercial  malpractice  companies,  and  also  state  funded  insurance  carriers  have 
caps  of  $1  to  $3  million.  Now,  I don’t  like  insurance  hikes  anymore  than  you  do!  But,  the  reality  is  that  there 
is  a feeding  frenzy  and  a lottery-type  atmosphere  out  there.  Patients  expect  perfection  in  an  imperfect  world. 
The  jury  pool  comes  from  people  whose  only  requirement  is  that  they  hold  a South  Carolina  driver’s  licence 
as  opposed  to  concerned  citizens  who  have  registered  to  vote.  I urge  you  to  come  together  regarding  this 
issue  that  affects  us  all — a unified  voice  is  a stronger  voice! 

I encourage  you  to  become  unified  regarding  all  the  issues  that  affect  us.  Our  patients  are  more  informed 
and  better  educated,  with  computer  technology  such  as  the  Internet.  Websites  already  exist  where  patients 
can  get  a plethora  of  information — some  good  and  some  bad.  It  has  already  become  our  responsibility  to 
provide  more  explanation  of  treatment  options  and  involve  the  patient  more  in  that  process. 

As  I enter  into  my  year  as  President  of  the  SCMA,  I look  forward  to  working  with  you,  challenging  you 
to  become  involved  in  the  many  issues  that  face  us.  We  must  stay  informed  and  always  remember  to  put  our 
patients  first! 


Roger  A.  Gaddy,  M.  D. 
President 
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RESOLUTIONS  ADOPTED  BY  THE  SCMA  HOUSE  OF  DELEGATES 

ON  SUNDAY,  APRIL  30,  2000 


• Pain  Relief  Promotion  Act  of  2000  was  referred  to  the 
SCMA  Board  of  Trustees  for  action.  The  resolution  calls 
for  the  SCMA  to  work  along  with  the  AMA  to  endorse 
the  Pain  Relief  Promotion  Act  of  2000  with  the  Hatch 
substitute  version  language  and  urge  legislators  in  the  U.S. 
House  of  Representatives  and  U.S.  Senate  to  support  it. 


• Joint  Negotiations  Between  Physicians  and  Health  Plans 
was  adopted  as  amended.  The  SCMA  will  actively  pur- 
sue a plan  to  allow  for  joint  negotiations  between  physi- 
cians and  health  plans  under  the  ‘state  action  doctrine,’ 
as  currently  allowed  by  S.C.  law. 


• Tobacco  Settlement  Agreement  was  adopted  as  submit- 
ted. This  resolution  calls  for  the  SCMA  to  direct  its  ef- 
forts toward  emphasizing  to  the  South  Carolina  state 
legislature  that  an  essential  component  of  health  efforts 
regarding  the  Master  Settlement  Agreement  is  the  devel- 
opment of  a comprehensive  tobacco  control  program  for 
South  Carolina  based  on  the  Centers  for  Disease  Control 
(CDC)  guidelines  and  that  the  tobacco  control  program 
be  implemented  on  an  annual,  recurring  basis  to  include 
settiag  aside  funds  in  a trust  fund  to  continue  the  pro- 
gram after  the  Master  Settlement  Agreement  funds  have 
been  completely  paid. 

• Mandatory  Recurrent  Risk  Management  Seminar  was 
adopted  as  amended.  This  resolution  directs  the  SCMA 
to  recommend  that  the  JUA  and  PCF  actively  address 
reducing  the  number  of  malpractice  suits  filed  and  liti- 
gated by  having  Risk  Management  Seminar  Updates  ev- 
ery three  years  for  physicians  to  assure  the  level  of 
awareness  is  kept  current;  that  the  SCMA  expand  a 
grassroots  educational  process  regarding  risk  manage- 
ment; and  that  physicians  covered  by  the  JUA  and  PCF 
who  do  participate  may  be  given  substantial  incentives 
applied  to  premium  renewal. 

• The  resolution  involving  the  establishment  of  an 
Internet-Based  Universal  Credentialing  Form  was 
adopted  as  amended.  This  resolution  calls  for  the  SCMA 
to  work  cooperatively  with  insurers  and  with  the  Ameri- 
can Medical  Association  (AMA)  to  research  and  develop 
an  encrypted,  internet- based  universal  credentialing  form. 

• Resolution  for  Medical  Saving  Accounts , which  out- 
lined that  the  SCMA  should  give  its  full  endorsement  to 
Medical  Savings  Accounts,  was  rejected. 


• The  resolution  involving  Proposed  Changes  to  Man- 
aged Care  Organizations'  Responsibilities  was  referred 
to  the  Medical  Services  and  Insurance  Committee  for 
further  review  and  action.  This  resolution  states  that  a 
system  should  be  developed  and  implemented  between 
insurance  carriers,  TPAs,  and  employers  to  verify  eligi- 
bility and  to  ensure  prompt  payment  for  medical  services 
rendered  and  to  relieve  the  physician  of  the  responsibil- 
ity of  further  verifying  eligibility  when  the  patient  pre- 
sents apparently  valid  insurance  information.  It  goes  on 
to  state  that  employers  should  be  responsible  for  collect- 
ing all  invalid  insurance  cards  from  employees  at  the  ter- 
mination of  employment/coverage,  and  insurance  carriers 
and/or  TPAs  should  notify  employees  in  writing  by  certi- 
fied mail  of  coverage  termination. 

• Evaluation  and  Management  Codes  was  adopted  as 
submitted.  This  resolution  states  that  the  SCMA  will  uti- 
lize all  resources  within  South  Carolina  and  at  the  AMA 
to  keep  the  Evaluation  and  Management  coding  issue  in 
the  forefront,  to  persuade  Medicare  that  the  E&M  coding 
guidelines  need  to  be  simplified,  to  emphasize  quality  of 
care  rather  than  bullet  counting,  to  recommend  that  Medi- 
care sponsor  instructional  courses  to  teach  requirements 
(at  Medicare’s  cost,  and  not  the  physicians')  so  that  re- 
quirements be  understandable,  that  coding  errors  be 
treated  as  errors  and  not  as  criminal  offenses,  and  that 
discovered  errors  be  brought  to  the  attention  of  the  phy- 
sician for  teaching  purposes.  The  resolution  goes  further 
to  state  that  the  SCMA  utilize  all  resources  within  the 
state  and  the  AMA  to  persuade  Medicare  that  fines  or 
criminal  sanctions  against  physicians  for  coding  errorc 
should  not  be  pursued  unless  repeated  attempts  by  Medi- 
care to  work  with  individual  physicians  on  coding  prac- 
tices go  unheeded. 


• The  resolution  involving  Dating- Insurance  Letters , 
Memos,  Claims,  Contracts,  Etc.,  was  adopted  as  amended. 
This  resolution  states  that  the  SCMA  will  meet  with  the 
S.C.  Insurance  Commissioner  and  seek  to  ensure  that 
proper  document  dating  is  required  of  health  insurance 
carriers  or  if  this  is  not  successful,  seek  a legislative  re- 
quirement to  date  all  business  correspondence,  etc.  by 
health  insurance  companies  and  managed  care  organiza- 
tions conducting  business  in  South  Carolina. 

• End  “ All  Products  ” was  adopted  as  amended.  This  reso- 
lution calls  for  the  SCMA  to  develop  a state  plan  and 
work  with  the  AMA  in  order  to  develop  a federal  plan 
that  challenges  “all  products”  health  insurance;  and  on  a 
state  level,  seek  a full  and  proper  investigation  by  the 
Attorney  General,  including  legislative  relief  if  needed. 
On  a federal  level,  the  SCMA  is  charged  to  encourage 
the  AMA  to  seek  a U.S.  Justice  Department  investigation 
of  “all  products”  contracts. 

• Downcoding  was  adopted  as  amended.  It  states  that  the 
SCMA  should  meet  with  the  Insurance  Commissioner  and 
seek  either  regulatory  or  legislative  relief,  if  necessary, 
to  prevent  insurance  companies  and  managed  care  orga- 
nizations from  illegally  downcoding  medical  claims  and 
also  to  mandate  that  insurance  companies  and  managed  care 
organizations  publish  their  guidelines  regarding  how  they 
analyze  a code  and  how  downcoding  decisions  are  made. 

• Insurance  Bundling  was  adopted  as  amended.  This  reso- 
lution calls  for  the  SCMA  to  publicize  the  effects  of  in- 
surance bundling  software  programs  and  adopt  whatever 
means  necessary  to  ban  such  programs. 

• Joint  Underwriters  Association  / Patients’  Compensa- 
tion Fund  was  adopted  as  amended.  It  calls  for  the  SCMA 


leadership  to  continue  to  work  for  and  lobby  for  preserv- 
ing the  JUA/PCF and  only  change  what  is  absolutely  nec- 
essary within  the  proven  system  and  that  the  SCMA 
request  the  JUA  and  PCF  Boards  of  Trustees  to  commu- 
nicate to  their  members  on  a regular  basis  (at  least  annu- 
ally) a financial  update  and  its  potential  impact  on 
premiums. 

• The  resolution  regarding  Prompt  Payment  was  adopted 
as  amended.  This  resolution  resolves  that  the  SCMA  im- 
mediately pursue  state  level  legislation  proposing  a 
Prompt  Payment  Act,  requiring  payment  by  health  insur- 
ance companies  and  managed  care  organizations  within 
thirty  days  to  avoid  substantial  financial  penalties. 

• Supervision  Requirements  of  Non- Physician  Anesthe- 
sia Providers  was  adopted  as  submitted.  This  resolution 
directs  the  SCMA  to  support  and  defend  the  medical  spe- 
cialty of  anesthesiology,  by  condemning  the  actions  of 
HCFA  which  removes  the  medical  direction  and  super- 
vision requirements  of  nurse  anesthetists.  It  further  di- 
rects the  SCMA  to  work  through  legislative  or  regulatory 
channels  to  strengthen  and  ensure  the  medical  direction 
and  supervision  requirements  of  non-physician  anesthe- 
sia providers  in  the  state. 

• The  resolution  regarding  Jury  Duty,  which  stated  that 
the  SCMA  would  introduce  legislation  that  would  allow 
the  exemption  of  physicians  from  the  jury  pool,  was  re- 
jected. 

• Scope  of  Practice  of  Dentistry  in  South  Carolina  was 
referred  to  the  SCMA  Board  of  Trustees  for  report  back 
to  the  2001  House  of  Delegates.  This  resolution  addresses 
the  issue  of  oral  and  maxillofacial  surgeons  performing 
cosmetic  surgery  procedures. 


MEDICARE  UPDATE 


They’ve  Changed  Their  Name  but  They’re  Still  the  Same 
To  more  clearly  define  who  Medicare  is  to  all  of  their 
customers,  they  are  now  called  Palmetto  GBA  instead  of 
Palmetto  Government  Benefits  Administrators,  LLC.  You 
will  notice  the  change  in  all  of  their  written,  electronic, 
and  verbal  communications.  Please  use  Palmetto  GBA 
in  your  future  correspondence  to  them. 

New  Web  Site  Address  - www.PalmettoGBA.com 
Update  your  bookmarks  for  Palmetto  GBA's  Web  site. 
Their  former  Internet  address,  www.pgba.com.  has 
changed.  You  can  now  access  the  most  up-to-date  Medi- 
care information  at  www.PalmettoGBA.com.  Log  in  and 
you  will  find  the  same  easily  accessible  and  accurate  in- 
formation as  before. 

If  you  choose  to  register  with  the  site,  you  have  the  abil- 


ity to  specify  the  information  you  receive  and  design  your 
personal  view  settings,  among  other  features.  Refer  to 
the  June  1 999  Medicare  Advisory  for  registration  instruc- 
tions and  tips. 

Workshop  Fees  Suspended 

Effective  June  1,  2000,  Medicare  will  no  longer  charge 
for  workshops  conducted  by  Palmetto  GBA.  They  are 
very  excited  about  this  change  and  hope  it  affords  you 
the  opportunity  to  attend  more  workshops  and  receive 
the  information  you  need  to  comply  with  the  Medicare 
program.  Palmetto  GBA  looks  forward  to  seeing  more 
of  you  at  their  free  workshops.  You  may  refer  to  the  work- 
shop schedule  in  the  May  2000  Medicare  Advisory  and 
on  Medicare's  Web  site  (www.PalmettoGBA.com)  for 
details  on  upcoming  workshops. 

(Medicare,  continued  on  page  4) 
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MEDICAID  UPDATE 


Procedure  Code  Updates 

Beginning  with  date  of  service  July  1,  2000,  the  Depart- 
ment of  Health  and  Human  Services  will  recognize  a new 
code  for  RSV  immune  globulin  (Synagis)  injections.  As 
of  July  1,  code  S9853  (Synagis  100  mg)  will  no  longer 
be  covered  and  will  be  replaced  with  Current  Procedural 
Terminology  (CPT)  code  90378.  Procedure  code  X9852 
may  also  now  be  billed  for  a 50  mg  injection  of  Synagis. 

CPT  code  99298  (Subsequent  Neonatal  Intensive  Care 
for  very  low  birth  weight  infants)  is  now  a Medicaid  re- 
imbursable code.  In  order  to  maintain  budget  neutrality 
for  this  newly  covered  service,  the  fee  has  been  set  at 
equal  to  that  of  a detailed  subsequent  hospital  care  exam 
(code  99233). 


Reporting  Third  Party  Insurance  on  Medicaid  Claims 
There  has  been  some  confusion  on  the  part  of  physicians 
and  their  billing  agencies  regarding  the  correct  coding  of 
third  party  liability  and  Medicaid.  Physicians,  certified 
nurse  midwives,  nurse  practitioners,  and  CRNA/AAs  are 
exempt  from  being  required  to  file  third  party  insurance 
for  Medicaid  eligible  clients.  It  is  imperative  that  claims 
billed  to  South  Carolina  Medicaid  on  the  HCFA-1500 
claim  form  be  correctly  coded  to  ensure  proper  payment 
and  eliminate  rejections.  Correct  filing  information  can 
be  found  in  Chapter  300  of  the  Physicians  Provider 
Manual.  If  you  have  questions,  please  contact  your  Med- 
icaid program  manager  at  (803)  898-2660. 


DHEC  UPDATE 


DHEC’s  Immunization  Requirements  Announced  for  2000-2001  School  Year 

In  a January  2000  letter  to  immunization  providers,  the  Department  of  Health  and  Environmental  Control  (DHEC) 
announced  the  immunization  requirements  for  school  and  day  care  for  school  year  2000-2001.  Among  the  new 
immunization  requirements  that  DHEC  will  begin  enforcing  with  the  start  of  school  this  fall  is  a varicella  immunity 
requirement  for  child  day  care  facilities.  As  announced  in  the  Required  Standards  of  Immunization  for  Day  Care 
Attendance,  “One  dose  of  Varicella  vaccine  received  on  or  after  the  first  birthday  (is  required)  for  any  child  bom  on 
or  after  January  1,  1999.” 

A verbal  history  from  a parent  that  the  child  has  had  varicella  disease  is  acceptable.  In  this  case,  varicella  vaccine  is 
not  recommended,  and  the  immunization  provider  should  write-in  on  Section  III  of  the  South  Carolina  Certificate  of 
Immunization,  DHEC  form  1148,  “Child  has  had  chickenpox.” 

According  to  State  Statue  44-29-180  and  Regulation  61-8,  child  day  care  facility  operators  and/or  owners  can  only 
allow  attendance  of  children  who  posses  a South  Carolina  Certificate  of  Immunization  with  section  la  - Day  Care 
marked,  and  the  certificate  stamped  or  signed  by  the  immunization  provider.  If  you  would  like  a complete  copy  of 
the  Required  Standards  of  Immunization  for  Day  Care  Attendance  faxed  to  your  office,  contact  Kelly  Danias  in  the 
SCMAs  Medical  Economics  Department  at  (800)  327-1021,  extension  236. 


Following  are  the  results  of  the  elections  which  took  place 
during  the  House  of  Delegates  at  the  SCMA  152nd  An- 
nual Meeting  on  Friday . April  28,  2000.  All  elections  were 
by  acclamation. 

President-Elect: 

Secretary: 

Treasurer: 

Trustee,  District  2 
Trustee,  District  2 
(Metropolitan): 

District  4: 

Trustee,  District  4 
(Metropolitan): 

District  6: 

Trustee,  District  6 
(Metropolitan): 

District  8: 

District  9: 


AMA  Delegates:  Daniel  W.  Brake,  MD 

Walter  J.  Roberts,  Jr.,  MD 
S.  Nelson  Weston,  MD 
AMA  Alternate  Carol  S.  Nichols,  MD 

Delegates:  William  H.  Hester,  MD 

Jerry  R.  Powell,  MD 

The  following  positions  were  elected  at  the  Board  of  Trust- 
ees reorganization  meeting  on  April  30,  2000. 

Chairman  of 

the  Board:  R.  Duren  Johnson,  MD 

Vice  Chairman  of 


John  P.  Evans,  MD 
Richard  A.  Schmitt,  MD 

William  N.  Boulware,  MD 
Ben  C.  Pendarvis,  MD 
Tim  S.  Llewelyn,  MD 


the  Board: 

Executive  Committee 

Member-at-Large: 

Clerk: 

Medical  Student 
Representative: 


Boyce  G.  Tollison,  MD 

John  P Evans,  MD 
John  Black,  MD 

Kris  Craw  ford 


J.  Capers  Hiott,  MD 
Jem  R.  Powell,  MD 
Patricia  Westmoreland,  MD 
John  Black,  MD 

Gerald  A.  Wilson,  MD 
Boyce  G.  Tollison,  MD 
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PHYSICIANS  CARE 
NETWORK  UPDATE 

Currently,  there  are  8,961  participating  physician 
locations,  929  participating  ancillary  locations  and 
1 10  participating  hospitals.  PCN  has  77  contracted 
groups  with  63,569  covered  lives.  We  will  con- 
tinue to  provide  information  as  contracts  are  re- 
ceived. 

NEW  GROUPS: 

• No  new  sales 

TERMINATIONS: 

• Senior  Resources;  effective  4- 1 -00 

• Carolina  Filters;  effective  4- 1 -00 

• Philadelphia  America;  effective  4- 1 -00 

RENEWALS: 

• Anderson  College 

ATTENTION  ALL  PROVIDERS 

Please  Remember:  Keep  your  information  current 
with  Physicians  Care  Network  by  utilizing  the  form 
provided  in  the  front  of  your  PCN  Provider  Manual. 
Always  indicate  the  date  the  new  information  be- 
came effective. 


WORKSHOP 

MANAGING  PRACTICE  EXPENSES  AND 
DETERMINING  COSTS 
OF  SERVICES 
June  8,  2000 

Continuing  demands  on  physicians'  practices  for  improved 
data  and  management  information  relating  to  costs  asso- 
ciated with  providing  services  have  become  increasingly 
significant  to  practice  and  physician  managers.  Patient  care 
with  Financial  accountability  is  a reality  for  survival  in 
today's  competitive  market.  This  workshop  addresses  the 
importance  of  prudent  overhead  management  and  reduc- 
ing expenses.  Participants  will  learn  techniques  and  tools 
to  help  practice  and  physician  managers  determine  the 
cost  of  providing  services.  Register  by  June  1,  2000. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 

Columbia , Clarion  Town  House  Hotel 

Space  in  this  program  is  limited,  so  be  sure  to  register 
early.  If  you  have  any  questions,  please  contact  Melissa 
Hamby , ext.  253.  at  798-6207  in  Columbia,  or  at  (800) 
327-1021  statewide,  or  by  e-mail  at  melissa@scmanet.org. 


(.Medicare,  continued  from  page  2) 

Medicare  To  Use  Toll-Free  Lines 

Nancy  Ann  Min-DeParle,  head  of  the  Health  Care  Financing  Administration  (HCFA),  testified  at  a recent  Con- 
gressional hearing  that  HCFA  plans  to  set  up  a toll-free  number  that  physicians  and  their  staff  can  call  to  get 
answers  about  Medicare  rules.  Currently  these  lines  are  charge  lines,  so  HCFA  plans  on  using  about  $4  million  to 
convert  them  to  toll-free  lines.  The  agency  is  examining  the  details  involved  in  converting  the  lines  and  a solid 
deadline  is  not  yet  available.  Palmetto  GB  A expects  the  toll-free  lines  to  be  up  and  running  by  the  fall  of  2000. 
Watch  your  Medicare  Advisory  for  more  information. 

Home  Health  Prospective  Payment  System— A Physicianys  Guide 

The  following  information  w as  reprinted  from  the  May  2000  Medicare  Advisory  to  apprise  you  of  changes  in  the 
home  health  payment  system  and  to  inform  you  of  your  responsibilities  within  the  system.  Kindly  refer  to  the 
May  Medicare  Advisory  for  a more  detailed  discussion  on  the  topics  listed  below. 

i Background 

Home  health  agencies  (HHAs)  receive  payment  under  a cost-based  reimbursement  system  subject  to  limits  re- 
ferred to  as  the  "interim  payment  system."  The  Balanced  Budget  Act  (BBA)  of  1997  mandated  the  creation  of  a 
prospective  payment  system  (PPS)  for  home  health  services.  The  final  regulation  governing  this  section  of  the 
BBA  is  scheduled  for  July  2000  publication  wdth  an  October  1, 2000  effective  date. 

I Physician  Responsibilities 

I Your  fundamental  responsibility  is  to  determine  the  patient's  health  care  needs  and  advocate  for  the  services 
! required  to  meet  those  needs.  In  order  to  perform  this  role  efficiently,  certifying  physicians  must  use  their  intimate 
! know  ledge  of  the  patient's  medical  condition.  As  such,  you  have  two  specific  responsibilities: 

• Certify  that  the  patient  is  confined  to  his  home  and  is  in  need  of  home  health  care. 

1 • Develop,  certify  and  re-certify  the  plan  of  care,  including  key  aspects  of  the  patient's  condition. 
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SPECIAL  ISSUE:  ALLERGY  AND  IMMUNOLOGY 
UPDATE 

INTRODUCTION 

R.  VAUGHN  MAPLES,  M.D  * 


It  is  with  great  pleasure  that  members  of  the  South 
Carolina  Society  for  Allergy,  Asthma  and  Immu- 
nology offer  this  update  on  allergic  diseases  to  our 
colleagues  in  the  South  Carolina  Medical  Associa- 
tion. It  is  widely  reported  in  the  lay  press  that  the 
incidence  of  allergic  diseases,  not  only  asthma,  but 
also  allergic  rhinitis,  atopic  dermatitis  and  possi- 
bly food  allergy  are  rising  throughout  the  world. 
Although  we  cannot  do  more  at  this  time  than  to 
point  out  associated  factors,  the  exact  cause  for  this 
change  being  as  yet  unknown,  we  can  offer  you  an 
approach  to  the  diagnosis  of  allergic  diseases  in 
your  patients,  their  characterization  for  prognosis 
and  treatment  and  an  update  on  the  treatments  that 
are  available  at  this  time.  In  several  of  the  articles, 
treatments  that  may  become  available  within  the 
next  five  years  are  mentioned. 


Due  to  space  constraints,  some  basic  science  our 
contributors  had  included  in  their  articles  was  lim- 
ited. We  omitted  separate  articles  on  anaphylaxis, 
latex  hypersensitivity  and  drug  allergies  to  cover 
conditions  more  common  to  your  patients  and  prac- 
tice. 

I would  like  to  thank  the  members  of  the  South 
Carolina  Society  for  Allergy,  Asthma  and  Immu- 
nology who  contributed  to  this  symposium.  There 
are  many  other  members  who,  along  with  the  con- 
tributors, would  be  glad  to  have  you  call  upon  us 
locally  to  answer  questions  about  these  and  other 
topics. 

The  Society  would  like  to  thank  Merck  and 
Glaxo-Wellcome  for  the  grants  that  they  made  to 
help  support  the  publication  of  this  issue. 


* Address  correspondence  to  Dr.  Maples  at  48 
Creekview  Ct.,  Greenville,  SC  29615. 


Volume  96  • May  2000 


209 


ASTHMA 


BRUCE  BALL,  M.D.* 
ANDREW  DAVIDSON,  M.D. 
THOMAS  HARPER,  M.D. 


Asthma  is  an  intermittent  or  persistent  abnormal- 
ity of  bronchial  airflow  characterized  by  inflam- 
mation of  the  bronchial  mucosa.  The  signs  and 
symptoms  inclue  cough,  wheeze,  shortness  of 
breath,  chest  tightness  and  mucus  production. 
Common  triggers  for  asthma  symptoms  include 
respiratory  infections,  irritants  and  air  pollutants, 
allergens  and  exercise.  In  the  United  States,  asthma 
affects  ten  to  20  percent  of  the  population  and  is 
responsible  for  3,000  to  5,000  deaths  per  year.  The 
prevalence  and  severity  of  bronchial  asthma  have 
been  documented  to  be  increasing  in  most  coun- 
tries of  the  world. 

In  1997  the  National  Heart,  Lung  and  Blood  In- 
stitute published  a revised  set  of  guidelines1  to  help 
practitioners  in  classifying  asthma  and  its  treatment. 
In  Table  1 we  present  the  characteristics  of  mild, 
intermittent;  mild,  persistent;  moderate,  persistent; 
and  severe  asthma.  Many  patients  do  not  under- 
stand why  the  use  of  a bronchodilator  two  to  three 
times  a week,  with  lung  functions  greater  than  80 
percent  of  predicted,  require  maintenance-control- 
ling  medication.  Studies  show  that  these  individu- 
als have  underlying  bronchial  inflammation,  and 
if  this  inflammation  is  not  treated,  it  results  in  wors- 
ening bronchial  hyperresponsiveness  and  more  fre- 
quent symptomatic  attacks. 

The  pathophysiology  of  asthma  and  the  marked 
interaction  between  the  T-lymphocytes,  the  eosi- 
nophils and  the  chemical  mediators  of  inflamma- 
tion have  been  discussed  in  many  recent  reviews, 
one  of  which  is  reference  1.  Our  emphasis  here 
will  be  on  further  evaluation  and  treatment.  The 
appropriate  evaluation  for  persistent  asthma  re- 
quires objective  measurement  of  pulmonary  func- 
tion. This  can  be  done  by  periodic  spirometry 
supplemented  by  hand-held  flow  meters  at  home. 


* Address  correspondence  to  Dr.  Ball  at  913 
Bowman  Road,  Building  Bl,  Mount  Pleasant,  SC 
29464. 


Tests  of  pulmonary  function  should  demonstrate 
reversibility  after  inhalation  of  bronchodilator 
medication. 

The  evaluation  should  investigate  the  influence 
of  asthma  on  the  patient’s  daily  activities.  One  must 
inquire  about  the  patient’s  occupation,  the  home, 
school  or  work  environment,  and  whether  allergy 
is  likely.  Nocturnal  awakening  and  symptoms  are 
not  a separate  type  of  asthma.  In  the  last  decade  it 
has  been  recognized  that  gastroesophageal  reflux, 
even  without  heartburn,  can  be  an  aggravating  fac- 
tor for  asthma. 

If  skin  testing  has  been  accomplished  (this 
should  not  be  confined  just  to  children  - as  35  per- 
cent of  adults,  or  more,  may  have  sensitization  to 
common  antigens)  and  relevant  sensitization  is 
documented,  avoidance  measures  can  be  pre- 
scribed. For  example,  the  most  effective  measure 
for  house  dust  mite  avoidance  is  encasing  the  mat- 
tress and  pillows  in  impermeable  vinyl-lined  cov- 
ers. The  most  effective  measure  for  animal 
sensitivity  is  to  remove  the  animal  from  the  house 
if  at  all  possible.  Occupational  sensitization  is  more 
difficult  to  deal  with  and  has  to  be  individualized 
to  the  workplace.  If  multiple  aeroallergens  are 
demonstrated  with  increase  in  symptoms  during  the 
relevant  seasons,  allergen  immunotherapy  may  be 
indicated. 

The  main  treatment  for  symptomatic  asthma  is 
pharmacologic  therapy.  In  the  guidelines1  shown 
in  Table  II,  you  will  see  what  is  familiar  to  most 
practitioners.  All  asthmatics  should  have  a short- 
acting bronchodilator  for  symptoms  relief.  In 
younger  children  this  may  have  to  be  given  as  an 
aerosol  or  in  syrup  form. 

All  asthmatics  with  persistent  disease  should  be 
considered  candidates  for  inhaled  corticosteroids. 
Currently  beclomethasone,  budesonide,  flunisolide, 
fluticasone  and  triamcinolone  are  available  in  this 
country.  Dosing  regimens  are  also  in  the  guide- 
lines1 and  must  be  individualized.  Patients  need 
continued  review  of  their  inhaler  technique  whether 
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TABLE  1.  Classification  of  Asthma  Severity 

Severity  Prior  to  Initiation  of  Therapy 

Mild 

Intermittent 

Mild  Persistent 

Moderate  Persistent 

Severe  Persistent 

Symptoms 

<2  / week 

>2  / week 

daily  symptoms 

continual 

symptoms 

Nighttime 

symptoms 

<2  / month 

>2  / month 

>1  / week 

frequent 

Lung 

function 

>80% 

predicted 

>80% 

predicted 

>60%  - <80% 

<60% 

Peak  flow 
variability 

<20% 

20  - 30% 

>30% 

>30% 

TABLE  2.  Step  Therapy  Based  on  Asthma  Severity 

Classification 

Quick  Relief 

Long-Term  Control 

Step  1 : Mild 
Intermittent 

pm 

None. 

Step  2:  Mild 
Persistent 

pm 

Single  agent  with  anti-inflammatory  activity. 

Step  3:  Moderate 
Persistent 

pm 

Inhaled  corticosteroids,  add  long-acting 
bronchodilator  if  needed. 

Step  4:  Severe 
Persistent 

pm 

Multiple  long-term  control  medications. 
Add  oral  corticosteroids  if  needed 

they  use  these  drugs  with  or  without  spacers.  It 
must  be  emphasized  that  these  drugs  are  for  regu- 
lar daily  use  and  not  for  intermittent  use.  The  po- 
tential for  side  effects  is  less  than  with  systemic 
corticosteroids.  In  addition,  the  side  effects  that 
could  occur  are  known  and  can  be  watched  for  with 
regular  follow  up  visits.  Most  experts  believe  the 
benefits  of  these  drugs  far  outweigh  the  potential 
for  adverse  effects.  Only  when  adverse  effects  are 
manifest — such  as  slowing  of  growth  on  the  typi- 


cal growth  curve,  thinning  of  the  skin,  abnormali- 
ties of  eye  exams — do  these  drugs  have  to  be 
sharply  reduced  or  discontinued.  With  careful  at- 
tention to  dose,  most  individuals  can  be  treated 
effectively  for  one  and  a half  to  two  years  with 
minimal  risks.  (Recent  literature2  suggests  that 
adults  using  inhaled  corticosteroids  over  long  pe- 
riods of  time  may  need  to  consider  bone  density 
studies.) 

Other  maintenance  medications  for  asthma  such 
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as  cromolyn  sodium,  nedocromil  and  the 
leukotriene  modifiers3  are  available  for  selected 
patients.  At  the  present  time  none  of  these  are 
proven  to  be  superior  to  inhaled  corticosteroids. 
Current  practice  is  to  use  cromolyn  sodium  in  aero- 
sol machines  for  infants  or  toddlers  who  cannot  use 
metered  dose  inhalers  by  a spacer;  but  in  those  over 
age  three,  a newer,  nebulized,  inhaled  steroid  or 
leukotriene  drug  may  have  to  be  added  if  the 
cromolyn  is  not  adequate  for  control.  Leukotriene 
antagonists  have  shown  to  be  helpful  in  lowering 
the  dose  of  inhaled  steroids.4  Theophyllines  are 
still  available  and  have  a very  limited  place,  more 
often  in  adults  than  in  children.5  Long-acting  beta 
agonists  may  be  needed  for  stability  in  some  indi- 
viduals and  are  often  helpful  in  children  who  are 
active  and  need  more  than  just  a prophylactic  beta 
agonist  before  exercise.6  A long  acting  beta  ago- 
nist should  never  be  used  as  monotherapy. 

All  patients  with  asthma  will  eventually  have 
an  exacerbation  that  may  require  a short  course  of 
oral  corticosteroid  to  control  the  inflammation  and 
airway  edema.  Generally  one  mg  per  kg  of  pred- 
nisone up  to  60  mg  in  adults  and  one  to  two  mg 
per  kg  in  children  over  a period  of  three  to  five 
days  is  adequate  for  an  acute  episode.  Individuals 
with  frequent  exacerbations  and  poor  control  may 
require  somewhat  longer  courses,  and  those  who 
require  more  than  seven  to  ten  days  should  have  a 
tapering  of  the  medication  which  is  not  necessary 
in  all  individuals  with  short  courses. 

Regardless  of  the  treatment  regimen,  it  is  nec- 
essary to  develop  a partnership  between  the  patient 
and  the  health  care  practitioner.  Patient  education 
is  a key  factor  in  asthma  control.  The  patient  who 
understands  his  disease  and  the  role  of  all  of  the 
preventative  and  therapeutic  measures  is  less  likely 
to  go  days  and  weeks  with  poor  control  resulting 
in  emergency  room  visits  and  hospitalization. 
Written  asthma  management  plans  should  be  given 
to  all  patients.  Often  peak  flow  monitoring  is  built 


into  these  recommendations.  Patients  with  persis- 
tent asthma  require  re-evaluation  at  three  to  six 
month  intervals  with  some  objective  measurement 
of  their  pulmonary  function. 

The  goals  of  asthma  therapy  should  be  discussed 
with  the  individual  patients  to  fit  their  lifestyle. 
Some  of  these  goals  include  prevention  of  symp- 
toms, maintenance  of  normal  or  the  best  possible 
pulmonary  function,  decreased  need  for  urgent  or 
emergency  care,  optimal  drug  therapy  with  mini- 
mal adverse  effects,  normal  sleep  patterns  and  abil- 
ity to  carry  out  normal  activities  of  daily  living. 
Patients  unable  to  achieve  or  maintain  their  treat- 
ment goals  should  be  considered  for  referral  to  a 
specialist.  Specialty  referral  is  recommended  for 
all  pediatric  patients  with  persistent  asthma  and  all 
adult  patients  with  moderate  or  severe  asthma. 
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Atopic  dermatitis  is  a skin  condition  characterized 
by  pruritus  and  eczematous  skin  lesions,  usually 
occurring  in  young  patients  with  a family  or  per- 
sonal history  of  atopy.  The  condition  can  be  diffi- 
cult to  treat  because  of  multiple  aggravating  factors, 
the  relapsing  nature  of  the  disease  and  time  con- 
suming treatment  and  prevention  methods. 

The  prevalence  of  atopic  dermatitis  has  in- 
creased since  the  mid  1900s.  The  incidence  has 
risen  from  two  to  three  percent  to  almost  ten  per- 
cent of  children  under  14  years  of  age.1  Although 
many  children  markedly  improve  as  they  become 
older,  teenagers  with  persistent  atopic  dermatitis 
generally  continue  with  chronic  problems  through- 
out their  lives.2 

Atopic  dermatitis  has  no  primary  skin  lesion, 
but  rather  skin  lesions  are  induced  by  scratching. 
Most  patients  have  a lowered  itch  threshold.  The 
eczematous  skin  lesions  can  be  acute,  subacute,  or 
chronic.  Although  the  lesions  can  affect  almost 
any  surface  of  the  body,  their  characteristic  loca- 
tions tend  to  be  related  to  age.  In  infancy,  the  rash 
clusters  on  the  scalp,  face,  extensor  surfaces  of  the 
extremities  and  trunk.  Older  children  (school  age 
and  above)  have  more  involvement  of  the  antecu- 
bital  and  popliteal  fossas,  the  thighs  and  the  but- 
tocks. Chronic  hand  eczema  is  seen  in  adolescents 
and  adults  who  have  a history  of  childhood  eczema; 
the  hand  eczema  may  begin  in  childhood. 

Pruritus  is  the  universal  sine  qua  non  of  atopic 
dermatitis.  Pruritus  is  worse  in  the  evening  and 
through  the  night.  This  symptom  leads  to  irritabil- 
ity, sleep  disturbance  and  “high  activity”  levels 
even  if  there  are  not  overt  skin  lesions.  Atopic 
dermatitis  (Table  1)  is  diagnosed  from  the  clinical 
features  of  the  disease  and  laboratory  tests  are  not 
essential.  The  differential  diagnosis  in  childhood 
includes  seborrheic  dermatitis,  metabolic  diseases 
and  rarely  chronic  contact  dermatitis.  In  adults  with 
no  prior  history  of  atopic  dermatitis  one  should  be 
suspicious  of  underlying  diseases.  Occasionally 
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contact  dermatitis  or  psoriasis  can  be  mistaken  for 
this.  Most  atopic  dermatitis  patients  do  have  el- 
evation of  total  serum  IgE.  In  children,  specific 
IgE  may  also  be  elevated. 

Numerous  triggers  for  atopic  dermatitis  have 
been  identified — both  allergic  and  non-allergic. 
Too  much  heat  and  increase  in  humidity  may  ag- 
gravate itching.  In  winter  months  cool,  drier  air 
drying  the  skin,  also  aggravates  itching.  Chemi- 
cal irritants  and  other  substances  such  as  wool  may 
also  provoke  irritation  of  the  skin.  In  a significant 
subset  of  patients,  especially  children,  allergens 
have  shown  to  be  a trigger  of  atopic  dermatitis. 
Dust  mite  protein  can  serve  as  a stimulus.8  In  30 
to  40  percent  of  infants  and  young  children,  with 
moderate  to  severe  atopic  dermatitis,  food  aller- 
gens provoke  an  immune  response,  leading  to  ex- 
acerbation. Identification  and  removal  of  the  food 
proteins  from  the  diet  leads  to  clinical  improve- 
ment. The  most  common  foods  implicated  have 
been  egg,  wheat,  milk,  soy  and  peanut."  The  clini- 
cal observation,  that  atopic  dermatitis  may  flare 
during  certain  seasons,  has  led  to  research  which 
may  implicate  airborne  allergen  sensitivity  as  an 
uncommon  but  real  factor  in  some  patients. 

The  treatment  of  atopic  dermatitis  can  be  com- 
plex, expensive  and  time  consuming.  It  involves 
repetitive  procedures,  that  patients  often  do  not 
want  to  follow,  but  that  are  necessary  for  hydra- 
tion of  the  skin.  Avoidance  measures  are  based  on 
general  guidelines  revolving  around  triggers.  Cen- 
tral to  the  treatment  are  environmental  modifica- 
tions including  temperature  and  humidity  control. 
If  allergy  is  suspected,  dust  control  measures  are 
important.  Long-term  dietary  changes  should  be 
made  only  if  evidence  of  food  sensitivity  is  proven. 

The  most  important  topical  treatments  are  emol- 
lients and  corticosteroids.  The  goals  are  to  increase 
the  hydration  of  the  epidermis  and  decrease  inflam- 
mation. Low  potency  corticosteroids  are  consid- 
ered for  use  in  younger  children  on  the  face,  neck, 
axilla  and  groin.  Higher  potency  forms  of  corti- 
costeroids are  chosen  for  severe  lesions  of  the  ex- 
tremities and  trunk  and  where  there  are  lichenified 
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ATOPIC  DERMATITIS 

MAJOR  CHARACTERISTICS 

PRURITUS 

EARLY  AGE  OF  ONSET 

TYPICAL  MORPHOLOGY  AND  DISTRIBUTION 
( INFANTS-EXTENSOR  AND  TRUNK  ) ( OLDER  CHILDREN  - FLEXURAL  ) 

CHRONIC  OR  CHRONICALLY  RELAPSING  DERMATITIS 

PERSONAL  OR  FAMILY  HISTORY  OF  ATOPY 
( ASTHMA,  ALLERGIC  RHINOCONJUNCTIVITIS,  ATOPIC  DERMATITIS  ) 

MINOR  CHARACTERISTICS 

XEROSIS 

ICHTHYOSIS/PALMAR  HYPER  LINEARITY/KERATOSIS  PILARIS 

POSITIVE  PRICK  SKIN  TESTS  TO 
AERO  ALLERGENS,  DUST  MITE,  ANIMAL  DANDER  AND  FOODS 

HAND  AND/OR  FOOT  DERMATITIS 

CHEILITIS 

NIPPLE  ECZEMA 

SUSCEPTIBILITY  TO  CUTANEOUS  INFECTION 
( ESPECIALLY  STAPHYLOCOCCUS  AUREUS  AND  HERPES  SIMPLEX  ) 

PERIFOLLICULAR  ACCENTUATION 

IMPAIRED  CELL  MEDIATED  IMMUNITY 

Table  1 


areas.  Topical  corticosteroids  are  best  applied 
within  five  minutes  of  bathing  and  emollients  must 
be  applied  to  damp  skin.  Systemic  corticosteroids 
should  be  avoided  if  possible,  for  they  may  lead  to 
improvement  followed  by  a flare  or  to  false  hope 
for  the  parents  for  this  chronic  relapsing  disease. 
In  a case  where  the  dermatitis  is  severe  enough  to 
warrant  the  use  of  systemic  corticosteroids,  a re- 
doubled evaluation  for  all  possible  triggers  and 
review  of  the  compliance  with  topical  treatment 
should  be  made. 


Infectious  processes  of  the  skin  may  aggravate 
the  atopic  dermatitis.  Staphylococcal  colonization 
is  almost  universal  although  frank  impetigo  is  un- 
common. Increased  infections  with  herpes  sim- 
plex are  seen  in  these  individuals.  Dermatophyte 
infections  may  also  play  a role;  looking  for 
Pityrosporum  and  trichophyton  has  been  produc- 
tive in  some  individuals  who  then  respond  to  ap- 
propriate treatment. 

The  pruritus  is  difficult  to  control.  Antihista- 
mines have  been  used  because  of  the  mast  cell  in- 
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volvement  in  the  process.  However,  numerous 
cytokines  are  involved  in  the  skin  lesions  and  prob- 
ably explain  why  antihistamines  are  not  100  per- 
cent effective. 

Other  therapies  for  patients  with  this  chronic  dis- 
ease have  included  phototherapy  which  must  be 
done  under  the  direction  of  a dermatologist.  Inter- 
feron gamma  is  decreased  in  atopic  patients  and 
injections  have  been  used  with  some  improvement, 
but  additional  studies  are  needed.  A topical  prepa- 
ration of  tacrolimus  is  undergoing  the  approval 
process.  It  has  been  studied  in  children  with  se- 
vere disease  and  was  as  effective  as  topical  corti- 
costeroids and  clinically  well  tolerated.  It  will  be 
a therapeutic  option  within  the  next  year. 

Atopic  dermatitis,  being  seen  with  increased  fre- 
quency, provides  treatment  challenges  for  the  pa- 
tient, family  and  the  physician.  The  primary 
physician,  with  the  support  of  allergists  and  der- 
matologists, can  provide  identification  and  control 
of  triggers  and  a coordinated  treatment  plan.  The 
care  of  the  skin  is  primary  in  this  disorder  and 
medications  are  chosen  for  help  with  the  pruritus, 


inflammation  and  for  infection  if  necessary. 
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Contact  dermatitis  is  a type  of  skin  condition  that 
is  potentially  curable  if  the  appropriate  allergen  can 
be  identified  and  eliminated  from  the  environment. 
Although  it  is  a common  condition,  it  is  surprising 
it  is  not  more  frequent — given  the  millions  of 
chemicals  with  which  people  daily  have  contact, 
of  which  at  least  2,800  have  potential  to  serve  as 
allergens.1 

The  diagnosis  of  a contact  dermatitis  is  a bit 
like  detective  work.  The  history  is  very  important 
and  the  examination  of  the  skin  often  will  reveal  a 
pattern  that  is  helpful  in  suggesting  certain 
classifications  of  exposure.  However,  the 
differential  diagnosis  for  contact  dermatitis 
includes  irritant  contact  dermatitis,  other  types  of 
eczematous  skin  eruptions — especially 
dyshydrosis — and  even  psoriasis,  seborrheic 
dermatitis  or  discoid  lupus  erythematosus. 

The  skin  appears  to  have  erythema,  edema  and 
some  vesicles  within  24  to  48  hours  of  contact  - 
usually.  Pruritus  is  usually  present  but  may  be 
variable  in  its  intensity.  Based  on  the  pattern, 
elimination  of  the  suspected  compound  may  result 
in  significant  resolution. 

Patch  testing  is  often  undertaken  when  the 
patient  does  not  improve,  the  agent  is  obscure  or 
multiple  agents  are  suspected.  A commercially 
available  patch  test  includes  24  of  the  most 
common  allergens  and  will  be  positive  in  some  85 
percent  of  patients.  However,  it  is  often  necessary 
to  test  to  the  exact  substance  that  the  patient  is 
using.  This  must  be  done  with  great  care  and  is 
best  done  by  dermatologists  as  the  concentration 
and  potency  of  the  material  need  to  be  considered  so 
that  an  irritant  reaction  is  not  misdiagnosed  as  an 
allergen.2 

Skin  biopsy  may  sometimes  be  needed  to 
exclude  other  diagnoses.  Other  immunodiagnostic 
studies  are  currently  only  useful  in  research 
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situations  and  are  not  clinically  helpful. 

The  treatment  of  a contact  dermatitis  is 
obviously  avoidance  of  the  inciting  allergen. 
Topical  corticosteroids  are  the  most  useful  in 
decreasing  the  reaction.  However,  some  patients 
have  such  severe  reactions  that  systemic 
corticosteroids  are  necessary  for  ten  to  14  days. 

There  has  been  an  attempt  to  develop  barrier 
creams  to  protect  individuals  in  industry  and  to  try 
and  protect  people  who  work  outdoors  from  one 
of  the  most  common  contact  problems — that  of 
poison  ivy.  These  are  in  various  stages  of  testing 
and  have  some  efficacy  but  need  to  be  applied 
before  the  exposure  takes  place. 

The  following  outline  provides  some  clinical 
pearls  we  have  found  useful  in  approaching  patients 
with  suspected  contact  dermatitis. 

1 . Product  data  safety  sheets  from  the  workplace 
are  helpful  in  patients  with  suspected 
occupational  contact  dermatitis. 

2.  Allergic  contact  dermatitis  from  latex  may  be 
associated  with  systemic  hypersensitivity. 

3.  Condom  allergic  contact  dermatitis  may  occur 
from  antioxidants  and  accelerators  in  its 
preparation  and  be  unrelated  to  latex.  However, 
excluding  latex  hypersensitivity  is  also 
necessary. 

4.  Hair  dresser  dermatitis  often  involves 
sensitivity  to  parafenelethylenediamine. 
However,  many  chemicals  are  involved  and  the 
type  of  activity  may  dictate  the  testing.  For 
example,  permanent  waving  may  involve 
sensitization  to  glyceryl  monothyoglyculate. 
Vinyl  gloves  can  protect  against  the  former 
chemical,  but  not  the  latter. 

5.  South  Carolina  florists  dermatitis  is  a specific 
problem  due  to  contact  of  the  sap  of  the  flower, 
Alstroemeria.3 

6.  Suncreen  dermatitis  is  a contactant  due  to 
sensitization  from  the  chemicals  such  as 
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Benzophenone.  These  chemicals  also  are 
found  in  newer  commercial  skin  creams.  This 
can  be  mistaken  often  for  a sunburn. 

7.  Nickel  sensitivity  is  one  of  the  most  frequent 
causes  of  contact  dermatitis  and  has  been 
reported  in  patients  with  stainless  steel  sutures 
that  contain  some  nickel  content. 

8.  Sports  related  acute  contact  dermatitis  may  be 
secondary  to  accessories  that  are  worn  such  as 
rubber  masks,  tennis  shoes,  and  athletic  tape. 

9.  Poison  ivy  sensitive  patients  may  cross  react 
to  cashew  nuts  and  rare  printer’s  ink  ( Japanese 
LAC  ).  The  poison  ivy  antigens  enter  the  skin 
rapidly  and  immediate  washing  within  ten 
minutes  after  contact  may  decrease  absorption. 

10.  Cosmetics  and  fragrances  contain  a variety  of 
substances  that  can  be  responsible  for  facial 
reactions  or  more  generalized  eruptions.  These 
include  balsam  of  Peru  and  cinematic  aldehyde 
found  in  topical  cosmetic  soaps,  perfumes  and 
toothpaste. 

1 1 . Quatemium- 1 5 and  imidazolidinyl  urea  are 
preservatives  used  in  cosmetics,  moisturizers, 


creams  and  topical  medicaments.  They  are 
formaldehyde  releasers  and  the  reaction  may 
reflect  either  the  individual  compound  or 
formaldehyde  itself.  Formaldehyde  resins  are 
found  in  adhesives,  rubber  cement,  shoes  and 
some  toiletry  articles. 

12.  Acute  contact  dermatitis  due  to  topically 
applied  corticosteroids  has  been  described  and 
is  now  more  frequently  recognized.  Testing 
for  hypersensitivity  to  these  agents  is 
performed  with  patch  testing.4 
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Allergen  immunotherapy  (IT)  for  treatment  of 
allergic  rhinitis  was  first  introduced  by  Noon  and 
Freeman  in  1911. 1,2  Commonly  known  as  “allergy 
shots,”  this  therapy  is  best  described  as  the 
administration  of  gradually  increasing  doses  of 
allergenic  material  to  a patient  for  the  purpose  of 
“desensitizing”  him  to  allergens  that  provoke 
symptoms.  Like  other  vaccines,  IT  exerts  its  effects 
through  modification  of  the  patient’s  immune 
system. 

Currently,  IT  is  the  only  treatment  that  may 
affect  the  natural  course  of  allergic  diseases  and, 
in  certain  instances,  might  prevent  sensitization  to 
other  allergens  or  development  of  additional  atopic 
diseases.  Immunotherapy  is  effective  in  the 
treatment  of  seasonal  and  perennial  allergic  rhinitis 
and  asthma  caused  by  inhalant  allergens  and  is 
indicated  for  the  treatment  of  anaphylaxis  to 
stinging  insects. 

The  immunologic  changes  from  immunotherapy 
are  numerous.  They  have  been  better  understood 
from  studies  in  the  last  twenty  years.  (See  Tables  I 
& II).  Besides  decreasing  activity  of  T-helper  cells, 
there  is  a reduction  in  the  seasonal  rise  of  IgE 
production  to  specific  allergens.3  Also  there  has 
been  demonstrated  to  be  a decrease  in  histamine 
releasing  factors  from  mononuclear  cells  with  long 
term  treatment. 

A number  of  controlled  clinical  trials  on  the 
efficacy  of  IT  have  appeared  in  the  literature  since 
the  late  1950s.  The  efficacy  of  high  dose  extracts 
of  tree,  grass  and  weed  pollens,  of  dust  mite  protein, 
animal  danders  and  molds  have  been  demonstrated 
in  various  studies.4  The  patients  involved  in  these 
studies  have  had  allergic  rhinitis,  allergic 
conjunctivitis  and/or  asthma.  Studies  in  patients 
with  allergic  rhinitis  have  shown  long  term 
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efficacy:  the  most  recent  example  in  patients  with 
grass  pollen  allergy  is  one  from  Dr.  Durham’s  lab 
in  England  and  was  published  last  summer.5  His 
result  of  prolonged  clinical  remission,  after 
completing  three  to  four  years  of  immunotherapy, 
supports  other  studies  suggesting  long-lasting 
immunologic  changes  with  clinical  improvement 
can  be  effected  from  this  therapy.  A Meta-analysis 
of  clinical  trials  of  allergen  IT  was  done  to  assess 
its  efficacy  in  the  treatment  of  asthma.  Twenty 
randomized  placebo  controlled  double-blind  trials 
were  analyzed.  The  conclusion  was  that,  although 
the  benefits  of  IT  in  reducing  asthmatic  symptoms, 
medicine  requirements  and  lung  functions  could 
be  over  estimated  because  of  unpublished  negative 
studies,  it  would  require  an  additional  thirty-three 
studies  to  overturn  the  results  of  the  ones  reviewed.6 

Immunotherapy  to  venom  of  stinging  insects 
including  fire  ants  is  very  effective  in  preventing 
life-threatening  anaphylaxis.  This  is  discussed  in 
more  detail  in  the  paper  by  Doctors  Levy  and 
Wagner  in  this  issue.  Allergen  immunotherapy  is 
considered  in  patients  with  aeroallergen  sensitivity 
with  progressively  worsening  symptoms  over 
several  seasons  or  perennial  symptoms  poorly 
responsive  to  medication.  Demonstration  of 
relevant  antigens  by  skin  testing  is  necessary  before 
writing  a vaccine  prescription. 

Contraindications  to  immunotherapy  include 
serious  immunologic  diseases,  significant 
cardiovascular  diseases,  treatment  with  beta 
blockers  (these  reduce  the  effectiveness  of 
epinephrine  if  systemic  reactions  occur),  severe 
asthma  with  inadequate  flow  rates  while  on 
appropriate  medications  and  severe  psychologic 
disorders.  Although  immunotherapy  is  generally 
not  started  in  pregnant  patients,  patients  who 
become  pregnant  while  receiving  immunotherapy 
continue  but  the  dose  is  held  constant  until  after 
delivery. 
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Humoral  Changes  in  Allergen  Immunotherapy 

Specific  IgE 
Initial  rise 

Blunted  seasonal  rise 

No  change  in  postseasonal  slope  of  decline 

Decreased  levels>l  year  compared  with  untreated  patients 

Specific  IgG 

Initial  rise  (higher  threshold  than  rise  in  IgE) 

Plateau  of  IgG  dependent  on  amount  of  allergen  administered 

IgGl  and  IgG4  both  rise  with  initiation,  peak  at  2-3  months  and  2 years,  respectively 

IgG  level  and  cutaneous  late-phase  reaction  are  inversely  correlated 

Generation  of  auto-anti-idiotypic  antibodies 

Adapted  from  Weber  RW.  Immunotherapy  with  Allergens.  JAMA  1997;  278:  1881-7. 

Table  I.  Humoral  Changes  in  Allergen  Immunotherapy 


The  side  effects  of  immunotherapy  often  include 
local  reactions  at  the  site  of  injection  which  may 
be  uncomfortable.  These  do  not  necessarily  predict 
the  onset  of  a systemic  reaction,  but  doses  are  never 
escalated  in  the  face  of  large  local  reactions. 
Systemic  reactions  involving  signs  and  symptoms 
distant  from  the  injection  site  generally  begin 
within  a few  minutes — rarely  more  than  thirty 
minutes  after  the  injection.  The  incidence  is 
estimated  to  be  between  0.1  and  2.9  percent  of 
injections.  Systemic  reactions  are  generally 
controlled  if  treated  rapidly.  However,  in  a review 
of  deaths  from  immunotherapy  between  1985  and 
1987,  the  incidence  was  estimated  to  be  one  per 
million  injections.8 

To  minimize  the  potential  for  anaphylactic 
reactions,  strict  attention  must  be  paid  to  risk 
factors.7  These  include  the  presence  of  symptomatic 
asthma  and  high  degrees  of  sensitivity.  The  use  of 
beta  blockers  is  considered  a contraindication  to 
conventional  IT  but  is  only  relative  in  the  case  of 
life  threatening  insect  sting  reactions.  Systematic 
errors  must  be  guarded  against  by  double  checking 
patient  identification  and  current  dosages  and  by 
decreasing  doses  for  large  local  reactions  and  for 
injections  from  new  vials.  Injections  made  during 
periods  of  symptom  exacerbation  must  be  done 
cautiously  and  perhaps  with  a dose  reduction.  The 
current  standard  of  care  is  that  allergy 
immunotherapy  be  administered  only  in  medical 


clinic  settings  with  a physician  present  at  the  time 
of  the  injection.  Appropriate  medications  and 
equipment  for  resuscitation  of  anaphylaxis  should 
be  available.  Patients  should  wait  for  20  to  30 
minutes  after  the  injection  and  be  monitored  for 
any  non-local  symptoms.  Longer  waiting  periods 
must  be  used  in  patients  who  are  undergoing  rush 
buildup  schedules. 

In  the  past  patients  had  self-administered  allergy 
extracts  at  home.  This  is  no  longer  considered 
standard  care.  However,  patients  may  certainly 
have  their  extracts  administered  in  their  primary 
care  physician’s  office.  Primary  care  physicians 
must  have  on  hand  materials  for  the  treatment  of 
systemic  reactions,  have  protocols  for  patient 
waiting  periods,  carefully  document  patient’s  dose 
and  have  checks  for  identifying  patients  and  their 
vaccines  and  protocols  for  treatment  of  reactions. 
The  physician  prescribing  the  vaccine  should 
provide  a dosing  schedule  for  the  primary  doctor. 

Research  is  ongoing  to  improve  allergen 
immunotherapy.  Better  characterization  and 
standardization  of  allergens,  extracts  and  dosing 
schedules  will  help  to  improve  efficacy  and  safety. 
New  approaches  to  immunotherapy  are  being  tried. 
These  include  peptide  immunotherapy,  using  T-cell 
epitopes.  Anti-IgE  monoclonal  antibodies  are 
currently  in  clinical  trials  but  this  is  not  true 
desensitization. 

Since  the  incidence  of  allergic  disease  is 
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Cellular  and  Cytokine  Changes  in  Allergen  Immunotherapy 

Diminished  leukocyte  histamine  release  sensitivity  with  allergen  challenge 

Diminished  lymphoproliferative  response  to  allergen 

Stimulation  of  T-suppressor  activity 

Generation  of  allergen-specific  CD8+  lymphocytes 

Decreased  tissue  CD4+  lymphocytes 

Blunted  IL-2  production  to  allergen 

Blunted  IL-2  receptor  production  to  allergen 

Increased  interferon  gamma  production 

Down-regulation  of  low-affinity  IgE  receptor 

Blunted  platelet  activating  factor  response  to  allergen  stimulation 

Blunted  histamine-releasing  factor 

Decreased  metachromatic  cells  in  epithelium 

Decreased  recruitment  and  activation  of  tissue  eosinophils 

Adapted  from  Weber  RW.  Immunotherapy  with  Allergens.  JAMA  1997;  278:  1881-7 

Table  II.  Cellular  and  Cytokine  Changes  in  Allergen  Immunotherapy 


increasing  in  all  parts  of  the  world,  allergen 
immunotherapy  will  continue  to  be  a needed 
therapy  for  a sizable  group  of  patients  to  improve 
their  quality  of  life  and  decrease  their  need  for 
regular  medication. 
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The  nose  has  several  functions.  The  most  obvious 
of  these  is  to  humidify,  warm,  and  filter  air  before 
it  reaches  the  lower  respiratory  tract.  Another 
function  is  to  trap  particles  and  help  eliminate  them, 
although  during  this,  some  may  be  presented  to  the 
immune  system  resulting  in  sensitization.  Nasal 
inflammatory  disease  resulting  from  specific 
exposure  to  airborne  allergens  to  which  one  has 
become  sensitized  is  allergic  rhinitis. 1 

Epidemiologic  studies  in  the  1970s  estimated 
the  prevalence  of  allergic  rhinitis  in  the  United 
States  to  be  seven  to  ten  percent  of  the  population. 
Recently  it  is  felt  that  up  to  25  to  30  percent  of 
individuals  may  be  affected.2  The  economic  impact 
of  this  condition  is  estimated  at  over  three  billion 
dollars  yearly.  As  indicated  in  an  article  in  this 
issue,3  sinusitis  may  be  related  to  this  disorder. 

The  pathophysiology  of  allergic  rhinitis  involves 
both  an  early  phase  and  late  phase  similar  to  that 
seen  in  asthma.  The  early  phase  reaction  is 
dominated  by  mast  cell  release  of  mediators  and 
associated  symptoms  include  sneezing,  congestion, 
rhinorrhea  and  pruritus.  The  late  phase  reaction  is 
dominated  by  infiltration  of  inflammatory  cells — 
especially  eosinophils — and  leads  to  chronic  nasal 
congestion,  post  nasal  drainage  and  perpetuation 
of  the  syndrome.1 

The  diagnosis  of  allergic  rhinitis  is  based  upon 
history,  physical  examination  and  confirmatory 
allergy  testing.  Often  these  patients  will  have 
coexistent  conjunctivitis.  The  symptoms  may 
include  eye  watering,  pruritus  of  the  eye,  nasal 
pruritus  and/or  itching  of  the  soft  palate,  nasal 
congestion,  paroxysmal  sneezing,  and  clear,  watery 
discharge.  With  perennial  rhinitis,  congestion  may 
be  predominate.  In  children  recurrent  rubbing  of 
the  nose  can  create  a crease  or  the  so-called 
“allergic  salute.” 

Although  many  patients  feel  their  symptoms  are 
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only  seasonal,  concomitant  sensitization  to 
perennial  allergens  such  as  pet  danders,  house  dust 
mite  protein,  cockroach  protein  and  mold  is  fairly 
common.  For  this  reason  allergy  testing  is  not 
limited  to  grasses  in  the  spring  or  ragweed  in  the 
fall  but  includes  a number  of  other  allergens  and  a 
pattern  develops  from  all  the  patient’s 
sensitizations.  Testing  is  usually  done  by  prick 
skin  method  followed  by  selected  intradermal 
testing.  RAST  testing  can  be  done,  but  it  has  the 
disadvantages  of  greater  expense,  of  less  sensitivity 
than  skin  testing  and  of  a higher  false-negative  rate. 

The  examination  in  allergic  rhinitis  typically 
shows  the  nasal  mucosa  to  be  pale,  purplish  and 
boggy  with  clear  discharge.  Nasal  polyps  are  not 
typical  of  allergic  rhinitis  but  can  coexist  because 
of  the  chronic  inflammation,  chronic  sinusitis,  or 
in  children  cystic  fibrosis.  Examination  of  the  ears, 
the  throat,  the  neck  and  the  chest  are  also  important. 

Treatment  for  allergic  rhinitis  includes 
avoidance  of  allergens,  drug  therapy  and  possibly 
allergy  immunotherapy. 

Avoidance  measures  are  generally  directed 
against  indoor  dust  measures  and/or  dealing  with 
pets.  Specially  bonded  vinyl  mattress  and  pillow 
encasings  are  very  helpful  for  dust  mite  allergic 
individuals.  Removal  of  carpet  is  useful  but  most 
often  not  practical;  polished  hardwood  or 
uncarpeted  flooring  is  best  looked  for  if  moving  is 
planned.  Topical  ascaricides  applied  to  carpets 
initially  kill  mites  but  long  lasting  reduction  in 
proteins  is  difficult  to  demonstrate.  Air  filtration 
can  be  considered  if  allergens  are  not  remediated 
in  any  other  way  and  if  there  is  evidence  that  they 
stay  airborne  for  a significant  period  of  time  but  as 
a single  mode  of  therapy  is  not  adequate. 

Medications  for  allergic  nasal  disease  include 
several  classes.  Antihistamines  are  the  commonly 
used  drugs  but  they  help  only  with  the  histamine 
related  symptoms  and  are  not  effective  for  nasal 
blockage  and  a lot  of  the  post  nasal  drainage.  Nasal 
corticosteroids  are  extremely  effective  in  allergic 
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nasal  disease  and  although  recent  articles  suggest 
long  term  side  effects,  these  are  not  frequent.45 
They  are  most  effective  when  allergen  avoidance 
measures  can  also  be  practiced.  Intranasal 
cromolyn  sodium  is  still  available  but  must  be  used 
frequently  and  is  not  as  effective  as  intranasal 
corticosteroids. 

Allergy  immunotherapy  discussed  in  another 
article6  is  very  effective  in  allergic  rhinitis  patients. 
Immunotherapy  is  a type  of  desensitization  and 
patients  can  maintain  a status  of  decreased 
symptoms  or  symptom-free  for  a number  of  years 
after  discontinuing  allergy  vaccines.  A study 
published  in  August  from  Dr.  Durham’s  group  in 
England7  showed  persistent  benefit  at  seven  years 
in  patients  with  grass  pollen  allergy  who 
discontinued  therapy  after  three  to  four  years. 

Complications  of  allergic  rhinitis  also  occur  and 
are  discussed  in  another  paper  in  this  issue.3 
Treatment  of  allergic  rhinitis  results  in 
improvement  in  patients’  quality  of  life  and 
reduction  in  complications. 
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Adverse  reactions  to  foods  have  been  described  for 
several  centuries.  Patients  often  describe  any 
untoward  reaction  to  food  as  an  allergy.  This  article 
will  discuss  hypersensitivity  or  IgE  mediated  food 
reactions.  These  IgE  mediated  reactions  may 
involve  the  skin,  the  respiratory  system,  or 
gastrointestinal  tract.  Systemic  reactions 
(anaphylaxis)  involving  two  or  more  organ  systems 
may  be  life  threatening.  Food  related  events  with 
only  neurologic  or  behavioral  manifestations  are 
not  proven  to  be  IgE  mediated. 

The  true  incidence  of  food  allergy  in  populations 
is  unknown.  Prospective  studies  of  children  at  risk 
by  virtue  of  family  atopy  have  suggested  three  to 
six  percent  of  children1  may  have  some  true  food 
allergy.  Cow’s  milk  allergy  from  oral  challenges 
occurs  in  two  to  three  percent  of  infants.  In  adults, 
self-reports  of  adverse  food  reactions  are  quite 
common — up  to  20  percent  of  the  population  in 
some  surveys.  But  oral  challenge  studies  suggest 
that  less  than  two  percent  are  really  IgE  mediated.1 

The  most  severe  of  all  immediate  hypersensitivity 
reactions  is  anaphylaxis.  This  involves  two  or  more 
organ  systems  or  hypotension.  Although  any  food 
to  which  one  is  sensitive  could  be  a cause,  studies 
suggest  that  tree  nuts,  peanuts,  fish  and  shellfish, 
along  with  egg,  milk  and  rarely  soy  are  responsible 
for  the  most  of  these  reactions.  Individual 
differences  must  be  respected.  Fatal  anaphylaxis 
is  associated  with  inadvertent  ingestion  of  a known 
food  allergen  and  delay  in  the  time  of  treatment. 
Reactions  are  more  severe  in  asthmatics  but  can 
be  fatal  in  anyone.  Two  retrospective  studies  from 
Johns  Hopkins  and  the  Mayo  Clinic  suggest  that 
delay  in  administering  epinephrine  was  associated 
with  a worse  outcome.1 

A peculiar  variant  of  food  allergy  is  anaphylaxis 
that  occurs  upon  exercise  within  several  hours  of 
ingesting  a food  to  which  one  has  IgE  antibodies. 
The  exercise  can  be  performed  with  no  symptoms 
if  the  food  has  not  been  ingested.  Another  variant 
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is  anaphylaxis  on  exercise  that  can  occur  within  two 
hours  of  eating  any  meal.1  The  pathophysiology  of 
these  reactions  has  not  been  clear  and  these  can  be 
difficult  to  reproduce  in  the  laboratory. 

More  common  than  anaphylaxis  are  the 
dermatologic  manifestations  of  food  allergy.  Acute 
urticaria  and  angioedema  are  probably  the  most 
common  and  are  often  identified  by  the  individual 
upon  exposure,  as  these  reactions  occur  within 
minutes  of  ingestion  and  rarely  more  than  two  hours 
later.  Urticaria  may  occur  on  the  skin  around  the 
mouth  or  lips  by  simple  contact.  By  contrast  chronic 
urticaria  of  more  than  six  weeks  duration  is  unlikely 
to  be  due  to  a single  food  allergen.2 

Although  atopic  dermatitis  is  not  due  to  food 
allergy,  as  many  as  a third  of  children  with  the 
condition  can  be  demonstrated  to  have  worsening 
of  their  dermatitis  upon  exposure  to  a specific  food 
to  which  they  are  sensitized.  Double-blind  placebo 
controlled  food  challenges  (DBPCFC)  are  generally 
necessary  to  confirm  this.3  More  than  85  percent  of 
these  reactions  occur  to  one  of  five  foods — egg,  milk, 
peanut,  soy  and  wheat. 

Respiratory  reactions  can  be  induced  by 
immediate  hypersensitivity  to  foods  but  are  less 
common  than  the  skin  reactions.  Sneezing,  nasal 
congestion,  cough  or  wheezing  as  isolated  events 
are  uncommon  but  can  be  associated  with  urticaria 
or  exacerbation  of  atopic  dermatitis.  Ingestion  of 
the  food  is  the  usual  means  of  exposure  but  highly 
sensitive  individuals  have  been  shown  to  have 
reactions  to  food  that  is  just  cooking,  especially 
with  fish  or  shellfish. 

Gastrointestinal  reactions  are  often  associated 
with  meals  by  patients.  In  these  cases  adverse 
reactions  are  probably  more  common  than  true 
allergy.  However,  gastrointestinal  reactions  can 
occur  as  a symptom  of  anaphylaxis.  In  infants 
several  syndromes  such  as  eosinophilic 
gastroenteritis,  enterocolitis  and  Heiner’s 
Syndrome  have  been  linked  to  individual  foods  but 
may  or  may  not  be  IgE  mediated.1  If  the  syndrome 
is  linked  to  a food,  absolute  avoidance  is  necessary 
for  management  of  these  infants. 
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The  oral  allergy  syndrome  is  so  called  because 
of  the  urticaria,  flushing  around  the  mouth,  itching 
of  the  palate  and  tongue  and  edema  of  the  lips  that 
can  occur  after  ingestion  of  certain  foods.  This  is 
one  time  when  cross  reactions  between  being 
sensitized  to  certain  pollens  and  having  a specific 
IgE  to  food  results  in  clinical  symptoms.  Examples 
would  be  birch  pollen  sensitive  patients  having  oral 
symptoms  after  eating  apples  or  potatoes  and  ragweed 
sensitive  persons  after  eating  melons.  These 
symptoms  rarely  progress  to  systemic  reactions.2 

The  diagnosis  of  food  allergy  depends  to  a great 
extent  on  the  history  of  the  temporal  relation 
between  ingestion  and  compatible  symptoms. 
Repeated  reactions  on  ingestion  of  one  substance 
is  obviously  the  most  suggestive.  However,  often 
prepared  foods  or  multiple  foods  have  been 
ingested  and  the  history  cannot  reveal  the  cause. 
Elimination  diets  are  very  problematic  unless  one 
or  two  foods  alone  are  suspected.  At  that  point, 
testing  is  often  suggested. 

Prick  skin  tests  can  be  helpful  but  predominately 
in  a negative  sense.  A negative  skin  test  reaction 
to  a particular  food  makes  it  highly  unlikely  that 
anaphylaxis  has  been  due  to  that  food.  A positive 
skin  test,  however,  does  not  carry  a high  positive 
predictive  value.  It  may  serve  as  a guide  to  what 
foods  might  need  to  be  eliminated  in  a dietary  trial. 
On  rare  occasions  a very  strict  elemental  type  diet 
is  necessary  with  foods  added  back  after  symptoms 
resolve;  this  is  very  difficult  to  carry  out  in  the  real 
world  environment. 

RAST  testing  for  food  specific  IgE  has  not  been 
shown  to  be  of  greater  value  than  skin  testing  in 
general.  RAST  testing  for  IgG  does  not  correlate 
with  clinical  disease.  The  RAST  test  is  often 
performed  in  children  with  atopic  dermatitis  when 
skin  testing  cannot  be  done  but,  since  these 
individuals  frequently  have  elevated  IgE  levels  and 
specific  antibodies  to  multiple  foods,  the  interpretation 
of  these  tests  must  be  done  carefully.  There  is  a newer 
type  of  RAST,  called  a CAP  RAST,  which  has  been 
tested  clinically  in  atopic  dermatitis.  The  CAP 
RAST  to  egg  and  milk,  if  greater  than  a certain 
value,  gives  a 95  percent  likelihood  that  a food 
challenge  test  would  be  positive  and  is  thus 
unnecessary.  Values  for  the  test,  with  those  two 
foods,  lower  than  a certain  value  suggest  a negative 
food  challenge  would  result  and  can  guide  the 


physician  in  deciding  if  challenge  is  appropriate.4  This 
result  in  patients  with  atopic  dermatitis  should  not  be 
assumed  to  be  valid  for  anaphylaxis  patients.  Open 
food  challenges  in  a non-clinic  setting  should  not  be 
undertaken  in  individuals  with  a history  of 
anaphylaxis. 

DBPCFCs  have  been  considered  in  clinical 
studies  to  be  the  most  helpful  way  to  prove  the 
existence  of  a true  food  allergy.  There  is  a work 
book  published3  for  individuals  who  wish  to  see 
how  this  is  done  in  practice.  Open  food  challenges 
can  be  helpful  when  negative  but  when  positive 
should  be  followed  by  the  DBPCFC  before 
extensive  dietary  modifications  are  undertaken. 

The  management  of  food  allergy  involves 
avoidance  of  the  specific  food  and  education  to 
show  individuals  the  hidden  nature  of  allergens  in 
foods.  Helpful  in  this  regard  is  information  from 
the  Food  Allergy  Network.4  Any  individual  with 
anaphylaxis  should  carry  injectable  epinephrine  and 
wear  a Medi-Alert-type  bracelet.  Non-anaphylactic 
reactions  can  be  managed  in  a conventional  fashion 
with  antihistamines  and/or  corticosteroids  if 
significant  angioedema  is  included. 

Although  there  have  been  attempts  to  do 
desensitization  to  foods,  these  are  fraught  with 
difficulty  and  are  considered  investigational  at  this 
time.  Monoclonal  anti-IgE  antibodies  hold  some 
promise  for  help  but  have  not  been  studied  in  food 
allergy  to  this  point.  Cytokine  antagonists  seem 
sensible  but  have  not  been  studies  in  humans. 

When  avoidance  is  practiced  in  children,  many 
of  them  can  suppress  their  reactivity  after  two  to 
three  years  but  need  reevaluation  depending  upon 
the  nature  of  the  disorder.4  Adults  who  become 
sensitized  to  peanuts,  tree  nuts,  shellfish  and  fish, 
are  unlikely  to  lose  this,  but  reevaluation  after  strict 
avoidance  for  three  years  is  reasonable. 
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In  the  last  half  of  the  twentieth  century,  physicians 
began  to  recognize  immune  deficiency  conditions 
in  children  who  would  not  have  survived  the 
ravages  of  infectious  diseases  in  the  pre-antibiotic 
era.  These  newly  perceived  conditions,  genetically 
determined,  are  uncommon  and  are  frequently 
overlooked  until  damaging  infections  have  become 
advanced. 

This  paper  first  presents  an  outline  of  the 
primary  immune  deficiencies,  and  points  to  salient 
features  of  each  useful  to  the  primary  care  physician 
for  recognition.  Next,  there  is  a summary  of 
secondary  immune  deficiency  conditions  and  other 
recently  described  compromises  of  immunity  in 
children.  Finally,  there  is  speculation  about  a 
possible  immune  compromise  responsible  for 
recurrent  infections  in  certain  infants  and  young 
children. 

Most  primary  immunodeficiency  conditions1  are 
present  in  childhood.  Some  affect  predominately 
T-cell  function  with  secondary  consequences  for 
B-cells.  The  most  profound  of  these  are  severe 
combined  immunodeficiency  syndrome  (SCID) 
and  the  DiGeorge  Syndrome.  The  former  often 
presents  in  infants  before  three  months  of  age.  They 
have  marked  T-cell  abnormalities  resulting  in 
failure  to  thrive,  extensive  diaper  rash  and  severe 
infections  not  usually  found  in  their  age  group. 
Since  B-cells  fail  to  mature  and  function  without 
T-cell  help,  these  children  are  not  capable  of 
synthesizing  normal  levels  of  immunoglobulins  and 
also  suffer  from  severe  bacterial  infections.  Males 
tend  to  outnumber  females  since  50  to  60  percent 
of  these  cases  are  X-linked.  Bone  marrow 
transplantation  or  stem  cell  transplantation  are 
needed  for  long-term  survival.2 

The  DiGeorge  Syndrome  involves  the 
developmental  abnormality  of  the  third  and  fourth 
brachial  arches,  which  includes  the  thymus. 
Additional  anomalies  are  seen  in  the  face,  the 
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Primary  T-lymphocvte  Defects 
Severe  Combined  Immunodeficiency 
DiGeorge  Syndrome 
Primary  Defects  in  Antibody  Production 
X-linked  Agammaglobulinemia  (Bruton’s) 
Common  Variable  Immunodeficiency 
Hyper  IgM  Syndrome 

Transient  Hypogammaglobulinemia  of  Infancy 
IgA  Deficiency 
Disorders  of  Phagocytes 
Chronic  Granulomatous  Disease 
Leucocyte  Adhesion  Deficiency 
Chadiak-Higashi  Syndrome 

Table  I 

parathyroid  glands,  the  heart  and  great  vessels. 
Thus,  these  children  may  have  seizures  from 
hypocalcemia  in  infancy  and  congenital  heart 
disease.  The  thymic  hypoplasia,  or  in  the  most 
extreme  form,  absence  of  thymic  development, 
causes  severe  T-cell  defects  with  resulting  severe 
viral  or  fungal  infections  early  in  life.  The  complete 
form  of  the  syndrome  has  successfully  been  treated 
with  stem  cell  transplants.3 

Disorders  characterized  more  by  immunoglobulin 
abnormalities  are  classically  exemplified  by  Bruton’s 
Agammaglobulinemia  which  is  X-linked.  These  boys 
generally  present  after  six  to  eight  months  of  age, 
after  their  mother’s  passively  transferred 
immunoglobulins  subside.  Recurrent  pyogenic 
bacterial  infections  such  as  otitis  media,  sinusitis, 
pneumonia  and  pyoderma  are  typical.  There  is  a 
paucity  of  lymph  tissue — lymph  nodes,  tonsils  and 
adenoids.  An  unusual  complication  is  the  presence 
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of  arthritis  which  tends  to  be  particular.  Sometimes 
a family  history  of  male  relatives  with  severe 
recurrent  infections  can  be  found.  Immunoglobulin 
replacement  is  the  primary  treatment,  along  with 
early  treatment  of  infections,  to  try  to  decrease 
chronic  tissue  inflammation. 

Common  variable  immunodeficiency  (CVID) 
is  often  thought  to  be  a disease  of  adults.  However 
it  can  present  in  childhood.  Although  there  are 
some  T-cell  abnormalities,  the  clinical  presentation 
is  typically  that  of  recurrent  respiratory  infections 
due  to  defects  in  one  or  more  classes  of 
immunoglobulins  rather  than  opportunistic 
infections.  The  syndrome  is  also  characterized  by 
abnormalities  of  immunomodulation;  some 
individuals  affected  are  susceptible  to  autoimmune 
diseases,  malignancies  and  prolonged 
inflammatory  disorders.  Although  immunoglobulin 
replacement  is  helpful  in  decreasing  the  frequency 
and  duration  of  infections,  it  does  not  always 
significantly  ameliorate  the  autoimmune  disorders. 

Transient  hypogammaglobulinemia  of  infants  is 
a term  applied  to  children  with  a delay  in  the  normal 
maturation  of  serum  levels  of  immunoglobulins. 
These  infants  often  have  recurrent  respiratory  or 
gastrointestinal  problems,  but  these  should  not  last 
beyond  18  to  36  months  of  age.  IgG  and  IgA  levels 
are  usually  low,  but  IgM  tends  to  be  normal,  and 
the  B-cell  and  T-cell  numbers  are  not  characteristic 
for  other  disorders  from  which  these  must  be 
distinguished. 

The  most  common  primary  immunodeficiency 
disorder  is  absence  of  IgA.  The  serum  IgA 
concentrations  are  less  than  three  standard 
deviations  below  the  mean  and  generally  are  non- 
detectable.  This  can  be  familial  and  can  evolve  into 
CVID.  Some  of  these  individuals  have  absolutely 
no  increased  infections  at  all,  thought  to  be  due  to 
the  ability  of  IgM  to  be  secreted  and  function  as  a 
surrogate.  Other  individuals  unable  to  compensate 
for  the  IgA  deficiency  manifest  recurrent  upper 
respiratory  disorders  and  pulmonary  infections, 
gastrointestinal  disorders,  especially  diarrhea,  and 
can  develop  autoimmune  disease.  An  association 
with  the  rare  skin  disease  dermatitis  herpetiformis 
and  with  celiac  disease  has  been  observed. 

Secondary  immunodeficiencies,  a diverse  group 
of  disorders,  are  characterized  by  recurrent 
infections.  (See  Table  II)  Complement  deficiencies 


are  often  associated  with  encapsulated  bacterial 
infections  or  with  autoimmune  diseases.  Disorders 
of  phagocytes  are  associated  with  different  bacterial 
and/or  fungal  infections,  depending  upon  the  nature 
of  the  disorder.  Chronic  granulomatous  disease  is 
a disorder  of  the  neutrophils  and  monocytes  being 
unable  to  generate  the  respiratory  burst  needed  to 
kill  ingested  organisms.  This  results  in  the 
tendency  to  form  granulomatous  lesions,  hence  the 
name. 

Another  secondary  immunodeficiency  state 
often  not  recognized  is  that  of  malnutrition  or  poor 
nutrition.  These  states  have  been  associated  with 
a number  of  immune  problems  from  depressed 
neutrophil  function,  abnormality  of  complement 
components  and  barrier  defects  and  plasma  cell 
decreases.  The  importance  is  to  recognize  and  treat 
the  nutritional  state  and  distinguish  this  from  a 
different  primary  or  secondary  immune  problem. 

The  diagnosis  of  an  immunodeficiency  disease 
depends  upon  a high  index  of  suspicion  suggested 
by  recurrent  infectious  diseases,  particularly  those 
that  are  deep  seated,  severe  or  recalcitrant  by  failure 
to  thrive,  by  unusual  infections,  by  family  history 
of  recurrent  severe  infections  or  recognition  of 
congenital  disease  that  might  be  associated  with 
immune  problems. 

The  evaluation,  other  than  the  present  history  and 
history  of  infections,  emphasized  the  family  history 
and  the  physical  exam.  The  exam  may  demonstrate 
the  absence  of  tonsils  in  boys  with  Bruton’s 
Agammaglobulinemia  or  hepatosplenomegaly  and 
lymphoid  hyperplasia  in  those  with  CVID.  A CBC 
quantitates  neutrophils  and  lymphocytes.  A 
lymphopenia  would  be  a reason  to  enumerate  T-cells 
and  B-cells  by  flow  cytometry.  Serum 
immunoglobulins,  total  hemolytic  complement, 
isohemagglutinins  and  antibody  levels  to  prior  age 
related  vaccines  are  helpful  in  defining  the  baseline. 
To  demonstrate  the  function  of  antibodies,  it  is  useful 
to  draw  anti-tetanus  and  anti-pneumococcal 
antibodies,  give  the  appropriate  vaccinations  and 
re-check  the  levels  at  one  month  (this  strategy  will 
need  revision  after  the  introduction  of  the  new 
conjugate  antipneumococcal  vaccine). 

As  a general  rule  we  do  not  advise  IgG 
subclasses  to  be  enumerated.  The  normals  for  these 
are  not  as  well  established  as  for  the  parent 
antibodies.  There  are  many  cases  of  normal 
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Secondary  Immunodeficiencies 
Protein  Losing  Gastroenteropathy 
Nephrotic  Syndrome 
Uremia 

Immunosuppressant  or  Other  Drugs 

Infectious  Diseases  (EBV,  Cytomegaloviral  Virus, 
Rubella) 

Fetal  Alcohol  Syndrome 
Complement  Deficiencies 
Mannose  Binding  Lectin  Deficiency 
Splenic  Disorders 

Table  D 

antibody  responses  in  children  with  subclass  levels 
two  standard  deviations  below  the  mean  for  the  age. 
Although  there  are  clearly  documented  deficiencies 
of  immunoglobulin  G subclasses  often  associated 
with  IgA  deficiency,  it  is  the  patient’s  functional 
response  of  the  antibodies  rather  than  the  level  of 
the  subclass  that  is  the  determining  factor  in 
treatment,  along  with  his  clinical  presentation. 

Finally,  there  is  a group  of  children  who  have 
recurrent  otitis  media,  purulent  rhinitis  and/or 
sinusitis  who,  on  extensive  evaluation,  will  have 
neither  IgE  mediated  allergy  nor  any  immune 
deficiency.  Conley  and  Stiem1  estimate  that  of 
children  referred  for  immunodeficiency  evaluation, 
50  percent  turn  out  to  be  what  they  consider  to  be 
normal,  30  percent  have  allergy,  ten  percent  have  a 
serious,  not  non-immunologic  disorder  and  ten 
percent  have  an  immunodeficiency,  primary  or 
secondary. 

Their  finding  and  conclusions  beg  several 
questions.  Is  it  in  the  50  percent  group  they  describe 
as  “normal”  that  subtle  immune  deficiencies  lurk, 
leading  to  the  recurrent  infections  seen  in  these 
unique  children?  Or  do  these  children  have  an 
unrecognized  form  of  a transient  immunodeficiency 
of  children,  possibly  a sequel  to  the  repetitive  viral 
infections  seen  in  day  care  centers?  These  questions 


have  yet  to  be  answered,  and  those  of  us  involved 
with  the  care  of  children  look  forward  to 
clarification,  answers  and  new  therapies. 

These  children  typically  have  been  in  day  care 
since  early  childhood  and  they  may  or  may  not  have 
a history  of  exposure  to  secondhand  tobacco  smoke. 
Unfortunately  due  to  family  circumstances,  taking 
these  children  out  of  day  care  for  three  to  four 
months  to  see  if  they  clear  is  generally  impossible. 
Their  treatment  has  to  be  symptomatic  and  should 
include  local  measures  and,  if  possible,  intervention 
in  the  day  care  setting  with  good  hand  washing.  It 
will  be  of  some  interest  to  see  if  the  new 
antipneumococcal  vaccine  makes  any  impact  on 
the  frequency  with  which  these  children  are  seen. 

Those  of  us  who  treat  children  will  encounter 
immunodeficiency  conditions  of  one  sort  or 
another,  sooner  or  later.  When  they  appear,  they 
are  always  challenges  and  test  the  most  diligent  of 
practitioners.  Buckley  and  Markert2,  in  papers  on 
the  severe  combined  immunodeficiency  syndrome 
and  the  DiGeorge  syndrome,  have  emphasized  the 
importance  of  early  recognition  and  treatment  as 
essential  elements  in  the  management  of  these 
conditions.  It  behooves  us  all  as  physicians  to 
recognize  that  we  have  been  given  ample  warning 
that  our  immune  systems,  while  protecting  us 
through  countless  generations,  are  remarkably 
fragile  and  with  good  luck  so  far,  we  have  not 
encountered  more  devastating  immune 
compromising  influences  than  the  avoidable 
protein  calorie  deficiency  conditions  or  HIV 
infection. 

Teleologically  speaking,  our  immune  systems 
were  prepared  for  meeting  the  immunological 
challenges  in  small  groups  of  hunter-gatherers 
hundred  of  thousands  of  years  ago.  Thus,  we 
should  not  be  surprised  that  immersing  children 
into  the  thick  viral  and  bacterial  soups  of  day  care 
centers,  crowding  of  young  recruits  into  barracks, 
and  clustering  of  most  of  us  into  urban  centers 
should  lead  to  increased  manifestations  of  diseases. 

This  leads  us  to  ask  if  there  is  any  evidence  that 
our  immune  systems  are  evolving  to  meet  the  needs 
of  present  day  challenges.  There  is  some  evidence 
that  people  of  European  origin  have  made  some 
progress  in  this  direction  compared  to  people  of 
pastoral,  rural  traditions  who  seem  to  have  far  less 
of  an  ability  to  handle  polysaccharide  antigens  as 
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in  the  case  of  native  Americans. 

We  should  look  with  some  sense  of  achievement 
that  humankind  has  been  able  to  perceive  some  of 
the  vast  intricacies  of  our  immune  systems,  with 
the  resulting  development  of  new  methods  of 
treatment,  immune  modification,  etc.  Now  we  look 
to  newer  generations  of  bright  new  investigators 
to  expand  our  frontiers  in  this  field.  These  are 
exciting  times. 
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THE  ROLE  OF  ALLERGY  IN  THE  DEVELOPMENT  OF 
OTITIS  MEDIA  AND  SINUSITIS 

MICHAEL  BYKOWSKY,  M.D.* 


Otitis  media  and  sinusitis  are  increasingly 
important  to  physicians  and  patients  due  to  their 
prevalence,  cost  and  associated  morbidity. 
Together  they  constitute  some  of  the  most  common 
reasons  for  visits  to  the  physician  for  both  children 
and  adults.  Most  episodes  in  young  children  occur 
after  viral  infection  but  in  older  children  and  adults 
the  association  may  not  be  as  dramatic.  In  both 
age  groups,  atopy  appears  to  play  a significant  role 
in  a proportion  of  chronic  sufferers.  Successful 
treatment  requires  an  understanding  of  factors 
associated  with  the  development  of  the  disease. 

Sinusitis  is  an  inflammatory  disease  of  the 
paranasal  sinuses  most  often  caused  by  bacterial 
flora  of  the  upper  respiratory  tract.  The  sinus 
cavities  are  lined  with  ciliated  epithelium  and 
mucus  secreting  cells  which  function  to  keep  the 
sinus  cavities  clear  of  invading  organisms.  The 
mucus  generated  is  cleared  in  an  orchestrated 
manner  by  the  cilia  moving  towards  the  sinus  ostia, 
then  posteriorly  towards  the  digestive  tract.  The 
maxillary  and  ethmoid  sinuses  drain  into  the  middle 
meatus  under  the  middle  turbinate,  through  an  area 
referred  to  as  the  osteomeatal  complex  (OMC). 
Blockage  of  this  area  and  invasion  of  pathogenic 
bacteria  are  crucial  steps  in  the  development  of  acute 
sinusitis.  Other  factors,  that  if  impaired,  may 
predispose  to  infection  include  mucociliary  action, 
sinus  gas  exchange,  the  capillary  action  exerted  by 
air  flow  over  the  sinus  ostia,  and  local  and  systemic 
immune  factors.  In  most  patients,  a combination  of 
above  factors  predisposes  to  the  development  of 
sinusitis  (other  factors  may  be  involved  in 
predisposing  to  chronic  sinusitis.  Table  1.) 

Respiratory  viruses  are  the  leading  proximal 
cause  of  acute  sinusitis  in  young  children  with  an 
estimated  five  to  ten  percent  of  cases  of  viral 
rhinosinusitis  leading  to  bacterial  sinusitis.1  Viruses 
induce  nasal  congestion  and  an  increase  in  the 
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volume  of  mucus  produced.  The  inflammatory 
response  extends  into  the  sinus  cavities  with  a result 
in  obstruction  of  the  sinus  ostia.  Most  experts  agree 
that  symptoms  of  an  acute  viral  upper  respiratory 
tract  infection  should  show  signs  of  abating  within 
seven  to  ten  days  and,  if  they  are  not  or  are 
increasing  at  that  time,  bacterial  superinfection  is 
likely. 

Allergic  rhinitis  has  been  associated  with 
sinusitis  in  children  and  adults  in  30  to  80  percent 
of  cases.23  Knowledge  of  the  allergic  reaction  is 
important  in  understanding  this  association.4  A late 
phase  of  an  allergic  reaction  involving  cellular 
recruitment  and  infiltration  manifests  with 
increasing  nasal  congestion.  The  increased  mucus 
and  nasal  congestion,  common  to  both  viral 
infection  and  allergic  rhinitis,  predispose  to 
development  of  sinusitis.  Allergic  inflammation 
has  shown  to  result  in  sinus  mucosal  thickening 
on  CT  scan  before  and  after  nasal  provocation5  and 
during  seasonal  allergy  exacerbations.6  The  nasal 
congestion  associated  with  allergic  rhinitis  may 
result  in  obstruction  of  the  OMC,  decreased  air  flow 
around  the  nasal  turbinates,  resulting  in  less 
opportunity  for  gas  exchange,  and  a smaller 
influence  of  the  capillary  action  as  air  passes  the 
sinus  ostia. 

The  association  between  allergic  rhinitis  and 
sinusitis  was  first  made  in  1961  by  Van  Dishoeck.3 
He  found  that  40  percent  of  adults  with  chronic 
sinusitis  had  allergic  triggers  (compared  to  20 
percent  of  the  general  population)  and  that  number 
increased  to  80  percent  of  patients  if  sinusitis  was 
bilateral.  One  study  in  children  showed  that  50 
percent  of  those  with  chronic  sinusitis  had  positive 
skin  tests.7  In  a more  recent  study,  McNaley  found 
that  112  of  200  consecutive  patients  with  chronic 
sinusitis  had  co-existing  allergic  rhinitis  (an 
additional  52  had  vasomotor  rhinitis).  Other  studies 
do  not  support  the  association  of  allergy  and  chronic 
sinusitis,  but  most  agree  that  the  association  is  too 
strong  to  ignore. 

The  treatment  algorithm  for  patients  with 
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CONDITIONS  PREDISPOSING  TO  CHRONIC 
SINUSITIS 

Allergic  and  non-allergic  rhinitis 
Anatomical  Problems 

• Septal  deviation 

• Concha  bullosa 

• OMC  obstruction 
Nasal  Polyps 

Cystic  Fibrosis 
Immunodeficiency 

• Antibody  deficiency  syndromes 

• Complement  deficiency 

•HIV 

Ciliary  dyskinesia 
Aspirin  Sensitivity 
GERD 

Cocaine  abuse 
Wegener’s  Granulomatosis 

Table  I 

sinusitis  has  been  recently  reviewed.9  Re- 
establishment of  OMC  patency  and  improvement 
of  damaged  ciliated  epithelium  is  important.  Drug 
therapy  includes  mucolytics,  decongestants  and 
appropriate  antibiotics.  Nasal  irrigation  is  helpful. 
Inhaled  nasal  corticosteroids  are  also  useful  to 
decrease  inflammation.10 

The  treatment  of  allergic  disease  itself  is 
reviewed  in  articles  in  this  journal  on  allergic 
rhinitis  and  immunotherapy.  This  includes 
avoidance  of  allergens  if  possible,  appropriate 
medication,  and  allergen  immunotherapy  as 
indicated. 

Otitis  media  (OM)  represents  acute  or  chronic 
inflammation  of  the  ear.  It  is  usually  preceded  by 
a viral  infection,  although  chronic  otitis  media  with 
effusion  (OME)  often  occurs  independently  of  an 
ongoing  viral  process.  The  development  of  OM  is 
multifactorial.  Viral  infection  is  the  most  common 
inciting  factor  although  up  to  25  percent  of  children 
never  develop  OM  despite  URIs.  Other  risk  factors 
for  the  development  of  OM  include  passive 
cigarette  smoke  exposure,  cleft  palate,  immotile 
cilia,  immunodeficiency,  male  sex,  siblings,  day 
care  attendance  and  allergic  rhinitis. 

Prevention  of  OM  requires  adequate  ventilation 
of  the  middle  ear.  This  normally  occurs  through 
the  eustachian  tube  connecting  the  middle  ear  to 
the  posterior  pharynx.  Under  normal  conditions, 


the  eustachian  tube  is  closed  and  prevents 
insufflation  of  contents  of  the  nasal  pharynx  into 
the  middle  ear.  During  the  course  of  swallowing, 
the  eustachian  tube  is  stretched  and  opened  to  allow 
middle  ear  pressure  to  equalize  and  fluid  to  drain. 
Obstruction  of  the  eustachian  tube  increases  the 
risk  of  OME.  Infants  and  young  children  are 
especially  vulnerable  to  eustachian  tube 
dysfunction  because  of  the  narrow  caliber  and 
horizontal  positioning  of  their  eustachian  tubes. 
Adenoids,  if  enlarged,  can  also  mechanically 
obstruct  the  area. 

The  role  of  allergic  rhinitis  in  the  pathogenesis 
of  OM  is  less  well  defined  than  it  is  in  sinusitis. 
Otitis  media  might  occur  as  a result  of  allergy  in 
one  of  two  ways:  either  the  allergen  may  cause  a 
direct  inflammatory  response  in  the  mucosa  of  the 
eustachian  tube  or  middle  ear  or  inflammatory 
obstruction  of  the  middle  ear  may  result  in 
abnormal  eustachian  tube  function.  Evidence  that 
immediate  hypersensitivity,  from  either  airborne 
allergens  or  foods,  causes  the  former  is  lacking. 
Evidence  that  allergic  rhinitis  can  influence  the 
eustachian  tube  is  plausible.11  In  older  children, 
the  evidence  for  allergic  rhinitis  playing  a major 
role  in  OM  is  documented.  Bernstein12  showed 
that  40  to  50  percent  of  children  over  age  three, 
referred  for  ventilation  tubes  because  of  chronic 
OME,  had  positive  skin  tests  or  RAST  tests  to 
relevant  allergens.  Another  study  demonstrated 
allergic  sensitization  in  24  percent  of  children 
requiring  ventilation  tubes;  however,  in  the  group 
requiring  more  than  one  set  of  ventilation  tubes, 
35  percent  were  atopic.13  Researchers  in  Pittsburgh 
have  demonstrated  that  allergic  children  subjected 
to  double-blind  nasal  allergen  provocation 
developed  eustachian  tube  dysfunction.14 

Treatment  of  OM  and  OME  in  the  allergic  child 
depends  on  many  factors.  Avoidance  of  certain 
allergens — pets,  dust  mite  and  mold — as  indicated 
by  sensitization  patterns,  is  important  and  very 
reasonable.  Nasal  corticosteroids  are  indicated  to 
decrease  the  inflammation  in  the  nose  and  improve 
air  flow;  this  may  lead  to  improved  eustachian  tube 
function.  Allergen  desensitization  may  be 
undertaken  in  older  children  although  in  the  United 
States,  this  is  rarely  started  before  age  five.  In 
Europe,  it  is  sometimes  started  earlier. 

The  development  of  sinusitis  and  otitis  media 
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in  children  and  adults  is  usually  multifactorial.  In 
a significant  number  of  these  patients,  allergic 
rhinitis  plays  an  important  role.  An  investigation 
of  potential  allergic  triggers  is  warranted  at  some 
point  in  the  evaluation  of  patients  who  suffer 
recurrently  from  these  conditions.  Coordinated 
efforts  of  the  primary  caregiver,  an  otolaryngologist 
and  the  allergist/immunologist  is  often  necessary 
for  these  patients  and  the  coordination  of  care  offers 
the  best  hope  for  the  improvement  of  these  patients. 
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Patients  exhibiting  hives  and  associated  soft  tissue 
swelling  are  commonly  encountered  in  the  clinical 
setting.1  The  patients  refer  to  urticaria  as  hives, 
welts  or  an  itchy  rash.  Categorical  urticarial  lesions 
are  pruritic  and  have  a central  wheal  that  is  elevated 
and  typically  are  surrounded  by  an  erythematous 
halo.  The  configuration  of  the  lesions  can  be  quite 
different  with  some  being  round  and  circumscribed, 
others  can  be  serpiginous  or  diffuse  and  some  can 
coalesce  into  large  plaques.  Characteristically  the 
lesions  blanch  with  pressure  and  they  generally 
resolve  within  24  hours,  leaving  no  residual  change 
to  the  skin.  Lesions  that  do  not  blanch,  that  result 
in  pigmentation  or  scarring  of  the  skin,  or  that  are 
not  pruritic  should  be  assessed  for  other 
dermatologic  disorders  or  vasculitis. 

Swelling  of  the  subcutaneous  tissue 
(angioedema)  commonly  accompanies  urticaria. 
The  swelling  is  from  the  same  pathophysiology 
although  deeper  in  the  tissue.  The  erythema  seen 
in  superficial  lesions  is  not  observed  although  the 
swelling  can  be  visualized.  It  is  often  described  as 
being  painful  or  burning  in  comparison  to  urticaria 
which  is  described  as  itchy.  Urticaria  alone  or  with 
angioedema  can  affect  up  to  15  to  20  percent  of 
the  population.  The  majority  of  outbreaks  are  acute 
and  self-limiting.  Less  than  ten  percent  of  urticarial 
eruptions  will  become  chronic.  When  urticarial 
lesions  develop,  they  are  associated  with 
angioedema  in  as  many  as  50  percent  of  cases. 
About  ten  percent  of  the  cases  have  only 
angioedema.3  Acute  urticaria  is  a common  problem 
and  the  etiology  is  often  elusive.  Its  acute  self- 
limited nature  limits  morbidity.  Chronic  urticaria 
and  angioedema  tend  to  be  a recurring  and 
recalcitrant  problem,  often  causing  disability  and 
interfering  with  the  patient’s  quality  of  life.4  Recent 
research  suggests  an  autoimmune  aspect  in  a 
subpopulation  of  those  with  chronic  urticaria / 
angioedema  and  this  may  result  in  a different 
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approach  to  the  treatment  in  these  individuals.5 

Urticaria  and  angioedema  are  classified  by 
several  characteristics.  The  most  common 
classification  is  based  on  duration.  Episodes  that 
last  less  than  six  weeks  are  considered  acute  and 
those  that  persist  beyond  six  weeks  are  classified 
as  chronic.  These  classifications  have  implications 
for  the  pathophysiology  of  the  disorder  and  help 
with  prognosis  and  therapy. 

Acute  urticaria  is  often  due  to  immediate 
hypersensitivity.  Antigens  can  be  foods,  antibiotics 
or  venoms  from  fire  ants  or  flying  insect  stings. 
Certain  proteins  to  which  an  individual  is  sensitized 
can  cause  urticaria  from  contact  either  by 
immediate  hypersensitivity  or  a delayed 
mechanism.  Acute  urticaria  can  also  result  from 
non-specific  stimulation  of  mast  cells.  This  can 
occur  to  radio-active  contrast  media  or  to  drugs 
such  as  opiates  and  non-steroidal  antiinflammatory 
drugs.  In  children  viral  infections  are  often 
associated  with  skin  manifestations  which  can 
include  urticaria.  This  is  rare  in  adults;  however, 
the  prodromal  phase  of  hepatitis  B infection  or 
mononucleosis  has  been  reported  to  cause  urticaria 
in  adults. 

Chronic  urticaria  and  angioedema  can  be  due 
to  repetitive  exposures  to  an  allergen  or  other  agent, 
but  this  is  unusual.  If  that  has  been  excluded  and 
if  one  has  excluded  drugs  that  the  patient  is 
ingesting,  most  of  these  patients  will  be  classified 
as  “idiopathic.”  In  the  past,  95  percent  of  chronic 
urticaria  was  suspected  to  be  idiopathic.  However, 
recent  research  suggests  that  45  to  50  percent  of 
these  individuals  actually  have  an  autoimmune 
process  from  an  antibody  directed  to  the  IgE 
receptor  on  the  mast  cell.6  The  hives  of  chronic 
urticaria  may  last  somewhat  longer  than  those  in 
acute  urticaria,  perhaps  24  to  36  hours.  Hives  that 
last  longer  than  36  hours,  that  do  not  blanch  and 
are  associated  with  changes  in  the  skin  such  as 
petechiae  or  purpura,  suggest  an  underlying  disease 
such  as  vasculitis. 

The  other  major  classification  of  urticaria  is 
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referred  to  as  physical  urticaria.  This  includes  both 
sporadic  and  hereditary  forms.  They  are 
characterized  by  response  of  the  skin  to  a physical 
stimulus  such  as  a mechanical  stimulus,  thermal 
changes,  application  of  tension  or  pressure  to  the 
skin,  exposure  to  light  of  various  wave  lengths,  and 
even  a cholinergic  response  to  a rise  in  body 
temperature.  These  types  of  urticaria  resolve, 
usually  rapidly,  and  have  no  cellular  infiltrate  on 
biopsy.7 

In  the  evaluation  of  patients  with  urticaria / 
angioedema  the  history  often  gives  the  best  help  in 
classification.  A dietary  history  is  important  in 
assessing  the  likelihood  that  a food  additive  is 
related.  Careful  history  taking  will  be  the  most 
helpful  in  deciding  if  a physical  urticaria  is  present. 
A detailed  drug  history  is  also  very  important. 
Systemic  symptoms  such  as  fever,  night  sweats, 
weight  loss,  abdominal  pain,  or  joint  pains  suggest 
an  underlying  disease  process.  The  physical 
examination  is  most  helpful  in  excluding  other 
diseases;  the  presence  of  lymphadenopathy,  oral 
or  genital  ulcerations,  fixed  skin  lesions  or 
secondary  skin  lesions  are  against  a typical 
urticarial  disorder. 

Laboratory  testing  is  usually  not  helpful  in  these 
disorders.  In  the  chronic  urticarias  a CBC, 
sedimentation  rate,  urinalysis  and  chemistries, 
suggested  by  the  history  and  physical  exam  may 
be  helpful  to  exclude  other  disorders.  A TSH  level 
or  antithyroglobulin  antibody  may  be  obtained 
because  of  a noncausal  association  in  the  chronic 
autoimmune  urticarial  patients.  Skin  testing  as  a 
general  rule  is  not  helpful.  However,  when  several 
foods  are  thought  to  play  a role  in  immediate 
hypersensitivity,  prick  skin  testing  can  sometimes 
be  a guide  in  deciding  which  foods  might  be 
eliminated  from  the  diet.  Double-blind  placebo 
controlled  food  challenges  are  necessary  for  any 
cause  and  effect  inferences  however. 

The  treatment  of  the  urticaria  depends  greatly 
on  the  classification.  In  acute  urticaria 


antihistamines  are  the  mainstay  of  treatment. 
Second  generation  antihistamines  which  have 
fewer  side-effects  than  older  antihistamines  are 
often  used  first.  Other  antihistamines  are  added  later 
if  needed.  If  angioedema  is  prominent,  H2  receptor 
blockers  are  often  added.  For  physical  urticaria 
antihistamines  can  be  used  for  symptomatic 
treatment  but  minimizing  the  exposure  to  the 
physical  stimulus  is  done  to  the  extent  possible. 
Since  chronic  urticaria  has  a different 
pathophysiology  with  infiltration  of  cells,  it 
responds  best  to  corticosteroids.  Antihistamines  are 
used  for  the  associated  symptoms  but  cannot  block 
the  underlying  process.  Corticosteroids  are  used 
daily  until  the  process  is  controlled  and  then  are 
switched  to  every  other  day  and  tapered  to  the 
lowest  possible  dose.8 

Since  the  treatment  for  chronic  urticaria  which 
can  go  on  for  months  and  years  is  generally 
unsatisfactory,  many  other  drugs  have  been  tried. 
However,  their  use  has  only  antidotal  support.  The 
exception  when  a vasculitis  is  truly  present  is  that 
therapy  used  in  rheumatic  diseases  may  be  useful. 
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STINGING  INSECT  HYPERSENSITIVITY 


ARDEN  LEVY,  M.D.* 
JEFFREY  WAGNER,  M.D. 


Over  500,000  emergency  room  visits  per  year  are 
related  to  insect  stings.  Severe  allergic  reactions 
are  infrequent,  but  can  have  life  threatening 
consequences.  At  least  40  deaths  per  year  are 
attributed  to  insect  sting  anaphylaxis.  The 
prevalence  of  insect  sting  allergy  is  approximately 
eight  persons  per  1000  population.  It  has  been 
estimated  to  be  as  high  as  one  percent  of  children 
and  four  percent  of  adults.  Wasps,  yellow  jackets, 
hornets,  honeybees  and  fire  ants  cause  the  majority 
of  stings  in  the  United  States.  Yellow  jackets  are 
the  most  common  outdoor  offender  with  wasps 
accounting  for  the  majority  of  stings  indoors. 
Multiple  stings  are  common  with  the  exception  of 
the  honeybee,  which  leaves  behind  its  barbed 
stinger  and  flies  off  to  die.  The  red  or  black 
imported  fire  ant  is  now  endemic  to  the  Southeast, 
including  all  of  the  counties  of  South  Carolina.  Fire 
ant  stings  are  a growing  health  care  problem  with 
allergic  reactions  to  fire  ant  stings  increasing  in 
South  Carolina.  These  allergic  reactions  can  be  fatal 
in  some  cases  and  could  represent  the  most 
common  serious  insect  stings  in  our  state. 

The  majority  of  individuals  stung  by  a wasp  or 
other  stinging  insect  experience  transient  local 
reactions,  which  is  a nonallergic  response.  Even 
individuals  with  large  local  reactions  to  stings, 
although  alarming  in  appearance,  are  not  candidates 
for  venom  immunotherapy.  These  individuals  have 
a low  risk  of  anaphylaxis.  Surprisingly,  most 
individuals  who  develop  systemic  reactions  to 
stinging  insects  have  no  previous  history  of  allergic 
reactions  to  insect  stings.  Although  uncommon,  the 
first  known  sting  has  been  reported  to  cause  a 
systemic  reaction,  especially  in  children.  Systemic 
allergic  reactions  to  insect  stings  vary  from 
cutaneous  reactions  (urticaria,  flushing  and 
angioedema)  to  more  severe  reactions  (upper 
airway  edema,  bronchospasm  and  hypotension). 
These  allergic  reactions  are  an  indication  for  venom 
immunotherapy  in  all  adults.  In  children  less  than 
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16  years  of  age  that  experience  only  cutaneous 
reactions,  immunotherapy  is  of  less  medical  benefit 
(Table  I).  Children  with  cutaneous  reactions  have 
been  shown  to  have  only  a nine  percent  risk  of  more 
severe  future  reactions  to  insect  stings.  By  contrast, 
adults  and  older  adolescents  have  up  to  a 60  percent 
chance  of  a similar  or  worse  reaction  if  re-stung. 

Treatment  for  local  reactions  should  include 
washing  the  area  with  soap  and  water. 
Antihistamines  and  applied  ice  are  beneficial,  in 
addition  to  topical  corticosteroids.  Fire  ant  lesions 
will  have  a characteristic  sterile  pustule  in  eight  to 
24  hours.  In  order  to  minimize  risk  infection  care 
should  be  taken  not  to  disrupt  any  lesion.  Cases 
involving  large  areas  of  local  swelling  may  require 
oral  corticosteroids. 

Venom  immunotherapy  is  a safe  and  very 
effective  form  of  treatment  for  individuals  with  a 
history  of  systemic  reactions  to  stinging  insects. 
This  type  of  treatment  has  been  available  since  the 
1970s  for  hypersensitivity  to  honey  bees,  yellow 
jackets,  wasps  and  hornets.  The  venom  produced 
from  this  group  is  well  identified,  consisting 
primarily  of  a mixture  of  four  proteins,  which 
include  vasoactive  substances  that  are  both 
hemolytic  and  neurotoxic.  The  first  immunotherapy 
extract  produced  was  from  the  pulverization  of  the 
whole  body  of  the  insect.  This  type  of 
immunotherapy  was  later  found  to  confer  little  or 
no  protection  from  future  allergic  responses  to 
insect  stings.  The  one  exception  has  been  imported 
fire  ant  extract,  which  is  derived  from  crushing  the 
fire  ants’  whole  bodies.  Fortunately,  this  form  of 
therapy  for  venom  hypersensitivity  to  fire  ant  has 
proven  to  be  effective.  Immunotherapy  for  the  rest 
of  the  stinging  insects  is  now  derived  from  extracts 
obtained  by  removing  the  venom  sac. 

Ideally,  the  venom  allergic  individual  should 
receive  ongoing  therapy.  This  treatment  should 
extend  beyond  the  emergency  therapy  required 
after  an  acute  sting  reaction,  which  is  typically 
provided  in  the  doctor’s  office  or  emergency  room 
setting.  Individuals  with  large  local  reactions  and 
systemic  reactions  should  receive  a prescription  as 
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STINGING  INSECT 
IMMUNOTHERAPY 


Sting  Reaction 
Children: 

Skin  Test  Results 

Indication  for  Venom 
Immunotherapy? 

Mild  systemic  reactions: 
urticaria,  angioedema, 
erythema,  pruritus 

Positive  or  Negative 

No 

More  severe  systemic 
reactions:  laryngeal 
edema,  bronchospasm, 
hypotension,  shock 

Positive 

Yes 

Adults: 

Systemic  reactions 

Positive 

Yes 

Systemic  reactions 

Negative 

No 

Table  1.  Indications  for  Venom  Immunotherapy 


well  as  instructions  for  using  an  epinephrine- 
containing  emergency  kit  at  the  time  of  the  initial 
visit.  These  individuals  should  also  receive 
information  regarding  sting  avoidance  and  obtain 
medic  alert  identification.  All  individuals  with  a 
systemic  reaction  should  be  referred  to  an 
allergist-immunologist  for  further  treatment. 
Immunotherapy  for  venom  allergy  confers  97 
percent  to  100  percent  protection  after  only  three 
months  of  venom  immunotherapy. 

The  choice  of  venom  immunotherapy  is 
determined  primarily  by  the  results  of  skin  testing. 
In  addition,  it  is  helpful  if  at  all  possible  to  identify 
the  insect  and  determine  cross-reactivity  of  certain 
stinging  insects.  Venom  immunotherapy  begins 
with  weekly  injections  of  increasing  amounts  of 
venom,  until  a maintenance  dose  is  reached.  The 
maintenance  dose  of  venom  immunotherapy  is 
often  given  on  a monthly  basis.  Lastly,  venom 
immunotherapy  is  often  administered  for  only  three 
to  five  years,  providing  long-standing  protection 


from  systemic  reactions  to  stinging  insects. 
Ongoing  reseach  indicates  a small  group  of 
individuals  in  whom  therapy  may  need  to  be 
prolonged  beyond  five  years;  so  yearly  follow  up 
with  an  allergist  is  essential. 

This  serious  allergic  problem  can  be  treated 
effectively  and  controlled,  thus  allowing  venom 
allergic  individuals  to  lead  normal  lives  without 
the  constant  fear  of  potentially  life-threatening 
reactions. 
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On  we  Cover: 


ALLERGY  AND  IMMUNOLOGY 

The  picture  on  the  cover  of  this  special  issue  of 
The  Journal  dedicated  to  Allergy  and  Immunology 
shows  three  of  the  worst  offenders  for  those  with 
allergies:  ragweed,  the  dust  mite,  and  the  cat. 

Ragweed  is  described  botanically  in  The 
Gardener’s  Dictionary  published  in  1768  as 
“Ambrosia  [so  called  from  ‘privative’  and  ‘mortal’] 
because  feigned  by  the  poets  to  be  the  food  of  the 
gods.”1  Later  John  L.  E.  W.  Shecut  in  his  Flora 
Carolinaensis  notes  in  1806  that  “There  are  five 
species  [of  Ambrosia],  none  of  which  have  any 
properties  worthy  of  notice.”2  In  1869  Asa  Gray’s 
Manual  of  the  Botany  of  The  Northern  United 
States  identifies  ragweed  with  the  botanical  name 
Ambrosia,  Toum.  and  Gray  notes  “Ambrosia,  the 
food  of  the  gods,  an  ill-chosen  name  for  these 
miserable  weeds.”3 

Information  on  the  internet  about  the  dust  mite 
gives  the  scientific  name  Dermatophagoides  sp. 
and  the  nickname  “sneezy.”  4 It  is  an  arachnid,  not 
an  insect,  and  is  related  to  spiders.  Its  diet  is  dead 
skin  or  other  organic  material  such  as  hair  or 
fingernails.  Its  habitat  is  “your  house,  your  pillow, 
in  dust  balls  and  virtually  all  around.”  Research 
also  reveals  that  “A  gram  of  house  dust 
(approximately  half  of  a teaspoon)  contains  as 
many  as  1,000  dust  mites.  That  same  gram  of  dust 
holds  250,000  of  their  fecal  pellets.”  It  is  not  the 
live  dust  mite  themselves  that  causes  the  problems. 
The  allergen  which  causes  asthma  attacks,  allergies 
and  eczema  is  actually  a protein  found  in  their 
droppings  and  their  carcasses.5 

The  cat  is  greatly  beloved  by  many,  but  for  those 
who  are  allergic  to  them,  it  becomes  a tiger  by  the 
tail. 

The  investigation  of  the  nature  of  the  body’s 
reaction  to  harmful  invaders,  the  field  of 
Immunology, 6 begins,  according  to  Arthur 
Silvertein,  in  1714  with  a Report  to  the  Royal 
Society  on  oriental  practice  of  variolation  for 
smallpox  and  continues  through  Edward  Jenner 
(17491823)  and  Magendie  (1783-1855)7  But  it  was 
Richet  (1850-1935)  and  his  work  with  Portier 


between  1902-1909  that  found  that  exposure  to 
certain  animal  poisons  produced  increased 
sensitivity.  Such  sensitivity  was  found  to  occur  in 
the  case  of  many  other  proteins  including  foods 
and  pollen  (rose  cold  and  hay  fever),  to  animal 
danders.  C.  Von  Pirquet  (1874-1929)  grouped  all 
these  sensitivities  together  under  the  term  “allergy” 
in  1907.8 

Charles  H.  Banov,  M.D.  of  Charleston  was  the 
first  person  in  South  Carolina  who  was  board 
certified  in  Allergy  and  Immunology.  The 
American  Board  of  Allergy  and  Immunology  was 
incorporated  in  1971  and  was  approved  as  a 
member  board  of  the  American  Board  of  Medical 
Specialties  (ABMS)  the  same  year.  Prior  to  this 
time,  allergy  was  a subspecialty  of  either  Internal 
Medicine  or  Pediatrics.  The  American  Board  of 
Allergy  and  Immunology  is  at  present  a conjoint 
board  of  The  American  Board  of  Internal  Medicine 
and  the  American  Board  of  Pediatrics.  Dr.  Banov 
took  the  sub  specialty  boards  in  1970.  He  was 
grandfathered  into  the  specialty  in  1972  when  the 
new  board  issued  their  first  certificates  and  their 
certification  as  a specialty  became  official. 

In  conversation  with  Dr.  Kelly  McKee, 
Professor  Emeritus  of  Internal  Medicine  at  the 
Medical  University,  I learned  that  Dr.  Joseph  I. 
Waring’s  pediatric  practice  handled  a great  deal  of 
allergic  disease  treatment  in  the  1930s  and  1940s. 
Dr.  William  Kelly,  who  had  an  interest  in  allergy 
and  skin  testing,  came  to  the  Medical  College  in 
1937  as  head  of  the  Department  of  Internal 
Medicine.  When  Dr.  Kelly  left  the  school  in  1947, 
Dr.  Vince  Moseley  took  over  skin  testing  for  a short 
while  until  Dr.  McKee  became  a faculty  member 
in  1949.  Both  of  them  did  the  skin  testing  until  Dr. 
McKee  took  over  in  the  mid  1950s.  Dr.  McKee 
relates  that  when  he  was  active  Dr.  Ben  Miller  and 
Dr.  Catherine  Mclnnis  were  doing  a great  deal  of 
allergy  work  in  Columbia.  Benjamin  N.  Miller, 
M.D.  (1910-1995)  was  board  certified  in  Internal 
Medicine  but  was  also  a Fellow  of  the  American 
College  of  Allergists  and  a Fellow  of  the  American 
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Academy  of  Allergy  as  well  as  a founding  member 

of  The  Southeastern  Allergy  Association. 

— Jane  McCutchen  Brown 
Waring  Historical  Library 
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PRESIDENT’S  ADDRESS  TO  THE  SOUTH  CAROLINA  MEDICAL  ASSO- 


CIATION ALLIANCE  HOUSE  OF  DELEGATES 

April  28,  2000 

“Alone  we  can  but  strive,  together  we  can  succeed — Alone  we  can  but  talk;  together  we  can  teach — 
Alone  we  can  but  act;  together  we  can  achieve.”  These  words  were  spoken  in  1985  by  the  American 
Medical  Association’s  Alliance  President,  Mrs.  Mark  Kay  McPhee  in  her  inaugural  address.  Her  words  are 
as  true  today  as  they  were  1 5 years  ago ! 

As  I begin  my  term  as  your  President,  I must  tell  you  how  very  honored  and  excited  I am  to  serve 
YOU!  YOU,  who  are  the  people  who  make  things  happen  in  South  Carolina.  YOU,  who  work  with 
passion  to  support  our  communities  with  your  varied  health  projects  and  YOU  who  give  countless  hours 
in  service  so  that  others  become  aware  of  domestic  violence,  legislative  issues,  violence  in  our  schools  and 
numerous  other  wonderful  projects.  YOU  who  sell  raffle  tickets  and  send  Sharing  Cards  to  benefit  the 
AMA  and  SCMA  Foundations  making  possible  scholarships  for  medical  students  and  medical  research. 
YOU,  who  are  the  HEARTS,  HANDS,  AND  VOICES  MAKING  A DIFFERENCE  in  South  Carolina; 
joining  forces — perhaps  without  realizing  it — making  a difference  in  our  great  nation! 

Together,  we  will  continue  to  uphold  each  other  in  this  ever  changing,  complex  health  care  envi- 
ronment. It  is  my  hope  and  belief  that  our  alliances  and  auxiliaries  across  our  state  can  be  viewed  by  our 
members  as  a haven  and  a place  to  come  to  when  forces  in  our  spouses’  world  force  decisions  that  affect  us 
and  could  tear  us  apart.  You  will  be  happy  to  know — if  you  haven’t  already  heard — that  it  was  announced 
recently  in  Chicago  that  the  views  of  our  medical  spouses  are  moving  to  positive  rather  than  negative!  So 
you  see,  your  efforts  to  show  they  care  WORKED!  We — you  and  I — are  the  windows  through  which  the 
world  sees  the  medical  profession.  When  the  media  wanted  people  to  believe  our  spouses  didn’t  care  about 
their  patients  and  their  well  being,  our  voices  rose  in  unison  and  told  them  otherwise!  You — right  here  in 
this  room  today — made  the  difference  and  they  listened. 

Speaking  of  the  AMA,  please  allow  me  to  brag  just  a moment.  I must  let  you  know  that  the  Dr.  Randolph 
Smoak  from  Orangeburg  will  be  installed  in  June  as  President  of  the  American  Medical  Association  in 
Chicago.  A national  and  state  president  from  Orangeburg!  How  about  that?  A first!  This  is  an  exciting 
moment  for  our  state ! 

And  of  course,  let  me  brag  about  you.  I encourage  each  of  you  to  continue  all  your  good  works  in  your 
communities.  I am  asking  that  in  the  coming  year,  we  encourage  programs  concerning  our  youth — things 
like  teen  smoking  and  drinking.  I am  asking  that  we  continue  to  promote  SAVE,  distributing  conflict 
resolution  booklets  once  again  to  as  many  schools  and  students  as  possible — you  will  continue  changing 
lives  by  your  support  of  women  and  children  shelters.  The  needs  are  yet  great! 

I would  like  to  share  a poem  by  Ina  Hughes  with  you  that  seems  appropriate: 

We  are  responsible  to  children: 

who  put  chocolate  fingers  everywhere, 

who  like  to  be  tickled, 

who  stomp  in  puddles  and  ruin  their  new  pants, 

who  sneak  Popsicles  before  supper, 
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who  erase  holes  in  math  workbooks, 
who  can  never  find  their  shoes. 

We  are  also  responsible  for  those: 

who  stare  at  photographers  from  behind  broken 
windows, 

who  can’t  bound  down  the  street  in  a new  pair  of 
sneakers, 

who  never  “counted  potatoes,” 
who  are  bom  in  places  we  wouldn’t  be  caught 
dead, 

who  have  never  been  to  a circus, 
who  live  in  an  X-rated  world. 

Who  are  responsible  for  children: 

who  bring  us  sticky  kisses  and  fistfuls  of 
dandelions, 

who  sleep  with  the  dog  and  bury  goldfish, 
who  hug  us  in  a hurry  and  forget  their  lunch 
money, 

who  cover  themselves  with  Band- Aids  and  sing 
off  key, 

who  squeeze  toothpaste  all  over  the  sink, 
who  slurp  their  soup. 

But  we  are  also  responsible  for  those: 

who  never  get  dessert, 

who  have  no  safe  blanket  to  drag  behind  them, 
who  watch  their  parents  watch  them  suffer, 
who  can’t  find  any  bread  to  steal, 
who  don’t  have  any  rooms  to  clean  up, 
whose  pictures  aren’t  on  anybody’s  dresser, 
whose  monsters  are  real. 

We  are  responsible  for  children: 

who  spend  all  their  allowance  before  Tuesday, 
who  throw  tantrums  in  the  grocery  store  and  pick 
at  their  food, 
who  like  ghost  stories, 

who  shove  dirty  clothes  under  the  bed  and  never 
rinse  out  the  tub, 

who  get  visits  from  the  tooth  fairy, 
who  don’t  like  to  be  kissed  in  front  of  the  carpool, 
who  squirm  in  church  and  scream  in  the  phone, 
whose  tears  we  sometimes  laugh  at  and  whose 
smiles  can  make  us  cry. 


And  we  are  also  responsible  for  those: 

whose  nightmares  come  in  the  daytime 

who  will  eat  anything, 

who  aren’t  spoiled  by  anybody, 

who  go  to  bed  hungry  and  cry  themselves  to  sleep, 

who  live  and  move,  but  have  no  being. 

We  are  responsible  for  children  who  want  to  be 
carried 

and  for  those  who  must, 

For  those  we  never  give  up  on  and  for  those 

who  don’t  get  a second  chance. 

For  those  we  smother...and  for  those  who  will 
grab  the  hand  of  anybody 

kind  enough  to  offer  it. 

I pray  that  our  hearts  and  hands  do  not  become 
weary  or  discouraged  as  we  continue  making  a dif- 
ference. Our  membership  has  increased  once  again 
this  year,  and  I believe  it  is  because  we  are  doing 
positive,  important  things  and  everyone  wants  to  be 
a part! 

I have  a long,  rich  history  to  follow.  In  the  words 
of  Joab  Lesesne,  President  of  Wofford  College,  “We 

rely  on  a rich  heritage  as  we  face  an  exciting  fu- 
ture.” 

I am  the  fourth  state  president  from  Orangeburg 
since  1926  following  the  path  of  most  recently,  my 
dear  friend  Virginia  Johnson.  I ask  that  we  remem- 
ber Virginia  today  in  our  hearts  as  she  is  gravely  ill 
at  this  time.  You  may  recall  the  small  cherubs  she 
gave  at  their  luncheon  years  ago  with  the  motto  “Life 
is  Precious,  Make  it  Count.” 

I thank  you  for  electing  ME  to  this  office.  I look 
forward  to  sharing  with  you  a wonderful  year  ahead. 
I need  YOU — each  of  you! 

Thank  you  also  for  taking  time  from  your  busy 
schedules  to  be  here  today  to  celebrate  the  successes 
of  the  year  that  has  passed  and  to  look  toward  the 
future.  Thank  you! 

— Gail  Delaney  (Mrs.  Gary  A.) 

President,  SCMAA  2000-2001 
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DERMATOLOGY,  INTERNAL  MEDICINE, 
ORTHOPAEDIC  SURGERY,  AND  OTOLARYN- 
GOLOGY: Practice  opportunities  exist  in  local 
medical  facilities  and  with  private  practice  groups 
in  Orangeburg  County  for  experienced  practitioners 
and  graduating  residents/fellows.  All  positions  in- 
clude salary  or  minimum  net  income  guarantee  and 
a relocation  allowance.  Located  at  the  junction  of  I- 
26  and  1-95,  35  minutes  to  Columbia  and  70  min- 
utes to  Charleston.  Area  known  for  its  gardens,  golf, 
hunting  and  fishing  (Lake  Marion).  Achieve  finan- 
cial success  in  a non-competitive  environment  while 
enjoying  a superior  quality  of  life.  Contact  Dr. 
Chermol,  The  Regional  Medical  Center  at  ( 800)  866- 
6045. 

LOCUM  TENENS  WORK  WANTED  IN  PRI- 
MARY CARE:  ABFP  certified.  Phone:  (843)  249- 
2145;  Fax:  (843)249-7485. 


OFFICE  BUILDING  FOR  SALE,  CITY  OF 
MARION:  4,124  + sq.  ft,  originally  physician's 
office,  built  1976,  new  roof  March  1998,  owner 
financing  possible,  reception  area  with  restrooms, 
seats  approximately  forty  patients,  library  with 
wood  burning  fireplace,  and  kitchenette,  records/ 
supply  room,  lab,  nurse’s  station,  five  examining 
rooms,  three  consultation  rooms,  second  level  with 
skylight.  Offered  at  $250,000  or  lease  $1,500  per 
month.  Contact  Wellons  H.  Williams  at  (843)  423- 
6721  (w)  or  (843)  423-4871  (h). 

PEDIATRICIAN  RETIRING  IN  SOUTH 
CAROLINA:  Looking  for  part-time  opportunity 
in  Emergency  Room  or  Walk-in  Clinic  (Pediatric 
or  General)  within  60  mile  radius  of  North  Au- 
gusta— primarily  to  stay  active.  For  more  informa- 
tion, FAX  803-649-9532  or  Beeper  803-441-7733. 
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Thornton  & Thorne  gi\e  the  medical  comimmiU  something  to  think  about  this  month. 


Will  YOUR  CHILDREN  INHERIT  YOUR 
RETIREMENT  PLAN? 

DUES  CINSUMi  MAMRITY  Of  PUN  DISniBniONS 


Many  physicians  have  large  account  balances  in  their  qualified  retirement  plans.  This  is  a wonderful 
asset  to  provide  income  to  the  physician  and  his  or  her  spouse  during  their  lifetimes. 


Without  proper  planning,  however,  it  can  be  a very  inefficient  asset  to  leave  to  children.  For  example, 
this  60-year-old  physician  has  $2,000,000  in  qualified  plan  assets  and  has  named  his  children  as  benefi- 
ciaries. They  will  receive  approximately  $680,000.  Taxes  will  consume  $1,320,000. 


Beginning  Plan  Balance 

$2,000,000 

Estate  Tax 

$945,000 

Income  Tax 

$375,000 

Total  Tax 

$1,320,000 

Net  Amount  to  Children 

$680,000 

Percent  to  Children 

34% 

If  passing  more  of  these  assets  to  your  children  is  a concern  to  you,  please  return  this  response  form. 


i 1 

I PLEASE  PROVIDE  INFORMATION  ON  PRESERVING  RETIREMENT  PLAN  ASSETS  I 


Carolina  Physicians  Advisory  Service 
Post  Office  Box  688 
Columbia,  SC  29202-0688 


NAME 


STREET 


CITY  STATE  ZIP 

i i 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


i \ Carolina 

m j Advisory 

Serving  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 

1-800-742-3669 


Physicians 

Service 


Billy  M.  Thornton 
John  T.  Thorne 


The  Medical  Protective  Company, 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
rims  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


©MapaSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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PREVALENCE  OF  OCULAR  DISEASES  IN  S.C. 
CAROTID  STENOSIS  IN  A CARDIAC  REHAB 
POPULATION 

CAROTID  ENDARTERECTOMY  AND  CAROTID 
STENTING 

DEPRESSION  COMES  IN  MANY  DISGUISES 
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The  Medical  Protective  Company 


Health 

Volunteers 

Overseas 


-O^fegvt, 


Health 


Volunteers 


Overdead  is  dedicated 


to  improving  the  availability  and  quality  of  health  care  in 


developing  countries  through  training  and  education.  Volunteer 


your  dkilld!  Become  a member  of  Health  Volunteerd  Overdead! 


For  more  information,  call  202-296-0928 


We’d  Like  to  Provide  Practice  Management 

Software  for  You,  First. 


We’re  Looking  Forward  to  Doing  Business 
with  Her,  Too  — We’re  in  for  the  Long  Haul. 

Fox  Meadows  Practice  Management  Software  (P/CMS)  was  developed  with  a 
basic  objective  of  minimizing  paperwork,  maximizing  efficiency,  and  optimizing 
the  audit  and  paper  trail  of  an  accounts  receivable  system.  We  also  wanted  to 
incorporate  medical  records  into  a single  system.  The  entry  of  medical  data 
(laboratory  test  and  results,  medication,  allergies,  reactions,  vital  signs,  and 
diagnostic  history)  gives  Physicians  and  nurses  an  opportunity  to  use  P/CMS 
for  many  reasons  other  than  traditional  account  receivables. 

Call  us  at  800  754-7213  for  a free  no-obligation  consultation  and  free  demo.  We'll  be  happy  to 
discuss  your  software  needs.  Also,  you  can  visit  us  on  the  web  and  order  a demo  using  the 
online  form. 


FOX  UIERDOUIS 


SOFTWARE 


d eu 


July  So  ft 

Affordable  Telephony 
ReminderPro 


Visit  Us  Online  at  www.FoxMeadows.com 


ARE  YOU  A PRIMETIME  PLAYER? 

This  election  year  is  a very  important  time  and  it  is  upon  us.  As  I have  said  many  times  in  the  past, 
physicians  must  become  an  active  part  of  the  election  process  if  we  are  to  have  a say  in  the  decisions 
that  are  being  made  about  our  futures.  We  need  to  know  how  our  state  and  federal  representatives  feel 
about  important  medical  issues.  More  importantly,  we  need  assurances  on  how  they  plan  to  vote. 

As  you  well  know,  the  world  of  politics  is  practiced  in  a totally  different  arena  than  medicine.  The 
arena  has  different  rules,  different  goals — some  are  societal,  and  some  are  personal.  I am  still  waiting 
for  some  politician  to  help  me  understand  the  rationale  behind  why  our  state  government  wants  to  give 
an  additional  15  to  20  percent  of  the  state  tobacco  settlement  money  awarded  for  increased  health  costs 
to  the  producers  and  quota  holders  of  tobacco — the  deadly  crop  that  has  killed  countless  of  our  citizens 
already  and  is  just  waiting  to  have  its  field  day  with  our  children.  The  money  that  is  coming  from  Phase 
I of  the  settlement  is  15  to  20  percent  over  and  above  the  settlement  they  have  already  received  for  their 
loss  of  revenues. 

So  far,  the  only  explanation  that  I have  been  given  by  my  local  elected  officials  is  that  it  is  a political 
decision.  Maybe  if  we,  the  medical  community,  were  personally  more  involved  in  the  process,  we 
would  have  some  affect  on  this  and  other  political  decisions  effecting  our  patients.  This  decision  is 
ultimately  going  to  be  made  in  the  political  arena,  far  away  from  the  walls  of  our  offices  where  the 
complications  of  tobacco  are  seen  every  day.  Maybe,  the  lawmakers  should  enter  our  offices  and  see 
what  we  see!  Diversion  of  funds  from  prevention,  education,  and  smoking  cessation  programs  will 
certainly  help  guarantee  the  continuation  of  future  suffering  from  the  ravages  of  tobacco-related  ill- 
nesses. Maybe  the  Legislature  is  trying  to  provide  us  with  job  security!  I don’t  think  so. 

With  the  primaries  this  summer  and  the  general  election  this  fall,  I urge  you  to  contact  the  candidates, 
ask  some  candid  questions  and  require  some  candid  answers.  Support  the  individual  who  will  best 
represent  the  interests  of  our  patients  and  our  profession.  Support  them  vocally,  financially,  and  most 
importantly,  give  of  your  time.  Join  SOCPAC,  AMPAC,  and  become  part  of  the  process  that  makes  a 
difference. 


Roger  A.  Gaddy,  M.  D. 
President 
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HIGHLIGHTS  OF  THE  MAY  24,  2000, 

SCMA  BOARD  OF  TRUSTEES  MEETING 


A motion  was  made  to  clarify  the  language  of  an  action 
taken  on  a resolution  presented  to  the  House  of  Delegates 
at  this  year’s  Annual  Meeting.  The  Resolution  for  Medi- 
cal Saving  Accounts , which  outlined  that  the  SCMA 
should  give  its  full  endorsement  to  Medical  Savings  Ac- 
counts (MS  As),  was  rejected.  The  decision  needs  clarifi- 
cation. The  SCMA,  along  with  the  AMA,  supports  MSAs. 
We  support  and  endorse  MSAs  as  a method  for  individu- 
als to  fund  the  costs  of  health  care  and  as  an  approach  to 
assure  patients'  freedom  of  choice  in  health  insurance. 


The  resolution  was  rejected  as  submitted  because  the  full 
endorsement  that  was  requested  of  the  SCMA  had  been 
given  already.  SCMA  Financial  Services  also  offers  MSAs 
to  physicians  and  their  families. 

The  results  of  The  Journal  survey,  conducted  at  the  An- 
nual Meeting,  were  released  for  the  board’s  review. 

The  board  approved  honorary  membrship  status  for  Rex 
Dillingham,  MD  and  Richard  H.  Goodwin,  MD. 


MEDICAID  UPDATE 


IMPORTANT  UPDATE 

Medicaid  Allows  Generic  Substitution 
As  a reminder  to  all  physicians  who  care  for  Medicaid 
patients,  Medicaid  recipients  are  deemed  to  have  con- 
sented to  the  substitution  of  a less  costly  equivalent  ge- 
neric pharmaceutical  product  when  the  physician  has 
authorized  substitution  and  the  substitution  results  in  a 
cost  savings  to  the  Medicaid  program.  The  individual  pa- 
tient consent  to  the  dispensing  of  generic  drugs  has  not 
been  required  since  July  1, 1999.  Due  to  the  current  Med- 
icaid budget  shortfall,  the  Department  of  Health  and  Hu- 
man Services  strongly  encourages  prescribers  to  autho- 
rize generic  substitutions  when  medically  appropriate. 

DHHS  has  notified  pharmacists  to  honor  physician  and 
nurse  practitioner  prescriptions  for  generic  equivalents. 
Your  assistance  in  prescribing  generics  will  have  a sig- 
nificant effect  in  lessening  the  Medicaid  shortfall.  If  you 
have  any  questions  regarding  your  specific  Medicaid  pre- 
scribing patterns,  please  contact  Vicky  Caldwell  at  (800) 
327-1021,  extension  228. 

Verifying  Medicaid  Eligibility 

The  best  and  most  accurate  source  for  verifying  Medic- 
aid Eligibility  is  the  Department  of  Social  Services  (DSS). 
If  you  are  unable  to  obtain  a Medicaid  Card  when  ren- 
dering services,  to  verify  eligibility  call  your  local  county 
DSS  or  the  State  Office  Client  Services  Unit  at  (803)  734- 
9642  or  fax  them  at  (803)  734-9659. 


Ambulatory  Care  Visit  Limitations 
Medicaid  recipients,  age  21  and  older,  are  allowed  12 
ambulatory  care  visits  per  year,  commencing  on  July  1st 
of  each  year.  With  the  end  of  the  fiscal  year  approaching, 
many  recipients  have  exceeded  this  limitation  which  will 
cause  claims  to  reject  with  edit  977.  Please  refer  to  sec- 
tions 202. 1C.  & D.  and  306  of  the  Physicians  Provider 
Manual  regarding  claims  resolution  or  call  your  Medic- 
aid program  manager  at  (803)  898-2660. 

New  Supplemental  Codes 

As  instructed  by  the  Health  Care  Financing  Administra- 
tion (HCFA),  some  supplemental  S-codes  developed  by 
DHHS  were  changed  to  X-codes  effective  January  1, 
2000.  Family  Planning  codes  were  affected  by  this 
change.  This  change  was  communicated  in  a Medicaid 
Bulletin  dated  January  6,  2000,  Change  in  Procedure 
Codes.  For  a copy  of  the  bulletin,  please  contact  Alicia 
Jacobs  at  South  Carolina  Medicaid  at  (803)  898-2538. 


MEDICARE  UPDATE 


Record  Retention  Regulations 

According  to  South  Carolina  law,  medical  records  must 
be  maintained  in  hardcopy  form  for  10  years  past  the  last 
date  of  service  for  adult  patients,  13  years  for  minors. 
Medicare  stipulates  that  a provider  submitting  claims  elec- 
tronically must  agree  to  retain  all  original  source  docu- 
mentation and  medical  records  pertaining  to  Medicare 
claims  for  at  least  six  years  and  three  months  from  the 
date  Medicare  paid  the  claim.  The  regulations  do  not 
specify  the  length  of  record  retention  for  paper  claims, 
but  keep  in  mind  that  Medicare  can  audit  a billed  service 
for  a period  of  up  to  seven  years  after  the  bill  is  paid. 
Therefore,  Medicare  recommends  that  you  maintain  your 
billing  and  ledger  documentation  for  no  less  than  seven 
years  from  the  date  Medicare  paid  the  claim. 

All  insurance  carriers  in  South  Carolina  are  subject  to 
the  state  regulations  which  require  you  to  maintain  medi- 
cal records  for  the  ten  and  13-year  time  periods. 

Oral  Anti-Emetic  Drug  Update 
The  Medicare  Carriers  Manual,  section  4460,  is  revised 
to  mandate  that  all  oral  anti-cancer  drugs  and  all  oral  anti- 
emetic drugs  must  be  submitted  to  the  Durable  Medical 
Equipment  Regional  Carrier  (DMERC)  for  payment,  ef- 
fective October  1, 2000.  After  this  date,  the  local  Medi- 
care Part  B Carrier  no  longer  will  accept  these  claims  for 
payment. 

To  facilitate  this  change,  and  in  order  to  bill  to  the 
DMERC,  you  will  need  to  obtain  a supplier  number  from 
the  Durable  Medical  Equipment  (DME)  regional  carrier. 
A supplier  number  can  be  obtained  by  writing  to  the  Na- 
tional Supplier  Clearinghouse  (NSC): 

P.O.  Box  100142,  Columbia,  SC  29202-3142 
(803)  754-3951. 

Billing  Consultation  Services  for  Self  Referrals 
A consultation  requested  by  the  patient  for  a second  opin- 
ion can  be  filed  using  the  surrogate  UPIN  of  OTH000 
with  the  name  of  the  patient  listed  in  block  17  and 
OTH000  in  block  17A.  These  instructions  apply  whether 


the  patient  self-refers  or  is  referred  by  a relative  or  friend. 
It  is  important  to  review  the  criteria  for  billing  a consul- 
tation to  determine  if  it  is  appropriate  to  bill  a consult 
versus  a regular  evaluation  and  management  service. 

Allergy  Injections  and  Global  Surgery  Indicators 
Medicare  considers  allergy  injections  minor  surgical  pro- 
cedures. As  such,  the  minor  surgery  global  concepts  ap- 
ply to  all  codes  in  the  allergen  immunotherapy  series. 
For  Medicare  purposes,  minor  surgical  procedures  are 
those  with  0 or  10  aftercare  days.  The  global  period  for 
minor  surgical  procedures  starts  the  day  of  the  procedure 
and  the  appropriate  number  of  postoperative  days  after 
the  procedure  (0  or  10).  It  is  important  to  note  that  while 
the  global  surgery  concept  applies,  there  are  0 aftercare 
days  for  allergen  immunotherapy. 

Evaluation  and  management  (E&M)  services  will  not  be 
paid  when  provided  on  the  same  day  as  allergen  immu- 
notherapy series  unless  it  is  a separately  identifiable  ser- 
vice. To  identify  a separately  identifiable  service,  use  the 
25  modifier  on  the  E&M  code.  Documentation  must  be 
on  file  to  support  use  of  the  25  modifier  and  to  justify  the 
E&M  service  provided. 

Provider  Enrollment  Open  House 
Would  you  like  help  completing  the  HCFA-855  enroll- 
ment form?  Come  to  the  popular  Medicare  Part  B Pro- 
vider Enrollment  Open  House.  You  do  not  have  to  regis- 
ter and  there  is  no  fee.  Just  show  up  and  they  will  assist 
you  in  completing  the  enrollment  form.  All  open  houses 
are  held  at  the  Government  Programs  Complex.  This  is 
an  all-day  open  house  starting  at  9:00  a.m.  on  July  5. 
Please  refer  to  the  February  2000  Medicare  Advisory  for 
directions. 

When:  July  5,  2000 
Where:  Medicare  Part  B 
Palmetto  GBA 

Government  Programs  Complex 
17  Technology  Circle 
Columbia,  SC 


DHEC  UPDATE 


Thimerosal-F ree  Hepatitis  B Vaccine  Available 
Hepatitis  B vaccine  that  does  not  contain  thimerosal  as  a 
preservative  is  now  available  to  states  from  the  Centers 
for  Disease  Control  and  Prevention  (CDC).  Vaccine  As- 
surance for  all  Children  (VAFAC)  vaccine  orders  may 
specify  either  Merck  Recombivax  HB  or  SmithKline 
Beecham  Engerix  B vaccine  for  your  practice  to  immu- 
nize infants  birth  through  6 months  of  age.  The  thimero- 
sal preservative  containing  hepatitis  B vaccines  can  con- 


tinue to  be  used  for  vaccinating  children  aged  greater  than 
6 months,  adolescents,  and  adults. 

When  current  inventories  of  preservative  containing  hepa- 
titis B vaccine  formulated  for  pediatric/adolescent  use 
have  been  exhausted,  DHEC  will  continue  the  transition 
to  thimerosal -free  vaccines  and  only  supply  preservative 
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(DHECy  continued  from  page  3) 

free  hepatitis  B vaccines  for  use  in  the  pediatric  and  ado- 
lescent populations. 

State  Immunization  System  Update 
A successful  pilot  of  the  software  for  the  State  Immuni- 
zation Information  System  (SIIS)  is  nearing  completion 
in  a private  physician's  practice  in  the  state.  DHEC's 
Health  Districts'  SIIS  Teams  are  organizing  and  planning 
to  visit  VAFAC  providers'  offices  to  begin  connecting  your 
computers  to  SIIS  and  to  provide  staff  training  on  the  use 
of  the  system. 


Status  of  Pneumococcal  Conjugate  Vaccine 
The  Advisory  Committee  on  Immunization  Practices 
adopted  a Pneumococcal  conjugate  vaccine  during  their 
February  2000  meeting.  However,  the  committee  post- 
poned their  vote  to  include  this  vaccine  under  the  federal 
Vaccines  for  Children  Program  until  further  information 
on  vaccine  cost/benefit  could  be  obtained.  CDC  antici- 
pates that  the  committee  will  take  the  Vaccines  for  Chil- 
dren vote  at  their  June  meeting.  Should  you  have  any 
questions,  please  contact  DHEC’s  Immunization  Division 
at  1-800-27-SHOTS  (1-800-277-4687). 


PHYSICIANS  CARE 

Currently,  there  are  8,969  participating  physician  loca- 
tions, 925  participating  ancillary  locations  and  1 10  par- 
ticipating hospitals.  PCN  has  74  contracted  groups  with 
61,165  covered  lives.  We  will  continue  to  provide  in- 
formation as  contracts  are  received. 

NEW  GROUPS: 

• Partnership  Medical  Plan;  effective  4-1-00 

TERMINATIONS: 

• Hyman  Paper  Company;  effective  7-1-00 

• Steel  & Pryor;  effective  7-1-00 

• Norcor  Numismatics;  effective  7-1-00 

• Famberts  Body  Shop;  effective  7-1-00 

• Jacks  Namebrand  Shoes;  effective  7-1-00 

• Freeman  Fand  & Timber;  effective  7-1-00 

• C & A Mortgage;  effective  6-1-00 

• Atlantic  Tooling;  effective  6-1-00 

• Foster  Insurance;  effective  7-1-00 

• Florence  Textiles;  effective  7-1-00 

• Florence  Neurological;  effective  7-1-00 

• Bankers  Premium  Finance;  effective  7-1-00 

• Aiken,  Nunn,  Elliott  & Tyler;  effective  7-1-00 

• BB  Hobbs;  effective  7-1-00 

• Zimacs;  effective  5-1-00 

• Sheet  Metal  Workers  Union;  effective  4-30-00 

• Kerr  Drug,  Inc.;  effective  4-30-00 

• Philadelphia  American  Life;  effective  4-1-00 


NETWORK  UPDATE 

RENEWALS: 

• None 

ATTENTION  ALL  PROVIDERS 

Information  updates  are  vital  in  timely  processing  of 
your  claim.  Please  send  any  current  changes;  i.e.,  tax 
ID#,  address  changes,  practice  name  changes,  etc.  to 
the  attention  of  Provider  Relations: 

Physicians  Care  Network 
121  Executive  Center 
Congaree  Building,  Suite  203 
Columbia,  SC  29210 

Phone:  888-323-9271  • Fax:  (803)771-9474 

NOTE:  PCN  is  receiving  a large  volume  of  claims  that 
cannot  be  processed  due  to  missing  information.  THIS 
DELAYS  YOUR  PAYMENT!! 

Please  be  sure  to  include  the  following  Payor  Informa- 
tion: 

• Group  Name  & Number 

• Insurance  Company  or  TPA 

• Valid  Service  Codes 

• Accurate  Patient  Information 

• Accurate  Place  of  Service  Codes 


ARE  YOU  BEING  HASSLED? 

Are  you  having  problems  getting  a claim  paid?  Has  your  CPT  code  been  downcoded  by  the  insurance  carrier?  Have 
you  been  burdened  by  a large  number  of  requests  for  documentation?  These  are  only  a few  of  the  problems  your 
office  faces  on  a daily  basis.  Let  the  SCMA  Ombudsman  assist  you  in  getting  a resolution  to  ongoing  issues  in  your 
practice. 

The  SCMA's  Hassle  Factor  Log,  which  is  included  on  page  4 of  this  newsletter,  includes  questions  on  problems  your 
practice  may  be  having.  Please  copy  and  complete  the  form,  then  fax  it  to  the  SCMA  at  (803)  772-6783  for  evalua- 
tion. The  Ombudsman  will  review  your  concerns  and  take  action  to  help  solve  your  problems. 
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HASSLE  FACTOR  LOG 


Please  fill  in  the  information  requested  and  fax  this  form  to  Kelly  Danias  at  the 
South  Carolina  Medical  Association.  Fax  Number:  (803)  772-6783 


Physician  Name: 

Street: 

City: 


Specialty: 


Zip: Telephone#: 

Office  Hours: 


Workers’  Comp.  Managed  Care  Plan  Commercial  Insurance  Other 


Staff  Time  (hours): Physician  Time  (hours): 

all  that  apply) 


Contact  Person: 

Request  in  relation  to:  (circle  one) 
Medicare  Medicaid 
Name  of  carrier  or  agency 
Time  spent  on  problem: 

Type  of  problem:  (circle 

Denial  of  preauthorization 
Denial  of  referral 
Denial  of  claim 
Delay  of  payment 
Pattern  of  late  payment 
Other  (specify): 


Down  coding/recoding  of  claims 
Lost  claims 

Inaccurate  data  entry  by  insurer 
“Missing”  support  documents 
“Missing”  claim  information 


Excessive  telephone  hold  time 
Requests  for  copy  of  medical  records 
Requests  for  operative  report 
Other  documentation  requests 
Numerous  calls  for  single  claim 


Brief  Description  of  the  Problem: 


Please  mail  or  fax  competed  form  and  supporting  documentation* *  to: 

The  South  Carolina  Medical  Association 
Medical  Economics  Department 
3210  Fernandina  Road 
Columbia,  South  Carolina  29210 
Attention:  Kelly  Danias 
Fax:  (803)  772-6783 


*Please  attach  copies  of  all  relevant  documentation  to  your  request.  This  includes  a copy  of  the  original  claim, 
an  explanation  of  benefits,  and  any  additional  correspondence.  Be  advised  that  the  SCMA  may  have  to  share 
this  information  with  the  insurance  carrier  or  other  parties  to  expedite  the  resolution  of  your  problem. 
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PREVALENCE  OF  OCULAR  DISEASES  IN  SOUTH 
CAROLINA 

TINA  COSTACOU,  MS 
ELIZABETH  J.  MAYER-DAVIS,  PhD* 

RICHARD  M.  DAVIS,  MD 


According  to  reports  from  the  1994  National  Health 
Interview  Survey1,  an  estimated  0.5  million  per- 
sons in  the  United  States  used  assistive  technologi- 
cal devices  for  vision  impairments.  Clinical  trials 
have  provided  evidence  that  treatment  with 
panretinal  photocoagulation  is  effective  in  reduc- 
ing the  incidence  of  vision  loss  by  50  percent 
among  people  with  severe  proliferative  retinopa- 
thy and  treatment  with  focal  photocoagulation  can 
reduce  the  incidence  of  doubling  of  the  visual  angle 
also  by  50  percent.2  Efforts  should  then  be  directed 
toward  early  diagnosis  and  treatment. 

This  project,  planned  in  collaboration  with  the 
USC  Department  of  Ophthalmology  (RMD),  was 
designed  to  support  an  initial  planning  phase  of  a 
rural  eye  care  initiative  to  increase  access  to  care 
for  identification  and  treatment  of  vision  threaten- 
ing conditions  in  medically  under-served  commu- 
nities in  South  Carolina.  Conditions  related  to 
diabetes  mellitus  (diabetic  retinopathy,  cataract,  and 
glaucoma)  are  of  particular  importance  because  of 
the  increasing  and  high  rate  of  diabetes  in  the  state 
of  South  Carolina. 

Methods 


* Address  correspondence  to  Dr.  Mayer-Davis  at 
Dept,  of  Epidemiology  and  Biostatistics,  USC 
School  of  Public  Health,  Columbia,  SC  29208. 


The  objective  of  this  project  was  to  estimate  the 
prevalence  of  vision  threatening  ocular  complica- 
tions (diabetic  retinopathy,  cataract,  glaucoma,  and 
macular  degeneration)  among  individuals  living  in 
the  state  of  South  Carolina. 

Prevalence  estimates  of  ocular  diseases  were  de- 
termined through  literature  review  on  the  preva- 
lence of  these  conditions.  These  rates  were  then 
applied  to  South  Carolina  1996  census  data.  The 
Medline  and  PubMed  databases  were  used  to  iden- 
tify research  articles  on  the  prevalence  of  ocular 
conditions.  Research  studies  selected  for  the  preva- 
lence estimation  were  chosen  based  on  rigorous 
diagnostic  criteria.  Specifically,  studies  selected 
were  required  to  have  used  standard  stereo  fundus 
photographs  in  order  to  assess  diabetic  retinopa- 
thy status  and/or  macular  degeneration,  slitlamp 
and/or  illumination  photographs  to  assess  cataract 
status,  and  to  have  used  a standard  classification 
system  to  grade  the  photographs.  Studies  selected 
for  prevalence  estimation  of  cataract  were  further 
required  to  have  differentiated  between  cataract 
types. 

Results 

Diabetes 

According  to  estimates  from  the  Third  National 
Health  and  Nutrition  Examination  Survey 
(NHANES  III)3,  the  prevalence  of  diabetes  in  the 
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Table  1.  Estimated  Number  of  Individuals  with  Diabetic  Retinopathy* 
among  people  with  Diabetes  in  the  State  of  South  Carolina 

Non-Hispanic  Whites  Hispanics  Blacks  Total 

Type  1 Diabetes** 

Estimated  number  affected5  6 951  - 2,099  - 816  1,767  - 2,915 

Type  2 Diabetes 

Estimated  number  affected7  9 22,434  - 33,987  703  - 898  14,963  38,100  - 49,848 

* Retinopathy  status  was  assessed  using  fundus  photographs. 

**  People  with  type  1 diabetes  are  assumed  to  represent  0.30%  of  the  population.4 


Table  2.  Estimated  Number  of  Individuals  with  Cataract  in  the  State  of  South  Carolina 


Non-Hispanic  Whites  Age  Groups 


43-64  years 

65-74  years 

>75  years 

Total 

Nuclear  cataract14- 15 

992 

16,009-  72,526 

59,451  -74,449 

76,452  - 147,967 

Cortical  cataract14, 15 

22,963 

34,593  - 35,778 

39,964-  55,281 

97,520-  114,022 

PSC14’15 

10,497 

9,947  - 10,436 

7,524-  13,427 

27,968  - 34,360 

Blacks 

Age  Groups 

46-49  years 

50-59  years 

60-69  years 

> 70  years 

Total 

Nuclear  cataract15- 16 

310 

1,671 

4,663  -5,312 

9,615  -22,082 

16,259-29,375 

Cortical  cataract15- 16 

6,054 

16,211 

12,781  - 22,548 

18,036-  34,899 

53,082  - 79,712 

PSC1516 

621 

418 

442-781 

134-  1,453 

1,615-3,273 

United  States  ranges  from  1 . 1 per  100  for  individu- 
als less  than  40  years  to  13.2  per  100  for  individu- 
als over  75.  Diabetes  prevalence  rates  were  similar 
for  men  and  women,  but  were  higher  among  non- 
Hispanic  blacks  and  Hispanics  than  among  non- 
Hispanic  whites.  Based  on  these  prevalence 
estimates,  the  number  of  individuals  with  a diabe- 
tes diagnosis  in  the  state  of  South  Carolina  increases 
with  age,  and  approximates  139,339.  Although  this 
number  appears  quite  large,  data  from  the  Third 
National  Health  and  Nutrition  Examination  Sur- 
vey are  based  on  interviews  from  the  civilian,  non- 


institutionalized  population  and  hence  the  true 
number  of  affected  individuals  may  be  underesti- 
mated. 

To  obtain  an  estimate  of  the  number  of  individu- 
als with  adult  onset  type  1 diabetes  in  the  state  of 
South  Carolina,  prevalence  estimates  from  the  Sec- 
ond National  Health  and  Nutrition  Examination 
Survey  (NHANES  II)  were  used.4  The  number  of 
South  Carolinians  ages  30-74  with  a diagnosis  of 
type  1 diabetes  is  approximately  5,164. 

Retinopathy 


252 


The  Journal  of  the  South  Carolina  Medical  Association 


OCULAR  DISEASE  IN 
SOUTH  CAROLINA 


Table  3.  Estimated  Number  of  Individuals  with  Glaucoma  in  the  State  of  South  Carolina 

Age  Groups 

Ethnicity 

40-49  years 

50-59  years 

60-69  years 

70-79  years 

> 80  years 

Total 

Non-Hispanic 

Whites11,12 

389  - 700 

879-  1,649 

1,703  -4,203 

4,708  - 8,590 

1,416-4,525 

9,095  - 19,667 

Blacks11, 13 

1,475  -2,173 

2,992  - 3,426 

3,190-4,232 

3,453  - 6,424 

2,410-5,134 

13,520-  21,389 

Diabetic  Retinopathy  among  Individuals  with 
Type  1 Diabetes 

The  top  part  of  table  1 presents  the  estimated  num- 
ber of  individuals  affected  with  retinopathy  among 
people  with  type  1 diabetes  in  the  state  of  South 
Carolina.  According  to  Harris  et  al.,4  individuals 
with  type  1 diabetes  were  assumed  to  represent  0.30 
percent  of  the  population.  Only  two  studies  of  re- 
tinopathy prevalence  (disease  status  assessed  us- 
ing fundus  photography)  among  individuals  with 
adult  onset  type  1 diabetes  were  identified.5  6 Ac- 
cording to  the  prevalence  rates  presented  by  Klein 
et  al.5  and  Arfken  et  al.,6  the  estimated  number  of 
non-Hispanic  white  individuals  affected  with  ret- 
inopathy among  people  with  type  1 diabetes  in 
South  Carolina  ranged  from  95 1 to  2099,  whereas 
the  estimated  number  of  Blacks  affected  with  ret- 
inopathy among  people  with  type  1 diabetes  was 
roughly  800. 

Diabetic  Retinopathy  among  Individuals  with 
Type  2 Diabetes 

The  bottom  part  of  table  1 presents  the  estimated 
number  of  individuals  affected  with  retinopathy 
among  people  with  type  2 diabetes  in  the  state  of 
South  Carolina.  BRFSS  data  from  1995-1997  were 
first  used  to  calculate  the  percent  with  type  2 dia- 
betes in  South  Carolina,  by  age  and  ethnic  group. 
The  prevalence  rates  of  diabetic  retinopathy  pre- 
sented by  Hamman  et  al.,7  Haffner  et  al.,8  and  Leske 
et  al.9  were  then  applied  to  derive  the  estimated 
number  of  individuals  (non-Hispanic  whites,  His- 
panics,  and  Blacks)  with  diabetic  retinopathy. 
These  three  studies  were  selected  out  of  a plethora 
of  research  articles  on  the  prevalence  of  diabetic 
retinopathy  because  they  used  stereoscopic  fundus 
photography  and  examined  both  eyes  of  each  indi- 


vidual in  order  to  assess  disease  status.  Further- 
more, in  all  three  studies,  photographs  were  graded 
using  a variation  of  the  modified  Airlie  House  clas- 
sification. The  prevalence  rates  presented  by 
Hamman  et  al.7  and  Haffner  et  al.8  for  non-His- 
panic whites  and  Hispanics  were  similar.  Leske  et 
al.9  reported  a remarkably  lower  rate  among  Black 
participants  of  the  Barbados  Eye  Study  than  that 
observed  in  the  first  two  studies  among  non-His- 
panic white  and  Hispanic  participants. 

NHANES  III  also  assessed  the  prevalence  of 
diabetic  retinopathy  in  these  three  ethnic  groups.10 
However,  in  NHANES  III  a single  photograph  of 
a single  eye  through  an  undilated  pupil  was  taken 
(a  much  less  sensitive  method  to  detect  retinopa- 
thy) and  the  rates  presented  are  thought  to  under- 
estimate true  prevalence  of  disease.  Consequently, 
the  rates  of  disease  among  non-Hispanic  whites  and 
Hispanics  reported  by  Harris  et  al.10  are  notably 
lower  than  those  reported  by  Hamman  et  al.7  and 
Haffner  et  al. 8 Interestingly  enough,  the  rates  of 
diabetic  retinopathy  among  Blacks  presented  by 
Harris  et  al. 10  are  similar  to  those  reported  by  Leske 
et  al.9 

Because  age  and  duration  of  diabetes  mellitus 
are  strongly  related  to  the  risk  of  diabetic  retinopa- 
thy, an  effort  was  made  to  compare  the  age  distri- 
bution of  persons  with  type  2 diabetes  in  the  two 
studies  and  the  state  of  South  Carolina  (using 
BRFSS  data,  1995-97),  according  to  different  eth- 
nic groups.  The  age  distribution  of  non-Hispanic 
whites  and  Hispanics  with  diabetes  in  South  Caro- 
lina seems  to  differ  significantly  from  that  of  the 
population  in  the  study  by  Haffner  et  al.8  The  small 
numbers  of  subjects  might  be  in  part  responsible 
for  such  a discrepancy.  When  non-Hispanic  whites 
and  Hispanics  were  combined  to  allow  for  a larger 
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Table  4.  Estimated  Number  of  Individuals  with  ARM  in  the  State  of  South  Carolina 


Ethnicity  Age  Groups 


40-49  years 

50-59  years 

60-69  years 

70-79  years 

> 80  years 

Total 

Non-Hispanic 

Whites17-20 

41,053 

62,267 

35,397  - 61,790 

49,815  - 60,511 

36,493  - 49,944 

225,025  - 275,565 

Blacks20"21 

17,587  - 24,525 

14,874  - 20,055 

17,937  - 21,853 

14,803  - 18,604 

7,554-  11,064 

72,755  -96,101 

Table  5.  Range  in  the  Estimated  Number  of  People  with  Selected  Vision  Threatening 

Diseases  in  South  Carolina 

Condition 

Non-Hispanic 

Whites 

Hispanics 

Blacks 

Totals 

Diabetic 

Retinopathy 

Type  1 Diabetes 
Type  2 Diabetes 

951  -2,099 
22,434  - 33,987 

22  - 44* 
703  - 898 

816 

14,963 

1,789-  2,959 
38,100-49,848 

Cataract 

Nuclear 

Cortical 

PSC 

76,452  - 147,967 
97,520-  114,022 
27,968  - 34,360 

636  - 922* 
476  - 938* 
109-  286* 

16,259  - 29,375 
53.082-  79,712 
1,615  - 3,273 

93,347  - 178,264 
151,078-  194,672 
29,692  - 37,919 

Glaucoma 

9,095  - 19,667 

80-  171* 

13,520-  21,389 

22,695  -41,227 

ARMD 

225,025  - 275,656 

1,838  - 2,701* 

72,755  -96,101 

299,618  -374,458 

Any  Vision  Threatening  Disease 

636,319-  879,347 

* Whenever  no  studies  were  identified  in  the  literature  for  an  estimate  of  the  prevalence  of  an  ocular  condition  in 
one  of  the  ethnic  groups,  the  prevalence  rates  found  in  non-Hispanic  whites  were  used. 

sample,  the  age  distribution  of  people  with  diabe- 
tes in  the  state  of  South  Carolina  was  comparable 
to  that  of  the  population  in  the  study  by  Hamman 
et  al.7  (data  not  shown.) 

Cataract 

The  prevalence  of  all  types  of  cataract  seems  to  be 
increasing  with  increasing  age  and  is  found  in 
higher  rates  among  non-Hispanic  whites  than 
Blacks  (Table  2).  Study  prevalence  rates  of  cata- 
ract are  significantly  higher  than  prevalence  esti- 
mates from  the  National  Health  Interview  Survey. 
However,  since  estimates  from  the  latter  were  based 
on  self-reports,  the  actual  prevalence  could  have 
been  underestimated.  The  estimated  number  of 


individuals  with  cataract  in  the  state  of  South  Caro- 
lina ranges  from  approximately  47,000  for  persons 
less  than  65  years  to  240,000  for  persons  over  the 
age  of  65  years  among  non-Hispanic  whites  and 
from  approximately  25,000  for  persons  less  than 
60  years  to  77,000  for  persons  over  the  age  of  65 
years  among  Blacks  (data  not  shown). 

Glaucoma 

Prevalence  estimates  of  glaucoma  presented  by 
Tielsch  et  al.11,  Wensor  et  al.12,  and  Leske  et  al.13 
are  considerably  higher  among  Blacks  than  among 
non-Hispanic  whites  (Table  3).  Although  the  same 
observation  is  made  looking  at  estimates  from  the 
National  Health  Interview  Survey,1  the  latter  de- 
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picts  overall  higher  rates  of  glaucoma  (not  shown). 
This  discrepancy  could  be  partly  due  to  the  fact 
that  the  latter  relied  on  self-reports  of  individuals 
surveyed,  whereas  disease  assessment  in  the  re- 
search studies  was  facilitated  by  detailed  clinical 
examinations  and  stereoscopic  fundus  photographs. 
The  estimated  number  of  non-Hispanic  whites  with 
glaucoma  in  South  Carolina  ranged  from  approxi- 
mately 9,000  to  19,000,  whereas  the  estimated 
number  of  Blacks  with  glaucoma  in  South  Caro- 
lina ranged  from  13,000  to  21,000. 

Age-Related  Macular  Degeneration 

Table  4 presents  the  estimated  number  of  individu- 
als with  age-related  macular  degeneration  in  the 
state  of  South  Carolina.  As  in  the  studies  identi- 
fied, age-related  macular  degeneration  is  common 
in  elder  populations.  The  estimated  number  of  el- 
der (>60  years)  non-Hispanic  white  South  Caro- 
linians with  this  condition  range  from  almost 
100,000  to  160,000,  whereas  the  estimated  num- 
ber of  Black  South  Carolinians  affected  with 
ARMD  range  from  40,000  to  approximately 
5 1,000.  Despite  the  general  impression  of  a lower 
prevalence  of  ARMD  in  Black  populations,  rates 
seem  to  be  similar  for  non-Hispanic  whites  and 
Blacks.  However,  data  of  ARMD  in  Blacks  were 
scarce  and  conclusions  presented  in  this  report  are 
based  on  merely  two  studies. 

Discussion 

Table  5 presents  the  range  in  prevalence  of  all  vi- 
sion threatening  diseases  introduced  earlier  in  this 
report  according  to  the  literature.  The  wide  range 
of  rates  is  partly  due  to  the  difference  in  the  age 
groups  studied  as  well  as,  differences  in  the  defi- 
nition of  each  condition  and  diagnostic  criteria  used 
by  investigators  in  each  study.  Since  co-occurrence 
of  ocular  diseases  is  a possibility,  especially  in  the 
elderly,  the  total  number  of  individuals  with  vision 
threatening  conditions  presented  in  Table  5 may 
be  an  overestimate  of  the  actual.  However,  the  re- 
port accurately  reflects  the  number  of  specific  con- 
ditions that  require  treatment. 

With  the  exception  of  diabetic  retinopathy,  stud- 
ies on  the  prevalence  of  ocular  conditions  are  lack- 
ing in  the  literature.  Studies  focusing  on  minority 
groups  (Hispanics  and  Blacks)  are  further  limited 
in  number.  Notwithstanding  the  fact  that  diabetes 


mellitus  disproportionately  affects  Blacks  and  non- 
Hispanics  in  comparison  to  non-Hispanic  whites, 
the  burden  of  vision  threatening  conditions  related 
to  diabetes  mellitus  has  not  been  adequately  stud- 
ied in  these  populations. 

Of  the  estimated  144,503  individuals  with  dia- 
betes, 39,889  - 52,807  have  diabetic  retinopathy. 
The  estimated  number  of  individuals  ranges  from 
93,347  - 178,264  for  nuclear  cataract;  151,078  - 
194,672  for  cortical  cataract;  29,692  - 37,919  for 
PSC;  22,695  - 41,227  for  glaucoma;  and  299,618  - 
374,458  for  ARMD.  Thus,  the  total  number  of  in- 
dividuals with  vision  threatening  diseases  in  the 
state  of  South  Carolina  ranges  from  approximately 
636,319  to  879,3477  Furthermore,  from  the  infor- 
mation presented,  it  is  easily  noted  that  numbers 
increase  considerably  with  age.  Consequently,  with 
the  aging  of  our  population  the  burden  of  ocular 
conditions  can  only  be  expected  to  rise.  Since  clini- 
cal trials  have  provided  evidence  that  treatment  is 
effective  in  reducing  the  incidence  of  vision  loss 
by  50  percent  among  people  with  severe  prolifera- 
tive retinopathy  and  the  incidence  of  doubling  of 
the  visual  angle  also  by  50  percent,2  efforts  should 
be  directed  toward  early  diagnosis  and  treatment. 
The  need  is  then  recognized  to  identify  populations 
at  higher  risk  of  disease  and  emphasize  factors  that 
may  lead  to  prevention  of  these  conditions. 
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Since  the  late  1970s  to  the  present,  documented 
drops  in  acute  myocardial  infarction  (AMI)  and 
stroke  mortality  rates  at  the  national  level  have  been 
reported  and  described  in  many  studies.  The  Pee 
Dee  region  of  South  Carolina  (Florence  and 
Darlington  Counties)  has  had  the  highest  mortal- 
ity rate  in  the  country  from  coronary  heart  disease 
(CHD)  and  even  in  this  region,  a gratifying  22.7 
percent  decrease  in  overall  mortality  and  a 32  per- 
cent decrease  for  white  males  were  reported  by 
Keil1  in  1989. 

In  spite  of  these  gains,  CHD  and  stroke  still  ac- 
count for  approximate  half  of  all  deaths  in  the 
United  States  and  South  Carolina.  Cerebrovascu- 
lar disease  accounted  for  nearly  150,000  deaths  in 
1993. 2 Strokes  often  result  in  severe  compromise 
of  neurologic  function  and  profound  psychologi- 
cal complications.  With  some3  million  stroke  sur- 
vivors in  the  U.S.,3  demands  on  family  members 
and  caretakers  are  immense,  often  requiring  ex- 
pensive skilled  institutional  care.  Direct  and  indi- 
rect costs  of  stroke  in  the  U.S.  are  estimated  at  $30 
billion  annually.4 

As  with  AMI,  principal  risk  factors  for  ischemic 
stroke  include  increased  age,  hypertension,  smok- 
ing, coronary  artery  disease,  hyperlipidemia,  and 
diabetes  7 Patients  with  documented  coronary  ath- 


* Address  correspondence  to  Mr.  Johnson  at 
Anderson  Area  Medical  Center,  800  N.  Fant  St., 
Anderson,  SC  29621. 


Cardiac  Events  at  Three  Years  of  Follow-up 

Study 

Event 

Control 

0% 

CVA 

0.9% 

8.3% 

PTCA 

0% 

12.5% 

CABG 

12.6% 

8.3% 

AMI 

8.1% 

20.8% 

Unstable  Angina 

9.9% 

4.2% 

Ischemic  Disease 

0% 

29.2% 

Other  Diagnoses 

21.6% 

Table  1.  Occurrence  of  cardiac  events  during  three 
years  of  follow-up  in  a study  population  of  24  study 
patients  and  111  control  patients. 


erosclerosis  and  prior  experience  of  AMI  are  at 
higher  risk  for  morbidity  and  mortality  from 
stroke.68 

In  patients  with  prior  cardiac  events  including 
AMI,  unstable  angina  (UA),  intermediate  coronary 
syndrome  (ICS),  coronary  by-pass  grafting 
(CABG),  and/or  angioplasty  (PTCA),  it  is  believed 
that  occult  systemic  atherosclerotic  peripheral  vas- 
cular disease  may  often  be  present.  Progressive 
peripheral  disease  is  well  known  to  produce  a wide 
range  of  adverse  clinical  findings  in  these  patients, 
including  stroke. 


Volume  96  • June  2000 


259 


CAROTID  STENOSIS 


New  Onset  Disease  in  Three  Years  of  Follow-up 

Study 

Disease 

Control 

8.3% 

Diabetes 

1 1 .7% 

12.5% 

Hypertension 

18.9% 

0% 

Depression 

8.1% 

0% 

Ulcer 

2.7% 

0% 

Cancer 

2.7% 

8.3% 

Other 

8.1% 

Table  2.  Appearance  of  new-onset  diseases  during  three 
years  of  follow-up  in  a study  population  of  24  study 
patients  and  111  control  patients. 


Early  population  studies  point  to  carotid  artery 
stenosis  as  a risk  factor  in  stroke  and  AMI.910  More 
recent  work  suggests  risk  of  stroke  is  greater  in 
persons  with  neurologic  symptoms  such  as  tran- 
sient ischemic  attacks  (TIAs),  but  may  also  be  in- 
creased in  patients  with  asymptomatic  lesions. 

Prevention  of  stroke  through  modification  of 
risk  factors,  such  as  the  progression  of  occult  pe- 
ripheral disease,  has  become  a major  focus  at 
Anderson  Area  Medical  Center  (AAMC).  AAMC 
is  a 585-bed  community  hospital  in  a semi-rural 
community  of  28,000,  that  is  the  only  provider  of 
acute  hospital  services  in  a county  of  157,000. 
AAMC  admits  approximately  400  patients  for  is- 
chemic stroke  each  year.  A three-year  multi-risk 
factor  intervention  was  conducted  to  determine  if 
regression  of  carotid  stenosis  could  be  achieved 
with  subsequent  reduction  in  clinical  events  such 
as  AMI,  CABG,  PTCA,  and  UA. 

METHODOLOGY 

Patients  for  the  three-year  study  were  identified 
from  Phase  Two  of  a hospital-based  outpatient  car- 
diac rehab  program  and  were  considered  at  higher 
risk  by  virtue  of  a previous  cardiac  event  includ- 
ing at  least  one  of  the  following:  AMI,  UA,  ICS, 
CABG,  and  or  PTCA.  All  new  patients  entering 
cardiac  rehab  Phase  Two  over  a twelve  month  pe- 
riod between  April  1993  and  March,  1994  were 
screened  for  the  presence  of  asymptomatic  carotid 
disease  with  a free  carotid  duplex  scan.  Patients 
admitted  to  the  study  showed  30  percent  or  more 


stenosis  at  ultra-sound  examination  and  were  of- 
fered opportunity  to  receive  Simvastatin  for  three 
years  with  follow-up  laboratory  tests,  and  ultra- 
sound angiography  (USA)  studies  provided  at  no 
cost.  Dosage  of  Simvastatin  was  initially  lOmg  and 
was  titrated  upward  to  a maximum  of  40mg  until 
desired  lipid  response  was  achieved  (Total  choles- 
terol 180  or  LDL<100.)  Patient  support  groups 
were  also  offered  for  study  participants.  Patients 
with  less  than  30  percent  stenosis  served  as  the  con- 
trol group  and  received  “usual  care”  as  prescribed 
by  their  personal  physician. 

Over  a twelve-month  period,  twenty-seven  pa- 
tients were  identified  for  inclusion  in  the  Z-Cass 
Study  (Zocor  Carotid  Artery  Stenosis  Study).  1 25 
other  patients  were  excluded  with  carotid  stenosis 
below  30  percent  at  screening  thus  serving  as  the 
control  group.  No  study  patients  were  lost  to  fol- 
low-up during  the  four-year  study  period  and  all 
surviving  patients  completed  exit  questionnaires. 
1 1 1 of  the  control  patients  were  followed  at  three 
years  with  the  same  questionnaire  for  a follow-up 
rate  of  88.8  percent.  Seven  expired,  and  the  re- 
maining seven  were  lost  to  follow  up  or  refused 
interviews. 

A five-page  questionnaire  was  administered  to 
each  of  our  patients  by  an  interviewer  in  the  car- 
diac rehabilitation  program.  Patients  were  ques- 
tioned about  their  health  status  over  the  prior  three 
years  and  specifically  about  any  changes  in  health 
status  and  the  occurrence  of  any  cardiac  events. 
Lifestyle  issues  centering  on  diet,  exercise,  tobacco 
and  alcohol  use  were  scored.  Use  of  medications 
during  the  three-year  study  period,  and  more  spe- 


Percent  Reduction  in  Lipid  Values 

Study 

Lipid 

Control 

-14.8 

Cholesterol  (total) 

-10.7 

-14.1 

Triglycerides 

-12.9 

+ 14.5 

HDL 

+2.8 

-22.7 

LDL 

-20.3 

Table  3.  Percentage  changes  in  lipid  values  for  study 
and  control  group  based  on  entry  and  exit  values  for 
three  years. 
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cifically  that  of  lipid-lowering  agents  and  dosages, 
was  also  recorded. 

RESULTS 

In  that  we  screened  153  Cardiac  Rehab  patients 
for  carotid  stenosis  and  found  28  (18.3  percent) 
with  30  percent  or  greater  stenosis  by  ultrasound, 
our  experience  suggests  that  significant  portions 
of  cardiac  rehab  populations  have  asymptomatic 
carotid  artery  stenosis  (CAS).  This  further  suggests 
that  CAS  may  be  useful  as  a marker  for  of  sys- 
temic atherosclerotic  peripheral  vascular  disease 
in  such  populations,  which  may  well  benefit  from 
closer  follow  up. 

During  three  years  of  follow-up,  study  patients 
and  control  patients  had  remarkably  similar  expe- 
riences in  terms  of  cardiac  events  (Table  1).  The 
percentage  of  each  population  taken  for  further 
CABG  or  PTCA  was  nearly  identical.  The  per- 
centage of  each  population  experiencing  an  addi- 
tional AMI  was  the  same.  The  fraction  of  each 
group  reporting  hospitalization  for  non-cardiovas- 
cular  events  was  nearly  equal.  The  only  real  vari- 
ance seen  between  the  study  patients  and  the 
controls  was  in  the  reporting  of  UA  twice  as  often 
by  study  patients.  Both  populations  are  small  so 
are  subject  to  small  sample  artifacts.  No  tests  of 
statistical  significance  were  applied  here. 

During  the  same  years  of  follow-up  both  pa- 
tient groups  had  remarkably  similar  experiences 
in  terms  of  new-onset  of  diseases  of  diverse  kinds 
(Table  2).  Diabetes,  hypertension,  and  ‘other’  were 
equivalent  in  both  groups.  Perhaps  an  important 
exception  is  the  observation  that  within  the  con- 
trol group.  8. 1 percent  of  the  patients  reported  new 
onset  of  depression  while  none  of  the  study  group 
reported  new  depression. 

Using  a Likert-type  scoring,  study  patients  rated 
themselves  overall  as  having  general  health  of  3.22 
(good  to  very  good)  while  control  patients  rated 
themselves  at  2.74  (fair  to  good).  None  of  the  study 
patients  rated  their  health  as  'poor'  while  fourteen 
of  the  control  patients  did  so.  Control  patients  were 
also  less  likely  to  report  their  health  as  ‘very  good’ . 
Yet,  both  groups  reported  virtually  identical  levels 
of  current  exercise  and  exercise  levels  over  the  pre- 
ceding three  years. 

Further  review  of  the  data  suggests  the  control 
patients  might  have  perceptual  differences.  Nine 


% of  Each  Group  Using  Drug  Class 

Study 

Drug  Class 

Control 

100% 

Lipid  Lowering 

45.9% 

12.5% 

CCB 

18.9% 

25.0% 

Ace  Inhibitor 

11.7% 

50.0% 

BB 

32.4% 

41.7% 

Anti-platelet 

69.4% 

45.8% 

Anti-oxidant  Vitamins 

34.2% 

Table  4.  Percent  of  patients  using  classes  of  drugs:  24 
study  patients  and  111  control  patients. 


(8.1  percent)  of  the  control  group  reported  loss  of 
interest  or  pleasure  in  activities  while  only  one  (4.2 
percent)  of  the  study  patients  made  the  same  ob- 
servation. Two  control  patients  reported  thoughts 
of  suicide.  None  of  the  study  patients  made  such 
reports.  It  is  possible  that  patients  who  are  part  of 
a multi-year  trial  and  receiving  free  services  and 
medicines  might  feel  more  empowered  to  cope  with 
a variety  of  adverse  health  events  than  patients  who 
are  not  participants.  We  are  not  yet  in  a position  to 
make  a positive  conclusion  on  this  finding. 

Patients  in  both  groups  reported  multiple  risk 
factors  (smoking,  diabetes,  hypertension,  gender, 
family  history,  obesity,  stress,  sedentary  lifestyle, 
and  lipids)  for  cardiovascular  events.  Approxi- 
mately half  of  both  groups  reported  having  six  or 
more  risk  factors  and  one  quarter  of  both  groups 
had  seven. 

Prior  to  exit  interviews,  seven  of  our  control 
patients  expired  during  the  course  of  three  years 
for  a mortality  rate  of  5.6  percent.  Two  of  our  study 
group  expired  prior  to  exit  for  a rate  of  7.4.6  per- 
cent (a  third  study  patient  expired  after  her  exit 
interview).  The  small  size  of  our  study  population 
makes  statistical  significance  of  the  mortality  dif- 
ference unlikely. 

Patients  in  both  groups  were  followed  with  lab 
work.  The  control  group  received  lab  work  at  the 
beginning  and  end  of  the  three  years  of  follow-up. 
Study  patients  were  scheduled  to  received  lab  work 
(lipid  studies,  chemistry  panel)  at  one  month  inter- 
vals for  six  months  post  matriculation  in  the  study 
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and  then  at  nine  and  twelve  months  with  semi-an- 
nual tests  for  years  two  and  three  of  follow-up. 

Study  patients  (Table  3)  showed  average  reduc- 
tion of  total  cholesterol  from  205.8  to  175.3  and 
reduction  of  LDL  from  130.2  to  100.6.  HDL  rose 
from  36.6  to  41 .9  while  triglycerides  fell  from  190. 1 
to  163.3. 

Control  patients  showed  reduction  of  total  cho- 
lesterol from  216.5  to  193.4  and  reduction  of  LDL 
from  126.3  to  100.6  while  raising  HDL  slightly 
from  38.6  to  39.7.  Triglycerides  dropped  from 
209.4  to  182.3.  Patients  in  the  control  group  re- 
ceived their  ‘usual’  treatment  from  their  own  phy- 
sicians without  any  influence  from  the  study 
investigators.  Some  of  these  patients  were  receiv- 
ing lipid-lowering  agents  (including  Simvastatin) 
as  detailed  below  in  Table  4. 

Patients  admitted  to  the  study  were  offered  a 
series  of  ultra-sound  examinations  at  no  cost  to 
them  over  three  years.  The  examination  findings 
were  graded  at  one  of  five  levels  as  follows:  Grade 
0 — no  detectable  plaque  or  stenosis;  Grade  I - 
plaque  deemed  followable  by  US,  no  stenosis; 
Grade  II — Mild  stenosis  <=  30  percent;  Grade  III — 
moderate  stenosis  30-60  percent;  Grade  IV — se- 
vere stenosis  >=  70  percent.  None  of  the  patients 
showed  evidence  of  regression  of  CAS  and  eleven 
of  them  showed  progression  (4 1 percent).  Of  these, 
only  one  showed  bilateral  progression  (one  grade 
level  on  both  sides).  Seven  patients  progressed  one 
grade  level  unilaterally,  while  three  patients  pro- 
gressed two  grades  and  one  patient  progressed  three 
levels.  Two  patients  were  deemed  in  urgent  need 
of  endartarectomy  and  taken  for  surgery. 

Patients  were  asked  to  evaluate  the  lipid  educa- 
tion they  received  using  a Likert-type  scale  with  1 
= excellent  and  5 = poor.  Patients  in  the  study  group 
generally  reported  their  lipid  education  as  ‘very 
good’,  with  an  average  score  of  2.3.  96  percent  of 
study  patients  reported  a score.  In  the  control  group, 
less  than  half  (48.6  percent)  of  patients  reported 
an  opinion  on  lipid  education.  For  those  reporting, 
the  average  score  was  3.15,  between  ‘good’  and 
‘fair’ . 27.8  percent  of  those  reporting  opinions  rated 
their  lipid  education  as  fair  or  poor. 

DISCUSSION 

Several  large  population  studies  have  now  proven 
the  value  of  lipid-lowering  therapy  in  both  random 
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at  risk  populations11'12  and  those  patients  with 
known  CAD.13  Reductions  in  mortality,  event  rate, 
stroke,  and  hospitalization  have  been  well  docu- 
mented, particularly  with  the  “Statin”  class  of  lipid- 
lowering agents. 14  Given  the  small  size  of  our  study 
and  the  well-publicized  worldwide  experience  over 
the  past  five  years,  what  conclusions  can  we  draw? 

First,  we  were  rather  surprised  to  find  that  de- 
spite better  lipid  management  and  control,  our  pa- 
tients experienced  a significant  increase  in  vascular 
event  rates,  particularly  PTCA  and  USA.  Also, 
none  of  our  study  patients  experienced  regression 
of  the  pre-study  carotid  stenosis  as  we  had  hoped. 
In  fact,  41  percent  showed  evidence  of  progress, 
two  to  the  point  of  needing  urgent  endartarectomy. 
From  this  experience,  we  can  only  surmise  that 
carotid  stenosis  appears  to  be  a high  risk  indicator 
of  more  advanced  systemic  atherosclerosis  and  that 
this  at-risk  population  may  deserve  more  aggres- 
sive risk  factor  modification.  Interestingly,  none 
of  our  study  patients  experienced  cerebrovascular 
morbidity  or  mortality  despite  their  increased  risk, 
implying  that  the  Statin  may  have  provided  some 
benefit  even  in  this  high-risk  population. 

Secondly,  we  were  encouraged  to  find  that  our 
study  patients  appeared  to  received  better  overall 
medical  care,  benefiting  from  better  lipid  control, 
and  lower  rates  of  new  onset  diabetes,  hyperten- 
sion, and  depression.  Our  patients  also  tended  to 
score  themselves  higher  on  the  self-rated  health 
scale.  Though  our  numbers  are  small,  we  feel  cer- 
tain that  these  improvements  resulted  from  a con- 
tinued involvement  in  a wellness-type  Cardiac 
Rehab  maintenance  program,  with  it’s  ongoing 
emphasis  on  diet,  exercise,  smoking  cessation,  and 
life-style  modification. 

Thirdly  and  lastly,  we  were  discouraged  to  see 
that  despite  their  known  CAD  and  increased  risk 
less  than  half  of  our  control  population  were  re- 
ceiving any  form  of  lipid-lowering  therapy  at  the 
conclusion  of  the  three  year  follow-up  period  and 
despite  the  wide  publication  of  the  benefits  deriv- 
ing from  long-term  lipid  therapy  and  media  atten- 
tion paid  to  the  Scandinavian  Simvastatin  Survival 
Study  (4S)13  in  1994  and  to  the  West  of  Scotland 
Trial  in  199512,  our  data  also  indicates  under-utili- 
zation of  beta  blockers,  anti-platelet  agents,  and 
anti-oxidant  vitamins  despite  their  proven  benefit. 
The  failure  of  practicing  physicians  to  comply  with 
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the  national  guidelines  in  treating  their  post  AMI 
clearly  represents  “missed  opportunities”  for  pri- 
mary prevention.1415  We  in  Anderson  plan  to  use 
this  data  to  launch  an  education  campaign  among 
our  medical  staff  to  improve  compliance  and  pro- 
vide highest  available  treatment  benefits  to  this 
high-risk  population. 
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The  role  of  carotid  endarterectomy  in  reducing 
stroke  for  patients  with  severe  carotid  stenosis  has 
been  established  as  a cost-effective  method  of  treat- 
ment for  both  symptomatic  and  asymptomatic  pa- 
tients. However,  the  optimum  patient  benefit  can  only 
be  obtained  by  minimizing  the  perioperative  stroke 
risk  and  other  morbidity  following  surgery.  16 
Surgeons  with  American  Board  of  Surgery  Cer- 
tification of  Added  Qualifications  in  vascular  sur- 
gery have  a primary  commitment  to  peripheral 
vascular  surgery  including  carotid  endarterectomy, 
though  all  general,  neurologic,  and  cardiovascular 
surgeons  are  also  supported  by  their  respective 
boards  as  being  adequately  trained  to  perform  ca- 
rotid endarterectomy  without  additional  training. 
While  no  differences  in  the  relative  proficiencies 
of  general,  neurologic,  vascular,  and  cardiovascu- 
lar surgeons  have  been  published,  initial  reports 
of  community  wide  experience  have  suggested  a 
difference  among  surgeons  performing  carotid 
endarterectomy  with  low  case  volume  versus  those 
with  higher  case  volume.8  Subsequently,  a num- 
ber of  studies  have  more  clearly  delineated  this 
difference,  showing  that  inferior  outcomes  appear 
related  to  low  annual  case  volume.910  For  example, 
data  from  Cleveland  in  1988  suggested  a 1.8  per- 
cent incidence  of  in-hospital  stroke  for  higher  vol- 
ume surgeons  (>  five  cases  per  year)compared  with 
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a rate  of  3.4  percent  among  those  performing  less 
than  five  cases  per  year,  nearly  doubling  the  incre- 
mental increased  stroke  risk  for  low  volume  sur- 
geons.9 

Furthermore,  among  institutions  with  low  an- 
nual volumes,  the  30-day  perioperative  stroke/  mor- 
tality rate  is  nearly  three  times  that  seen  in  high 
volume  centers."  This  relationship  has  also  been 
demonstrated  by  a review  of  Medicare  patients  in 
Ohio  with  stroke  rates  ranging  from  2.5  percent  in 
higher  volume  hospitals  to  7.7  percent  among  those 
with  the  lowest  annual  volume.12  Clearly,  mortal- 
ity and  stroke  rates  are  inversely  proportional  to 
experience  for  both  surgeons  and  institutions  for  a 
number  of  complex  reasons,  which  are  beyond  the 
scope  of  this  article. 

While  these  data  should  be  considered,  they 
alone  should  not  discount  the  excellent  outcomes 
that  experienced  and  capable  surgeons  without  vas- 
cular specialty  certification  may  be  able  to  provide. 
Like  any  other  technically  precise  and  demanding 
procedure,  however,  results  of  this  operation  ap- 
pear to  be  associated  with  training  and  case  vol- 
ume. Because  the  margin  of  clinical  benefit  is  so 
dependent  on  perioperative  results,  it  is  incumbent 
on  each  surgeon  and  institution  to  closely  monitor 
these  outcomes. 

The  South  Carolina  Vascular  Surgery  Society 
(SCVSS)  membership  includes  all  board-certified 
vascular  surgeons,  both  in  academic  and  private 
community  practice  in  the  state,  as  well  as  general 
and  cardiothoracic  surgeons  with  a demonstrated 
commitment  to  peripheral  vascular  surgery  in  their 
practice.  Beginning  in  1994,  participating  mem- 
bers of  the  South  Carolina  Vascular  Surgery  Soci- 
ety prospectively  registered  1,652  carotid 
operations  at  14  South  Carolina  hospitals  over  a 
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three-year  interval.  Aggregate  results  for  CEA 
alone  were  independently  audited  and  revealed  a 
low  stroke  rate  of  1.6  percent,  a low  death  rate  of 

0.7  percent,  and  a combined  stroke  and  death  rate 
of  only  2.0  percent.7  Other  minor  perioperative 
complications  such  as  perioperative  bleeding , tran- 
sient ischemic  attack,  and  local  cranial  nerve  dam- 
age raised  the  overall  complication  rate  to  a little 
more  than  14  percent.  Although  these  results  are 
comparable  or  surpass  those  of  other  reports  justi- 
fying operation,  not  all  SCVSS  members  contrib- 
uted cases  to  the  registry.  Furthermore,  addition  of 
cases  performed  by  non-contributing  SCVSS  mem- 
bers still  accounted  for  less  than  one  half  of  all  ca- 
rotid endarterectomies  performed  in  the  state  during 
this  interval. 

This  suggests  a large  proportion  of  the  carotid 
endarterectomies  in  South  Carolina  are  performed 
by  surgeons  who  have  not  achieved  American 
Board  of  Surgery  Added  Qualifications  in  Periph- 
eral Vascular  Surgery.  Unfortunately,  since  com- 
parable outcome  data  for  these  carotid 
endarterectomies  done  by  other  general,  neuro- 
logic, or  cardiovascular  surgeons  who  were  not 
members  of  the  SCVSS  is  not  available,  extrapo- 
lating these  excellent  results  to  the  experience  of 
other  surgeons  throughout  the  state  is  probably 
not  appropriate.  These  results  do,  however,  set  the 
benchmark  by  which  outcomes  for  carotid  endart- 
erectomy in  the  state  can  be  judged. 

A statewide  effort  in  Iowa  to  improve  the  out- 
comes for  carotid  endarterectomy  through  a pro- 
cess of  outcome  measurement,  feedback,  and  peer 
discussion  has  been  successful  in  lowering  com- 
bined stroke/mortality  from  6.5  percent  in  1994  to 
1.8  percent  in  1997/98. 13  This  report  suggests  that 
a confidential,  quality  improvement  approach  for 
both  surgeons  and  institutions  can  have  significant 
benefit  on  achieving  optimal  outcomes  in  carotid 
endarterectomy.  Since  the  margin  of  benefit  with 
this  procedure  is  clear,  but  narrow,  such  opportu- 
nities for  improvement  have  great  merit  and  should 
be  applied  more  widely. 

Recently,  carotid  angioplasty  and  stenting  has 
been  proposed  as  an  alternative  to  carotid  endart- 
erectomy. Yet,  to  date  the  benefits  for  carotid 
angioplasty  and  stenting  are  less  well  delineated. 
Initial  experience  with  carotid  stenting  suggests  a 
several-fold  increase  in  hospital  costs  vis-a-vis 


current  treatment  for  endarterectomy  patients.14  To 
date,  no  clear  clinical  benefit  to  carotid  stenting 
has  been  demonstrated.  Especially  noteworthy  is 
that  the  only  published  randomized  study  of  ca- 
rotid angioplasty/stenting  was  stopped  because  of 
a high  stroke  rate  among  angioplasty  stent  pa- 
tients.15 

Extrapolating  from  angioplasty /stent  experience 
with  other  vessels,  the  potential  (incidence  as  yet 
unknown)  for  problems  with  recurrent  stenosis 
following  carotid  angioplasty/  stenting  is  expected 
to  be  high.  Should  eventual  surgical  intervention 
be  required  after  stenting,  the  complexity  of  such 
surgery  is  likely  to  be  increased. 

In  view  of  the  above  data  and  experience,  the 
members  of  the  South  Carolina  Vascular  Surgery 
Society  support  the  following  points:  1)  outcomes 
following  carotid  endarterectomy  appear  to  be  as- 
sociated with  training  and  case  volume;  2)  ongo- 
ing monitoring  of  individual  and  institution 
outcomes  following  carotid  endarterectomy  are 
essential  to  optimizing  outcomes;  and  3)  limited 
indications  currently  exist  for  carotid  stenting. 

We  would  suggest  the  following  guidelines  for 
performing  carotid  endarterectomy  and  carotid 
angioplasty/ stenting : 

1 .  Hospitals  restrict  new  privileges  for  carotid 
endarterectomy  to  board-certified  surgeons.  All 
surgeons  seeking  initial  privileges  should  submit 
documentation  of  training,  experience,  case  vol- 
ume, and  outcomes  in  accordance  with  developed 
guidelines  for  hospital  privileges  in  vascular  sur- 
gery for  consideration.16  Consideration  should  be 
given  to  achieving  the  designation  by,  or  eligibil- 
ity for,  the  American  Board  of  Surgery  to  have 
Added  Qualifications  in  Vascular  Surgery. 

2.  All  surgeons  performing  carotid  endarter- 
ectomy should  have  their  stroke  rate,  morbidity 
rate,  and  length  of  stay  monitored  on  a minimum 
of  75  operations  according  to  published  guidelines 
for  hospital  privileges  in  vascular  surgery.16  Since 
stroke  rates  may  vary  according  to  indications  for 
surgery,  the  surgeon’s  volume  and  complexity  of 
cases,  the  length  of  stay,  and  overall  complication 
rate  should  all  be  considered  at  the  time  of  re- 
credentialing.  The  benchmark  for  a cumulative 
annual  stroke  rate  for  primary  carotid  endarterec- 
tomy should  be  less  than  six  percent. 

Local  hospital  credentials  committees  should 
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review  requests  for  privileges  and  re-  credentialing 
using  above  benchmark  data.  If  the  hospital  cre- 
dentials committee  feels  surgeon-specific  outcomes 
exceed  these  parameters,  the  surgeon  should  be 
provided  comparative  statewide  and  institution 
outcomes. 

3.  Institutions  should  monitor  their  institution’s 
annual  postoperative  stroke  and  mortality  rate,  es- 
pecially if  performing  less  than  50  procedures  per 
year.  Should  the  combined  rate  of  stroke  and  mor- 
tality exceed  six  percent  per  year,  the  hospital 
should  consider  suspending  performance  of  ca- 
rotid endarterectomy  and  refer  patients  to  a higher 
volume  center  with  acceptable  outcomes  until  a re- 
medial cause  can  be  identified  and  satisfactorily 
corrected. 

4.  Carotid  angioplasty  and  stenting  of  surgically 
accessible  carotid  bifurcation  atherosclerotic  le- 
sions is  experimental  and  should  not  be  performed 
outside  approved  experimental  trials.  Carotid 
angioplasty  and  stenting  of  other  non-bifurcation 
lesions  of  the  great  vessels  should  be  performed 
only  by  providers  and  hospitals  with  a documented 
low  incidence  of  morbidity  following  cerebral  an- 
giography/angioplasty. The  procedure  should  be 
substantiated  by  a concurring  second  opinion  and 
documentation  of  hemodynamic  significance  and / 
or  the  presence  of  appropriate  hemispheric  symp- 
toms. 
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DEPRESSION  COMES  IN  MANY  DISGUISES  TO  THE 
PROVIDERS  OF  PRIMARY  CARE:  RECOGNITION  AND 
MANAGEMENT 

DEAN  SCHUYLER,  M.D.* 


I have  worked  as  a psychiatrist,  functioning  in  an 
adult  primary  care  clinic  for  over  two  years  now.  Here 
are  some  entries  from  my  docket  of  consultations: 

1.  A 40  y/o  single  Caucasian  woman  presented 
with  a chief  complaint  of  headaches,  in  the 
context  of  a twenty-five  year  history  of 
alcohol  abuse.  She  had  been  alcohol-free  for 
six  months.  Her  primary  diagnosis  was  major 
depression. 

2.  A 45  y/o  married  Caucasian  woman  presented 
a lengthy  history  of  abdominal  and  left  leg 
pain,  without  a clear  etiology.  She  had  had  a 
car  accident  three  years  earlier  which  had  left 
her  with  multiple  areas  of  chronic  pain.  Her 
primary  diagnosis  was  major  depression. 

3.  A 38  y/o  married  African-American  man  came 
to  the  clinic  for  a follow-up  appointment  for 
hypertension.  He  told  the  physician  assistant 
about  a month-long  experience  of  disrupted 
sleep.  His  primary  diagnosis  was  major 
depression. 

4.  A 35  y/o  single  African  American  mother  of 
four  children  came  to  the  clinic  complaining 
of  back  pain.  She  was  being  evaluated  for 
thyroid  disease.  She  reported  a weight  loss  of 
twenty  pounds  over  the  past  two  months.  Her 
primary  diagnosis  was  major  depression.  I 
could  go  on  and  discuss  the  woman  recently 
diagnosed  with  diabetes,  the  woman  who  came 
for  a nurse  appointment  for  a blood  pressure 
check,  the  man  with  multiple  musculo-skeletal 
complaints.  But,  I trust  the  point  is  made: 
depression  commonly  presents  itself  in  the 
primary  care  setting  (or  in  the  office  of  any 
physician)  “wearing  the  clothing  appropriate  to 
the  occasion.” 


* Address  correspondence  to  Dr.  Schuyler  at 
MUSC-Psychiatry,  171  Ashley  Ave.,  Charleston, 
SC  29425. 


DIAGNOSIS 

The  depressive  spectrum1  is  broad,  and  encom- 
passes both  normal  and  pathological  parts.  We  have 
all  experienced  sad  moods  or  disappointment,  and 
many  of  us  have  had  “the  blues.”  Many  of  us,  in 
the  context  of  mourning  a personal  loss,  have  ex- 
perienced many  of  the  symptoms  and  signs  we  see 
in  the  depressed  patient.  However,  the  pre-occu- 
pation with  the  loss  is  self-limiting,  and  we  return 
within  a reasonable  time  to  usual  patterns.  It  is  here 
that  the  spectrum  shifts  to  the  pathological  end, 
featuring  acute,  recurrent,  and  chronic  disorders  of 
depression. 

Clinical  depression  is  serious.  It  interferes  with 
functioning  more  than  diabetes,  hypertension  or 
arthritis.2  If  you  follow  a person  who  has  suffered 
a major  depression  to  his  or  her  death,  he  or  she 
dies  fully  15  percent  of  the  time  by  suicide.  A single 
episode  of  depression  is  NOT  the  norm.  Rather, 
the  disorder  is  typically  recurrent.  The  chance  of 
having  a second  episode  is  50-65  percent,  a third 
over  90  percent,  and  a fourth  a virtual  guarantee. 
These  patients  are  high  utilizers  of  medical  care: 
over  13  million  office  visits  per  year,  and  over 
500,000  hospital  admissions. 

Depression  presents  75  percent  of  the  time  in 
the  primary  care  setting,  NOT  in  the  psychiatrist’s 
office.3  It  actually  has  a higher  prevalence  rate  here 
than  hypertension.  Sadly,  surveys3  document  that 
the  diagnosis  is  missed  fully  50  percent  of  the  time. 
Even  when  made,  treatment  (often  with  tranquil- 
izers or  sedatives)  is  inappropriate  to  the  patient’s 
needs.  Half  the  time,  the  depressive  disorder  is  co- 
morbid  with  another  medical  disorder.  Even  when 
primary  and  presenting  alone,  the  depression  may 
manifest  itself  in  the  form  of  physical  (somatic) 
symptoms. 

Why,  then,  is  the  diagnosis  missed?  Often  the 
time  allotted  to  the  patient  does  not  allow  the  phy- 
sician to  properly  consider  the  possibility  of  de- 
pression.4 When  the  patient  is  aware  of  the  limited 
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time,  he  or  she  is  less  likely  to  offer  the  examining 
provider  mood  symptoms  or  psychosocial  stresses. 
The  physician  is  conditioned  by  training  to  pur- 
sue the  somatic  complaints.  In  some  doctors’  train- 
ing, emotional  disorders  are  not  emphasized.  In 
light  of  the  high  prevalence  of  depression  in  medi- 
cal settings,  this  is  no  longer  acceptable. 

The  stigma  affecting  some  patients  that  leads 
to  avoidance  of  acknowledging  depression  (and, 
at  times,  an  unwillingness  to  “accept”  the  diagno- 
sis) afflicts  some  physicians  as  well.  For  some  of 
us,  the  “fallacy  of  good  reasons”5  obscures  the  di- 
agnosis. (“Anyone  in  your  situation  would  be  de- 
pressed.”) To  compound  the  problem,  modern 
reimbursement  agents  may  pay  less  (or  not  at  all) 
for  a patient  with  depression  in  a medical  setting. 
My  profession  bears  some  of  the  responsibility  as 
well.  Internists  have  complained  about  poor  access 
to  psychiatric  care  for  their  patients.  Calls  may  not 
be  returned  in  a timely  manner.  Notes  may  not  be 
sent.  Problems  with  communication  and  coordi- 
nation with  psychiatrists  are  commonly  described. 
Finally,  patients  may  have  realistic  fears  of  either 
employment  or  insurance  consequences  should 
they  acknowledge  a depressive  disorder. 

Fortunately,  there  are  some  optimistic  develop- 
ments. Psychiatry  has  produced  a more  user 
friendly  classification  system.  Good  screening  tests, 


TABLE  1 

DIAGNOSTIC  CRITERIA  FOR  A MAJOR 
DEPRESSIVE  EPISODE  * 

5 of  9 symptoms  present  for  2 weeks,  with  change 
from  usual  functioning. 

1 . sad  mood 

2.  loss  of  usual  pleasures/interests 

3.  weight  loss/gain 

4.  sleep  disruption 

5.  psychomotor  change  (agitation/retardation) 

6.  loss  of  energy/easy  fatiguability 

7.  excessive  guilt 

8.  poor  concentration/indecisiveness 

9.  recurrent  thoughts  of  death  or  suicide 

* American  Psychiatric  Association.  Diagnostic 
and  Statistical  Manual  of  Mental  Disorders,  Fourth 
Edition.  Washington,  D.C.:  APA,  1994. 


TABLE  2 

DIAGNOSTIC  CRITERIA  FOR  MANIA* 

4 of  7 symptoms  lasting  at  least  one  week 

1 . elevated  or  irritable  mood,  lasting  one  week 

2.  Inflated  self-esteem  or  grandiosity 

3.  Decreased  need  for  sleep 

4.  Pressured  speech 

5.  Flight  of  ideas  or  racing  thoughts 

6.  Easily  distracted 

7.  Excess  involvement  in  pleasurable  activities 
with  painful  consequences 

*APA.  Diagnostic  and  Statistical  Manual  of  Mental 
Disorders,  Fourth  Edition.  Washington.  D.C.:  APA, 
1994. 


easily  adaptable  to  the  medical  setting,  are  avail- 
able. Newer  anti-depressant  medications  are  safer 
and  easier  to  prescribe.  There  is  a trend  toward  the 
employment  of  a psychiatrist  within  the  primary 
care  clinic,  obviating  the  necessity  for  distant  re- 
ferrals, and  facilitating  communication.6 

The  diagnostic  criteria  for  a major  depressive 
episode  are  presented  in  Table  1 . 

Although  sad  mood  would  seem  to  be  a neces- 
sary condition,  in  some  “masked”  depressions,  it 
is  NOT  present.  Here,  the  more  subtle  loss  of  usual 
interests  and  pleasures  is  the  defining  change.  Com- 
mon somatic  symptoms  of  depression  include 
changes  in  sleep,  weight,  energy  and  fatigue,  along 
with  complaints  of  psychomotor  agitation  or  slow- 
ing. 

The  identification  of  symptoms  of  depression 
does  not  always  herald  the  presence  of  a full  syn- 
drome of  major  depression.  So  called  “sub-syn- 
dromes” may  precede  the  onset  of  an  episode,  or 
represent  the  residual  of  an  earlier  episode.  The 
chronic  form  of  depression  currently  recognized 
(“dysthymia”)  is  itself  a sub-syndrome:  a chronic 
(at  least  two  years),  moderate  form  of  depressive 
illness  that  seems  incorporated  in  the  personality 
itself.  As  noted  earlier,  bereavement  reactions  rep- 
licate many  of  the  symptoms  and  signs  of  an  acute 
depressive  episode.  Here  the  precipitant  is  the  death 
of  a loved  one,  and  typically,  bereavement  is  a self- 
limited phenomenon.  When  an  event  of  similar 
magnitude  (but  not  a death)  occurs  in  a person’s 
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life,  the  adjustment  reaction  that  follows  (and  re- 
mits when  a solution  is  found)  may  feature  a de- 
pressed mood. 

The  typical  patient,  therefore,  may  experience 
recurrent  episodes  of  (unipolar)  depression.  A 
smaller  percentage  of  the  depressed  population  may 
have  periods  of  mania  or  hypomania  intermixed 
with  their  depressive  episodes.  These  (bipolar)  dis- 
orders have  been  called  manic-depressive  illness. 
The  criteria  for  diagnosing  mania  are  presented  in 
Table  2. 

Hypomania  is  typically  brief  and  presents  as  a 
mild  form  of  mania.  Mood  is  elevated.  There  is  a 
decreased  need  for  sleep.  The  person  may  be  more 
talkative  than  usual,  and  typically  is  capable  of 
greater  creativity.  He  or  she  may  be  aware  of 
thoughts  “that  are  racing.”  By  definition  this  con- 
dition does  not  produce  marked  impairment.  In 
some  patients,  depressive  episodes  alternate  with 
these  hypomanic  periods.  This  sub-syndromic  dis- 
order is  on  the  bipolar  spectrum  and  is  classified 
Bipolar  II  Disorder. 

A second  sub-syndrome  on  the  bipolar  spectrum 
is  Cyclothymia.  The  personality  of  these  patients 
seems  to  be  dominated  by  periods  of  mild  hypo- 
mania and  mild  depression.  There  is  no  history  of 
major  depression  or  mania.  These,  too,  are  often 
high  functioning  individuals  with  the  benefit  of 
more  energy,  less  sleep  and  more  motivation  dur- 
ing hypomanic  times,  and  markedly  less  of  each 
during  the  mild  depressed  times.  About  30  percent 
will  go  on  to  full  syndrome  Bipolar  Disorder. 

In  the  primary  care  setting,  major  depression 
shows  its  face  in  disguise,  with  some  presentations 
more  commonly  observed  than  others.  Table  3 lists 
some  frequent  ways  depression  presents  somati- 
cally. 

The  take  home  message  here  is  to  consider  de- 


TABLE 3 

PRESENTATIONS  OF  DEPRESSION  IN 
PRIMARY  CARE 

1.  Sleep  disorder 

2.  Headache,  abdominal  pain,  chest  pain 

3.  G.I.  upset 

4.  Fatigue 

5.  Weight  loss 

6.  Pre-menstrual  changes 


TABLE  4 

PSYCHIATRIC  CO-MORBIDITIES  WITH 
DEPRESSION 

1 . Anxiety  disorders 

2.  Somatoform  disorders 

3.  Schizophrenia 

4.  Substance  abuse 

5.  Dementia 

6.  Tobacco  abuse 

7.  Eating  disorders 


pression  among  your  diagnoses  when  investigat- 
ing these  complaints.  Asking  questions  to  elicit  the 
typical  changes  seen  in  a depressive  episode  may 
save  both  time  and  finances  in  focusing  the  evalu- 
ation. 

A second  source  of  confusion  for  the  health  care 
provider  is  the  frequency  with  which  depression 
occurs  co-morbid  with  other  emotional  or  physi- 
cal illnesses.  Unfortunately  for  the  principle  of 
parsimony,  the  presence  of  anxiety  does  not  rule 
out  depression.  In  fact,  often  anxiety  and  depres- 
sion present  together  as  mood  symptoms,  and  also 
as  syndromes.  The  patient  with  sad  mood  and  lost 
pleasures  typically  complains  of  increased  nervous- 
ness as  well.  Patients  with  acute  depression  may 
have  a history  of,  or  concurrent  symptoms  of,  panic 
disorder.  In  addition,  the  depressed  patient  may 
have  post-traumatic  stress  disorder  (PTSD),  obses- 
sive-compulsive disorder  (OCD),  or  social  phobia. 
A list  of  some  common  psychiatric  co-morbidi- 
ties with  depression  is  presented  in  Table  4. 

Not  surprisingly,  depression  co-occurs  with 
some  serious  medical  illnesses.  Our  clinic  is  cur- 
rently studying  the  links  between  depression,  dia- 
betes and  poor  patient  self-management,  For  some 
cancer  patients,  fatigue  and  anorexia  (two  common 
depressive  symptoms)  may  be  inherent  to  the  dis- 
ease, or  may  be  side  effects  of  treatment  (chemo- 
therapy or  radiation).  Nevertheless,  there  is  a 
reported  13  percent  prevalence  of  major  depres- 
sion in  patients  with  cancer.7  There  is  an  even  higher 
rate  of  depression  in  cardiac  patients,  within  six  to 
twelve  months  of  myocardial  infarction  (20-30 
percent).  In  Parkinson’s  Disease,  cognitive  and  mo- 
tor slowing  are  usually  inherent  to  the  disease. 
However,  the  incidence  of  diagnosed  depression 
is  extremely  high  (30-90  percent,  depending  upon 
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the  study)  Similar  findings  exist  for  stroke  (esti- 
mates range  from  45-48  percent).  The  so-called 
“depression-spectrum  diseases”1 2 3 4 5 6  are  commonly  en- 
countered in  medical  practice.  They  include  chronic 
fatigue  syndrome,  fibromyalgia,  and  body 
dysmorphic  disorder.  Each  of  these  disorders  has 
a high  co-morbidity  with  major  depression.  As  we 
currently  understand  each  one,  none  is  a form  of 
depression,  but  rather  each  is  a separate  disease 
entity  unto  itself.  Tricyclic  anti-depressant  drugs 
may  be  helpful  in  the  management  of  the  first  two 
conditions;  selective  serotonin  re-uptake  inhibitors 
may  be  indicated  for  the  third. 

In  patients  of  any  age,  medications  may  CAUSE 
depression.  This  becomes  a most  significant  issue 
in  the  management  of  the  elderly  patient,  when 
multiple  drugs  may  treat  multiple  problems.  Table 
5 lists  the  drug  classes  that  are  the  most  common 
culprits. 

In  fact,  depression  poses  special  problems  in  the 
elderly  population.  The  rate  of  depression  in  nurs- 
ing homes  is  high  (15-25  percent).  The  suicide  rate 
in  the  elderly  (26/100,000)  is  double  that  seen  in 
the  general  population.7  In  this  group,  the  stigma 
that  interferes  with  talking  about  depression  to  a 
physician  persists.  The  doctor  is,  therefore,  even 
less  likely  to  hear  reports  of  mood  symptoms  in 
his  or  her  depressed  patients.  The  “justifiability” 
issue  rears  its  head  again,  as  some  physicians  (like 
many  citizens)  believe  that  it  is  “normal”  to  be- 
come depressed  as  we  age.  In  the  so-called  “old- 
old,”  answers  to  questions  may  become  unreliable 
or  impossible,  and  the  physician  may  have  to  rely 
on  observed  behavior  by  others  to  catalogue  physi- 
cal symptoms  or  cognitive  changes  of  depression. 

There  are  a variety  of  rating  scale  instruments 
to  aid  the  clinician  in  diagnosing  depression.  The 
Beck  Depression  Inventory,  the  Zung  Scale,  and 

TABLE  5 

MEDICATIONS  THAT  MAY  CAUSE 
DEPRESSION 

1 . Anti-hypertensives 

2.  Anti-convulsants 

3.  Beta  blockers 

4.  Steroids 

5.  Cancer  chemotherapy  agents 

6.  L-dopa 

7.  Benzodiazepines 


TABLE  6 

ANTI-DEPRESSANT  OPTIONS 

1.  SSRIs 

Prozac,  Zoloft.  Paxil,  Celexa 

2.  Newer  Drugs 
Remiron,  Effexor,  Serzone 

3.  Older,  but  still  useful  drugs 
Wellbutrin,  Pamelor,  Norpramin 


the  PRIME-MD  scale  each  require  subjective  rat- 
ings. They  can  be  completed  in  a waiting  room 
setting,  thus  giving  the  provider  an  assessment  re- 
garding the  presence  of  a disorder  even  before  he 
or  she  interviews  the  patient.  The  search  for  an 
objective  laboratory  indicator  of  clinical  depres- 
sion has  been  underway  for  quite  a while.  To  date, 
however,  no  consistent  biological  marker  has  been 
found.  Candidates  have  included:  The 

Dexamethazone  Suppression  Test  (DST),  The  TRH 
Test,  and  the  sleep  measure  of  REM-latency. 

MANAGEMENT 

There  are  a number  of  good  options  for  the  treat- 
ment of  a depressive  episode.  The  treatment  of 
symptomatic  insomnia  with  a sedative  is  NOT 
among  them.  Neither  is  the  treatment  of  nervous- 
ness accompanying  depression  solely  with  a tran- 
quilizer. Today,  depression  can  be  treated  with  a 
number  of  anti-depressant  drugs  and  brief  psycho- 
therapy. The  options  for  the  initiation  of  drug 
therapy  are  listed  within  their  drug  classes  in  Table 
6. 

In  the  patient  with  an  initial  episode  of  depres- 
sion, or  one  with  recurrent  depression  who  has 
never  been  treated  with  medication,  therapy  can 
begin  with  an  SSRI.  In  a primary  care  clinic  such 
as  ours,  the  modal  patient  has  often  been  depressed 
and  treated  before.  At  times,  these  trials  have  been 
with  an  adequate  dose  of  medication  for  an  ad- 
equate period  of  time.  Since  not  all  patients  will 
respond  to  the  same  drug,  there  is  a clinical  need 
for  a variety  of  choices.  In  our  clinic,  we  have  a 
substantial  problem  with  compliance,  and  our  high 
volume  of  visits  does  not  allow  us  to  schedule  re- 
turns as  often  as  we’d  like.  As  a result,  a drug  in 
which  the  initiating  dose  and  the  usual  treatment 
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JULY 


Monday  - Thursday  July  10-13,  2000 

Sea  Island,  GA:  The  Cloister 

Obstetrics  and  Gynecology 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Ob/gyn,  family  practice, 
internal  medicine 

CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  18.0  hours,  AMA  Category  1 

Friday  - Sunday  July  14-16,  2000 

Myrtle  Beach,  SC:  Embassy  Suites  - Kingston 
Plantation 

SCAFP  Family  Practice  Weekend 
SPONSOR:  South  Carolina  Academy  of  Family 
Physicians 

TARGET  AUDIENCE:  Family  physicians,  nurse 
practictioners,  physician  assistants 
TUITION:  $185  SCAFP  member,  $215  nonmember 
CONTACT:  (864)  984-7237 
CREDITS:  14  AAFP  prescribed  hours 

Monday  - Thursday  July  17-20,  2000 

St.  Simons  Island,  GA:  The  King  and  Prince 
Beach  Resort 

Pediatric  Update  2000 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Pediatricians,  family 
physicians,  internists 


CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  14  hours,  AMA  Category  1 

AUGUST 


Thursday  - Sunday  August  3-6,  2000 

Hilton  Head  Island,  SC:  The  Hilton  Resort 

South  Carolina  Chapter  of  the  American  Academy 
of  Pediatrics  Annual  Meeting 
SPONSOR:  South  Carolina  Medical  Association 
TARGET  AUDIENCE:  Pediatricians 
CONTACT:  Debbie  Shealy;  ext.  223,  (803)  798- 
6207  or  (800)  327-1021 
CREDITS:  7.25  hours,  AMA  Category  1 

Friday  - Sunday  August  4-6,  2000 

Hilton  Head,  SC:  Crowne  Plaza  Resort 

South  Carolina  Society  of  Anesthesiologists  Bi- 
Annual  Meeting 

SPONSOR:  South  Carolina  Medical  Association 
TARGET  AUDIENCE:  Anesthesiologists 
CONTACT:  Heather  Black;  ext.  242,  (803)  798- 
6207  or  (800)  327-1021 
CREDITS:  5.50  hours,  AMA  Category  1 

Thursday  - Saturday  August  10-12,  2000 

Sea  Island,  GA:  The  Cloister 

Seizures,  Spells,  and  Shakes:  Neurology  for  the 
Non-Neurologist 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 


TARGET  AUDIENCE:  Family  physicians, 
internists,  neurologists,  psychiatrists 
CONTACT:  Division  of  Continuing  Education; 

;706)  721-3967  or  (800)  221-6437 
CREDITS:  15  hours,  AMA  Category  1 

Sunday  - Friday  * August  13-18,  2000 
Sea  Island,  GA:  The  Cloister 

Critical  Care  Medicine 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Emergency  medicine, 
family  practice,  internal  medicine 
CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  22  hours,  AMA  Category  1 

Friday  - Tuesday  August  18-22,  2000 

Sea  Island,  GA:  The  Cloister 

Sleep  Disorders 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Internists,  family 
physicians,  neurologists,  psychiatrists 
CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  20  hours,  AMA  Category  1 

SEPTEMBER 


Friday  - Sunday  September  8-10,  2000 

Asheville,  NC:  The  Grove  Park  Inn 

South  Carolina  Society  of  Pathologists  Annual 
Meeting 

SPONSOR:  South  Carolina  Medical  Association 
TARGET  AUDIENCE:  Pathologists 
FACULTY:  David  G.  Bostwick,  MD 
CONTACT:  Debbie  Shealy;  ext.  223,  (803)  798- 
6207  or  (800)  327-1021 
CREDITS:  3 hours,  AMA  Category  1 

Friday  - Saturday  September  15-16,  2000 

Charleston,  SC:  MUSC  - Gazes  Auditorium 

Issues  in  Medical  Ethics:  Thomas  A.  Pitts 
Lectureship  ‘Power  Over  Information,  Power  to 
Decide:  Paternalism  and  Autonomy  in  Health  • 
Care” 

SPONSOR:  Medical  University  of  South  Carolina 
TARGET  AUDIENCE:  Physicians,  nurses, 
administrators,  counselors,  students 


FACULTY:  Guest  and  MUSC  Faculty 
TUITION:  $195 

CONTACT:  Jason  Arnold,  JD,  MPH;  (843)  792- 
5278 

CREDITS:  10  hours,  AMA  Category  1 

Saturday  September  23,  2000 

Columbia,  SC:  Embassy  Suites  Hotel 

l(fh  Annual  Cardiology  Symposium 
SPONSOR:  USC  School  of  Medicine  - Palmetto 
Richland  Memorial  Hospital  CME  Organization 
DESCRIPTION:  Update  on  issues  in  cardiology 
TARGET  AUDIENCE:  Primary  care  physicians, 
cardiologists 

CONTACT:  Steven  Hasterok;  (803)  434-4211 
CREDITS:  7.25  hours,  AMA  Category  1 

Monday  - Saturday  September  25-30,  2000 
Charleston,  SC:  Charleston  Convention  Center - 
Embassy  Suites  Hotel 

9th  Annual  Intensive  Review  of  Emergency  Medicine 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  Updates  in  all  areas  of  Emergency 
Medicine 

TARGET  AUDIENCE:  Emergency  physicians 
FACULTY:  Guest  and  MUSC  Faculty 
TUITION:  $795 

CONTACT:  Odessa  Ussery;  (843)  876-1925 
CREDITS:  44  hours,  AMA  Category  1 
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TABLE  7 

SSRI  SIDE  EFFECTS 

50%  of  patients  have  none 

1 . Gastro-intestinal 

2.  CNS  stimulation 

3.  Headache,  sweating,  lethargy 

4.  Sexual  dysfunction 


dose  are  the  same  offers  us  a considerable  advan- 
tage. Among  the  SSRIs,  this  is  the  case  with 
paroxetine  (Paxil)  and  fluoxetine  (Prozac).  For  each 
of  these  drugs,  the  usual  starting  and  finishing  doses 
are  20  mg.  per  day.  Paxil  may  be  sedating,  and  is 
often  prescribed  at  bedtime;  Prozac  may  be  acti- 
vating, and  is  often  prescribed  in  the  morning.  The 
newest  SSRI,  citalopram  (Celexa)  is  also  started 
at  20  mg.  Here  the  final  dose  may  be  raised  in  one 
step  to  40  mg.,  if  no  response  occurs  within  three 
to  four  weeks  of  initiating  treatment. 

Among  the  newer  drugs,  mirtazepine  (Remeron) 
has  a similar  two  step  prescription.  It  starts  at  15 
mg.  and  finishes  at  30  mg.  An  older  anti-depres- 
sant called  bupropion  (Wellbutrin)  is  well  adapted 
to  primary  care  use  in  settings  like  ours.  It  is  initi- 
ated at  100  mg.  (use  the  sustained  release  tablet) 
twice  daily.  At  the  next  visit,  it  is  increased  to  150 
mg.  twice  daily,  for  a final  dose  of  300  mg.  per 
day.  Sertraline  (Zoloft)  is  titrated  from  25  or  50 
mg.  to  a final  dose  of  100-200  mg.  taken  once  daily, 
according  to  an  individual’s  response.  (The  aver- 
age treating  dose  is  140  mg.  per  day.)  Dose  in- 
creases are  typically  made  weekly.  In  a similar 
fashion,  venlafaxine  (Effexor)  is  titrated  from  37.5 
mg.  to  225  mg.  per  day;  nefazodone  (Serzone)  is 
prescribed  from  50  mg.  to  400  mg.  per  day. 

It  is  a reasonable  expectation  that  depressive 
symptoms  will  exhibit  some  response  during  three 
to  six  weeks  of  treatment.  (Some  patients  may  re- 
quire six  to  twelve  weeks.)  60-75  percent  of  pa- 
tients ordinarily  respond  to  an  adequate  trial  of  the 
first  drug  prescribed.  After  six  weeks  have  elapsed 
without  change,  a second  trial  may  begin  after  a 
taper  of  the  first  drug.  There  has  been  a traditional 
concern  with  older  anti-depressant  drugs  about 
overdose.  Unlike  the  tricyclic  medications,  the 
SSRIs  are  relatively  safe  in  overdose.  In  addition, 
about  50  percent  of  patients  treated  with  SSRIs 


have  no  significant  side  effects.  Those  that  do  oc- 
cur at  this  reduced  frequency  are  listed  in  Table  7. 

Keeping  in  mind  my  earlier  statements  about 
clinic  volume  and  appointments  for  a return  visit, 
I aim  for  a two  week  return  for  most  patients  in 
whom  drug  therapy  is  initiated.  This  visit  is  antici- 
pated to  be  brief,  to  check  upon  compliance,  moni- 
tor for  side  effects,  and  reinforce  the  expectation 
that  relief  is  likely  still  two  weeks  away.  The  next 
appointment  is  again  in  two  weeks.  Now,  I look 
for  signs  of  response,  check  for  compliance  and 
side  effects,  and  typically  renew  the  drug  prescrip- 
tion. If  drug  response  is  evident,  a return  visit  is 
planned  for  one  month.  At  that  time,  I monitor  re- 
sponse and  plan  follow-up.  If  a second  drug  trial  is 
indicated,  it  usually  begins  at  week  six  to  eight. 

In  our  clinic,  where  depression  is  typically  co- 
morbid  with  other  longitudinal  illnesses,  most  of 
our  patients  take  several  medications.  The  cyto- 
chrome P 450  enzyme  system  in  the  liver  metabo- 
lizes many  drugs,  including  the  anti-depressants. 
It  is  a wise  course  to  learn  the  common  drug  inter- 
actions, and  prescribe  accordingly.  Coumadin, 
digoxin,  the  tricyclic  anti-depressants  and  other 
drugs  all  compete  with  the  SSRIs  for  the  same  en- 
zyme systems. 

The  treatment  of  a depressive  episode  typically 
involves  the  prescription  of  brief  psychotherapy, 
in  addition  to  a drug.  Who,  among  the  depressed, 
benefit  most  from  this  aspect  of  the  treatment?  First, 
select  those  with  prominent  psychosocial  problems. 
Next,  the  person  who  is  “psychologically  minded” 
(can  think  in  terms  of  concepts;  can  problem-solve) 
will  do  best.  Finally,  a patient  who  asks  for  or 
readily  accepts  referral  to  a psychotherapist  is  likely 
to  do  well  because  of  his  or  her  motivation. 

Psychotherapy  is  an  all-inclusive  term,  and  in- 
cludes treatments  delivered  by  therapists  whose 
focus  and  methods  vary  over  a wide  range.  Who 
will  serve  your  patient  best?  It  has  been  found  that 
cognitive-behavioral  or  inter-personal  psycho- 
therapy is  best  suited  to  the  needs  of  the  depressed 
patient.8  Although  there  are  several  models  em- 
ployed, the  format  for  this  kind  of  therapy  is  easy 
to  define.  Expect  your  patient  to  attend  from  one 
to  ten  hour-long  sessions.  Expect  your  patient  to 
go  about  one  time  per  week.  The  therapy  will  likely 
be  individual,  but  for  some  people  and  problems, 
a group  format  also  works  well.  Typically,  the  con- 
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versations  will  be  oriented  to  the  present,  not  the 
past.  They  will  be  dialogues,  not  monologues.  If 
done  well,  they  will  be  focused,  not  meandering. 
It  is  worthwhile  for  you  to  identify  some  psychia- 
trists to  work  with,  just  as  you  do  physicians  in 
other  specialties.  This  will  aid  in  communication 
and  coordination.  It  will  allow  you,  after  a while, 
to  prepare  your  patient  to  make  maximal  gains  from 
the  referral,  as  well  as  to  answer  his  or  her  ques- 
tions. 

Another  form  of  intervention,  unnecessary  in 
the  patient  responsive  to  one  or  two  drug  trials,  is 
the  recommendation  for  consultation  or  specialty 
treatment.  Who  will  you  refer?  Unless  you  have 
special  training  or  interest,  the  patient  you  suspect 
or  diagnose  as  bipolar  is  often  better  managed  by  a 
psychiatrist.  Typically,  a mood  stabilizer  (lithium 
carbonate,  valproic  acid,  carbamazepine)  will  be 
prescribed,  along  with  other  medications,  and  psy- 
chotherapy will  help  the  patient  adapt  to  the  de- 
mands of  the  illness.  Hospitalization  may  be 
required  along  the  course,  and  this  referral  allows 
for  continuity  of  care. 

When  one  of  the  major  psychiatric  co-morbidi- 
ties with  depression  is  present,  think  of  referral  for 
specialty  treatment  as  well.  This  includes  depressed 
patients  who  also  have  schizophrenia,  substance 
abuse,  the  patient  with  a co-morbid  eating  disor- 
der, the  demented  patient,  and  the  combination  of 
an  anxiety  and  a depressive  syndrome.  It  is  useful 
to  obtain  psychiatric  consultation,  and  then  work 
in  coordination  with  a psychiatrist  in  those  cases 
of  Depression  Spectrum  disorders.  Finally,  the 
treatment-resistant  depressions  merit  at  least  a con- 
sultation, or  usually  referral  for  specialty  treatment. 
A consideration  here  is  electro-convulsive  therapy, 
particularly  when  it  is  offered  by  an  experienced 
clinician.  When  your  depressed  patient  is  in  immi- 
nent danger  of  harming  him  or  herself  or  someone 
else,  there  is  a requirement  for  inpatient  treatment. 
Referral  to  a psychiatrist  with  hospital  privileges 
is  appropriate  in  such  cases. 

PAYBACK 

The  practice  of  medicine  has  its  attendant  gratifi- 
cations, but  much  of  the  work  is  often  inadequately 
acknowledged.  In  identifying  and  managing  de- 
pression, there  is  the  opportunity  to  make  a real 
difference  in  the  life  of  the  patient  and  his  or  her 


family.  With  acute  episodes,  there  is  the  joy  of  re- 
covery. Although  often  recurrent  or  chronic,  de- 
pression still  compares  favorably  to  the  many 
disorders  you  manage,  but  never  cure.  For  the  pa- 
tient you  can  treat  with  consultation,  but  not  refer- 
ral, there  is  the  value  of  continuity  of  care,  so  often 
underappreciated  in  an  era  of  managed  care.  Fi- 
nally, successful  treatment  of  depression  will  re- 
sult in  a substantial  savings  in  medical  utilization 
and  cost. 

I would  encourage  you  to  “see  through'' 
depression’s  disguises,  experience  the  joys  of  suc- 
cessful treatment,  and  then  teach  this  to  “your 
young.”  The  next  generation  of  physicians  is  likely 
to  bear  the  burden  and  share  the  satisfaction  of  pro- 
viding care  to  the  patient  with  depression  in  pri- 
mary care. 

SUMMARY 

Depression  is  encountered  frequently  in  the  pri- 
mary care  setting.  Its  appearance  is  dominated  by 
the  physical  symptoms  of  the  syndrome.  This  fac- 
tor, when  combined  with  the  residual  stigma  that 
mitigates  against  acceptance  of  the  diagnosis,  prob- 
ably accounts  for  how  often  the  diagnosis  is  missed. 
The  depressive  illnesses  are  serious,  disrupting 
occupational  and  social  functioning  to  a signifi- 
cant degree.  They  are  life-threatening  for  some  in 
the  short-term,  but  for  many  more  over  a lifetime, 
as  depression  is  more  often  recurrent  or  chronic 
than  a one  time  experience. 

With  a psychiatric  nomenclature  now  available 
that  is  user-friendly,  screening  tests  that  are  avail- 
able and  easy  to  administer,  and  treatments  that 
are  successful,  it  is  important  that  the  physician 
learn  to  recognize  and  manage  this  common  set 
of  problems.  Depression  is  typically  co-morbid 
with  serious  medical  illness,  and  often  co-morbid 
with  complicating  emotional  disorders.  It  may  ap- 
pear in  a form  that  takes  a bipolar  course,  includ- 
ing episodes  of  mania  and  hypomania.  The 
physician  in  practice  must  decide  which  patients 
with  depression  he  or  she  will  treat,  and  who  to 
refer  for  specialty  care. 

The  SSRI  anti-depressants  are  usually  the  front- 
line treatment  of  choice.  Bipolar,  treatment-resis- 
tant, and  difficult  patients  with  co-morbid 
psychiatric  illnesses  should  be  referred  to  psychia- 
trists. It  is  valuable  for  the  physician  to  have  psy- 
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chiatrists  he  or  she  knows  to  facilitate  consulta- 
tion, communication  and  coordination.  The  value 
of  brief  psychotherapy  in  the  treatment  of  a de- 
pressive episode  underlines  the  need  for  a psychia- 
trist with  whom  the  physician  can  work 
collaboratively. 

The  depressed  patient  presents  the  physician 
with  a situation  in  which  he  or  she  can  make  a posi- 
tive difference  in  the  life  of  a person  and  his  or  her 
family.  The  need  to  model  and  teach  the  treatment 
of  depression  in  primary  care  is  evident,  with  the 
likelihood  that  this  will  be  the  arena  in  which  these 
patients  will  continue  to  receive  care. 
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Y2K.4.  VIRTUES  AND  VALUES 

The  philosopher’s  school,  sirs,  is  a physician’s  consulting-room. 

— Epictetus 

For  the  first  time  in  medical  history,  self-interest  has  been  given  legal  and  moral  legitimation  and  profit 
has  been  turned  into  a professional  virtue.  These  trends  are  making  the  physician  into  a businessperson, 
an  entrepreneur,  a proletarian,  a gatekeeper,  and  a bureaucrat.  Never  has  there  been  more  confusion 
about  who  and  what  it  is  to  be  a physician. 

— Edmund  D.  Pellegrino  and  David  C.  Thomasma1 


To  resume  our  meditations  on  medicine  in  the 
new  millennium,  will  the  profession  survive  as  we 
have  known  it?  I’m  optimistic  that  the  medical  pro- 
fession can  and  will  survive,  indeed  that  it  will  soon 
be  stronger  than  ever.  However,  this  will  require 
collective  action  and  a renewed  sense  of  identity. 
What  is  missing,  what  needs  to  be  restored,  is  agree- 
ment on  a common  set  of  principles.  Call  it  what 
you  will:  code,  credo,  manifesto,  or — better  still 
but  use  it  carefully  and  advisedly — virtue. 

The  jeremiad  of  the  recently-retired  that  “I  en- 
tered a profession  and  I left  a business”  is  hardly 
new.  People  in  many  walks  of  life  have  been  say- 
ing this  for  centuries.  What  is  new  for  medicine  in 
the  United  States  is  the  massive  infusion  of  third- 
party  payment  systems  and  large-scale  bureaucra- 
cies. Yet  what  is  also  new,  I submit,  is  a small  but 
definite  groundswell  of  enthusiasm  for  returning 
to  certain  basic  principles  or  virtues. 

There  is,  to  be  sure,  a widespread  opinion  that 
virtue  is  an  outmoded  concept  in  today’s  society. 
The  philosopher  Alasdair  McIntyre  suggests  that 
we’ve  made  the  virtues  obsolete,  that  we’ve  lost 
our  concept  of  morality,  and  that  we  would  do  well 
to  focus  on  duties,  goals,  or  rights  rather  than  vir- 
tues.2 Physicians,  attorneys,  businesspeople,  and 
just  about  everyone  else  can  easily  argue  that  vir- 
tues and  ethics  are  fine  in  theory  but  impossible  to 
follow  in  a competitive,  free-market,  and  highly 
bureaucratic  society.  Yet  there  are  sure  signs  that 
people  are  thinking  seriously  about  virtue  again. 
Although  perhaps  not  by  that  name. 


“Virtue”  generally  means  “moral  excellence  or 
righteousness,”  but  it  is  a highly-charged  word  to 
be  used  hesitantly  if  at  all  in  everyday  conversa- 
tion. Originally  derived  from  the  Latin  virtus,  which 
meant  “manliness”  or  “valor,”  the  meaning  of  vir- 
tue has  mutated  over  time  and  indeed  there  is  a 
massive  body  of  literature  known  as  virtue  theory. 
Pellegrino  and  Thomasma  divide  the  history  of 
virtue  into  four  periods: 

• The  classical-medieval  period,  during  which  vir- 
tue was  central  to  all  moral  philosophies 

• The  post-medieval  and  modern  period,  during 
other  systems  of  moral  philosophies  emerged  with 
the  result  that  virtue,  although  still  important,  was 
reshaped 

• The  positivist-analytical  period,  during  which 
both  ethics  and  also  traditional  normative  (rule- 
based)  ethics  declined;  and 

• The  present,  in  which  efforts  are  being  made  to 
resuscitate  virtue  as  a basis  for  behavior. 

Let  us  briefly  review  some  highlights  of  this  check- 
ered history  (Table  1). 

Certain  pre-Socratic  philosophers  known  as 
Sophists  spoke  of  arete  necessary  for  worldly  suc- 
cess and  claimed  that  they  could  teach  it.  Arete  had 
many  nuances;  it  could  mean  virtue  as  a moral  con- 
cept but  could  also  mean  excellence  in  anything, 
manliness,  fame,  success,  or  even  divine  power. 
Plato,  in  the  Republic  and  elsewhere,  had  a great 
deal  to  say  about  the  virtues  of  which  he  recog- 
nized four:  wisdom  (prudence),  temperance,  jus- 
tice, and  courage  (fortitude). 
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Aristotle  equated  virtue  with  character  and,  like 
the  sophists,  held  that  virtue  can  indeed  be  taught 
in  the  sense  that  it  is  a habit  that  can  be  developed 
with  practice.  All  of  the  Greek  philosophers  and 
writers,  dating  back  to  Homer,  tended  to  view  the 
virtues  as  a set  of  qualities  that  help  the  individual 
discharge  his  or  her  role  in  society.  Their  virtues 
are  sometimes  called  “masculine”  as  they  promote 
such  heroic  ideals  as  courage  and  patriotism. 

Enter  Christianity.  St.  Paul  (1  Corinthians  13:13) 
spoke  of  faith,  hope,  and  love  (or  charity) — vir- 
tues that  are  sometimes  called  “feminine,”  promot- 
ing the  gentler  side  of  humanity.  Compassion  as  a 
virtue  was  embraced  by  the  later  Stoic  philoso- 
phers, who  influenced  one  Scribonius  Largus,  a 
Roman  of  the  first  century  A.D.  (or  C.E.)  who  may 
have  been  a physician.  Scribonius  vigorously  pro- 
moted a then-obscure  document  now  known  as  the 
Hippocratic  Oath;  he  was  possibly  the  first  to  call 
medicine  a profession  as  opposed  to  a trade;  and 
he  insisted  that  medicine  required  not  only  techni- 
cal competence  but  also  sympathy  (i misericordia ) 
and  humane  feeling  ( humanitas)?A  Combining  love 
of  humanity  (philanthropic ) with  love  of  technol- 
ogy (philotechnia ) became  firmly-entrenched  in 
medicine’s  self-image. 

Later  philosophers  affirmed  the  concept  of  two 
complimentary  sets  of  virtues.  William  of  Auxerre 
(11507-1231)  was  apparently  the  first  to  call  St. 
Paul’s  virtues  (faith,  hope,  and  love)  the  “theologi- 
cal virtues”  and  Plato’s  virtues  (wisdom,  temper- 
ance, justice,  and  courage)  the  “cardinal  virtues.” 
Thomas  Aquinas  proposed  that  the  cardinal  virtues 
are  mental  habits  that  can  be  acquired  by  acting 
repeatedly  in  the  same  way  (habitus  aquisitus ) 
while  the  theological  virtues  are  acquired  by  grace 
(habitus  infusus).  Aquinas  held  love  (or  charity)  to 
be  the  highest  of  the  theological  virtues,  and  wis- 
dom (or  prudence)  the  highest  of  the  cardinal  vir- 
tues. Love  and  wisdom  bring  order  to  their 
counterparts.  Love,  compassion,  or  charity  (call  it 
whichever  you  like)  informs  the  cardinal  virtues 
and  is  essential  to  the  practice  of  medicine. 

So  far,  so  good.  Isn’t  this  just  a long  way  of 
saying  what  most  of  us  told  the  medical  school  Ad- 
missions Committee:  “I  like  science  and  I want  to 
help  people”?  Problems  enter  when  one  starts  to 
question  the  relevance  of  these  virtues  to  worldly 
success. 

Machievelli  argued  that  his  prince  could  not  be 


virtuous  and  powerful  at  the  same  time  in  a world 
where  other  princes  are  not  virtuous.  Taking  up  that 
line  of  reasoning  in  the  Twentieth  Century,  Ayn 
Rand  exalted  the  virtue  of  selfishness  and  this  idea 
has  taken  hold  inasmuch  of  society.  We  honor 
power  and  wealth,  not  goodness.  Serious,  impor- 
tant, and  influential  moral  philosophers  such  as 
Robert  Veatch  and  H.  Tristram  Englehardt  argue 
that  rules  are  more  relevant  than  virtues  in  an  era 
characterized  by  high  technology  on  the  one  hand 
and  in  which  more  often  than  not  the  doctor  and 
the  patient  are  strangers  whose  lives  converge  for 
a moment  because  of  their  shared  interest  in  tech- 
nology. Enter  rules,  exit  virtues. 

Why,  then,  am  I optimistic?  My  answers  are 
three. 

First,  there  is  growing  emphasis  at  multiple  lev- 
els on  such  topics  as  listening  skills,  ethics,  pro- 
fessionalism, and  sensitivity  to  the  human 
condition.  These  topics  now  receive  more  time  in 
medical  schools,  more  space  in  medical  journals, 
more  attention  at  meetings.  And  a common  term 
for  these  topics  is  “virtue”  in  the  Aristotelian  sense 
of  ingrained  habits.  The  “good  doctor”  does  not 
necessarily  have  all  the  right  answers  to  thorny  ethi- 
cal dilemmas,  but  he  or  she  will  consistently  hold 
dear  to  such  basic  values  as  human  rights,  equal- 
ity, and  freedom.-  Medical  schools  increasingly  em- 
phasize these  values  under  the  rubric  of 
“professionalism”  and  underscore  the  importance 
of  appropriate  role  models.6 

Second,  more  and  more  women  are  entering 
medicine.  Inevitably,  this  will  infuse  into  medical 
education  and  practice  what  is  commonly  called 
“feminist  psychology.”"  To  be  a successful  physi- 
cian, one  will  need  to  become,  among  other  things, 
a better  listener.  There  will  be  more  and  more  dia- 
logue about  virtues  pertaining  to  medicine  (Table 
2), 8 and  we  will  understand  them  better. 

Finally,  I believe  that  we  will  come  to  appreci- 
ate more  and  more  the  importance  of  viewing  medi- 
cine as  a moral  community.  Our  potential  is  huge 
and  largely-untapped.  Pellegrino  and  Thomasma 
comment: 

Without  in  any  way  depreciating  what  is  being 
done  by  many  conscientious  individual  physi- 
cians and  their  organizations,  the  full  spectrum 
of  our  obligations  as  a moral  community  are 
yet  to  be  fulfilled.  Medicine  has  yet  to  use  the 
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Table  1.  Some  landmarks  in  the  history  of  virtue  theory 

Author(s) 

Date 

Viewpoints 

Sophists 

5th  Century  B.C.E. 

Virtues  can  be  explained  by  reason  alone;  they  are 
essential  to  the  use  of  power;  and  they  can  be  taught. 

Socrates 

4707-399  B.C.E. 

Raises  but  does  not  answer  (in  the  Meno)  the  question 
whether  virtue  can  be  taught. 

Plato 

4277-347?  B.C.E. 

Defines  four  cardinal  virtues:  wisdom  (prudence), 
fortitude  (courage),  temperance,  and  justice.  Views 
virtue  as  knowledge  ( Episteme ) of  the  excellence 
(Arete)  inherent  to  the  good  life. 

Aristotle 

384-322  B.C.E. 

Opines  that  virtues  are  means  between  opposite 
extremes,  and  can  be  equated  with  character  (Greek 
ethike,  “character”),  and  believes  that  virtue  can  indeed 
be  taught.  Distinguishes  between  the  intellectual  and 
the  moral  virtues. 

Stoics 

308  B.C.E.  through 
second  century  C.E. 

See  virtue  as  conformity  with  the  laws  of  nature; 
emphasize  benevolence  and  duty;  Take  the  position  that 
virtue  is  its  own  reward  (not  just  a means  to  power  or 
the  good  life). 

St.  Paul 

57-67?  C.E. 

Posits  (in  1 Corinthians  13: 13)  what  came  to  be  known 
as  the  “theological”  (or  moral)  virtues:  faith,  hope,  and 
charity  (love). 

St.  Thomas 
Aquinas 

1225-1274 

Reconciles  the  cardinal  virtues  and  the  theological 
virtues,  emphasizing  that  prudence  (wisdom)  bridges 
the  gap  between  the  two.  This  was  one  component  of 
the  “Thomistic  synthesis.” 

Machievelli 

1469-1527 

Expresses  cynicism  about  the  survival  value  of  virtue. 
Virtue  for  him  became  viri  or  “manliness,”  an 
expression  of  power  rather  than  a disposition  to  act 
well. 

Hobbes 

1588-1679 

Tries  to  reconcile  virtue  with  self-interest.  Attempts  to 
establish  an  ethics  on  purely  naturalistic  grounds,  free 
of  the  theological  spirit  that  characterized  the  medieval 
(Thomistic)  synthesis.  Scorns  the  idea  of  “the  good.” 

Nietzsche 

1844-1900 

Denigrates  the  virtues  as  taught  by  Judaism  and 
Christianity  as  the  virtues  of  slaves  and  emasculated 
weaklings. 

Ayn  Rand 

1905-1982 

Exalts  virtue  of  selfishness. 

Robert  Veatch 

Contemporary 

Holds  that  the  virtues  are  actually  dangerous;  in 
“stranger  medicine”  we  should  be  guided  by  moral 
rules,  not  virtues. 

H.  Tristram 
Englehardt  & 
Robert  Ries 

Contemporaries 

Argue  that  the  replacement  of  virtue  with  the  rule  of 
self-interest  will  lead  to  a necessary  revision 
of  medical  ethics. 
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Table  2.  Some  sets  of  virtues  relevant  to  medical  practice 

The  cardinal  virtues  (Plato) 

Wisdom,  temperance,  justice,  courage 

The  theological  virtues  (St.  Paul) 

Faith,  hope,  love  (charity) 

Virtues  central  to  the  professional 
(Beauchamp  and  Childress) 

Compassion,  discernment,  trustworthiness,  integrity 

tremendous  moral  power  it  possesses  for  good. 
To  do  so,  it  must  act  collectively  in  certain 
ways.9 

Act  collectively!  Does  this  sound  familiar? 

— CSB 
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Eldon  Armstrong,  RPh 
Chief  Consultant  Pharmacist 


When  office  visits  and  home  health  visits 
are  not  enough,  what  do  you  do? 

When  your  patient  is  not  following  orders. 

When  your  patient  is  talking  about 
trying  natural  remedies. 

When  your  patient  has  more  questions 
than  you  have  time  to  answer. 


What  Should  You  Do? 

Call  your  medication  management  experts. 

Sandlapper  Consultant  Pharmacists 

They  will  come  to  your  office  to 
consult  with  your  patients. 


e-mail:  eearmstrong@compuserve.com 


Til 


on  For  Health*' 
on  WISW  1320am 
Pharmacist  Host 


Muscular 

Dystrophy  Association 
Jerry  Lewis,  National  Chairman 
1-800-572-1717 
www.mdausa.org 
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On  we  Cover. 

BAKER-DICK  INFIRMARY,  SUMTER 


Dr.  S.  Chandler  Baker  (1866-1918)  organized 
with  Dr.  Alexander  Colclough  Dick  (1861-1917) 
the  first  hospital  in  Sumter,  the  10-bed  Baker-Dick 
Infirmary  1 which  is  pictured  on  the  cover  of  The 
Journal  this  month.  It  was  located  at  22  South 
Washington  Street.  The  building  was  tom  down 
in  1963.  Dr.  Baker  acted  both  as  manager  and  staff 
physician.  Often  referred  to  as  a clinic,  the 
infirmary  opened  in  1894  and  ran  until  1904  when 
Dr.  Baker,  Dr.  Walter  Cheyne,  Dr.  H.  M.  Stuckey 
and  Dr.  Archie  China  organized  the  Sumter 
Hospital. 

Shortly  after  its  creation,  the  infirmary 
established  a training  school  for  nurses,  instructing 
them  in  theory  and  practice  by  actual  work.  In  1 896 
the  infirmary  engaged  Miss  Clara  Peale  Russell,  a 
graduate  of  Johns  Hopkins  Hospital,  Baltimore, 
Maryland,  as  Superintendent  of  Nurses.  She 
married  Dr.  A.  C.  Dick  in  September  of  1897  and 
retired  from  nursing.  Dr.  Dick  graduated  from 
Davidson  College  in  1883  then  taught  for  several 
years  before  attending  the  University  of  Virginia 
where  he  received  a degree  in  anatomy  in  1887. 
He  then  entered  the  Medical  College  of  the  State 
of  South  Carolina  and  graduated  in  1889.  After 
serving  a year  of  internship  at  Roper  Hospital,  he 
began  practice  in  Sumter  in  1891.  Dr.  Dick  sold 
out  his  interest  in  the  infirmary  to  Dr.  Baker  in  1 897 
and  moved  to  Evanston,  Illinois.  After  several  years 
absence,  Dr.  Dick,  with  his  family,  returned  to 
Sumter  where  he  died  June  27,  1917,  following  a 
period  of  failing  health. 

Part  of  a medical  tradition,  Dr.  S.  Chandler 
Baker’s  father,  Dr.  Charles  Richard  Furman  Baker 
(1811-1880),  and  uncle,  Dr.  Thomas  McDonald 
Baker  (1817-1864),  were  physicians  in  addition  to 
S.  C.  Baker’s  son,  Dr.  C.  Richard  F.  Baker  (1902- 


1990),  a surgeon  in  Sumter,  and  Dr.  C.  R.  F.  Baker, 
Jr.,  the  fourth  generation.  Dr.  S.  C.  Baker  served 
as  President  of  the  South  Carolina  Medical 
Association  in  1909  and  his  son,  Dr.  C.  R.  F.  Baker 
was  President  of  SCMA  in  1954.  Samuel  Chandler 
Baker  was  bom  December  15,  1866  at  Oakland 
Plantation  in  Sumter  County  and  graduated  from 
Davidson  College  in  1886  and  the  University  of 
Virginia  Medical  School  in  1888.  He  began  practice 
with  Dr.  John  I.  Bossard  in  Sumter.  After  1911, 
Dr.  Baker  devoted  himself  exclusively  to  the 
practice  of  surgery  and  in  1915  was  one  of  the  first 
in  the  state  to  be  elected  to  fellowship  in  the 
American  College  of  Surgeons.  Dr.  Baker  and 
Albertus  Brown  chartered  in  1891  the  Sumter 
Telephone  Company  as  a local  enterprise. 2 Dr. 
Baker  worked  to  establish  Red  Cross  chapters  in 
his  section  of  the  state.  In  World  War  I he 
volunteered  and  was  made  a captain.  While  taking 
special  training  in  New  York  in  brain  surgery,  he 
developed  pneumonia  and  was  sent  home,  where 
he  died  in  19 18. 3 

The  Baker-Dick  Infirmary  evolved  into  the 
Sumter  Hospital  and  then  to  Tuomey  Hospital 
which  now  serves  Sumter,  but  those  are  stories  for 
another  time. 

Jane  McCutchen  Brown 
Waring  Historical  Fibrary 

REFERENCES 

1 . “Doctors  Played  Vital  Roles”  The  Sumter  Daily  Mail 
October  15,  1969,  p.6A 

2.  Gregorie,  Anne  King.  History  of  Sumter  County. 
Sumter,  SC.  Library  Board  of  Sumter  County,  1954. 

3.  Special  thanks  are  extended  to  Lynn  Sherrill  at  the 
Tuomey  Foundation  for  her  assistance  in  the 
preparation  of  this  story. 
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SCMAA-SCMA  FOUNDATION  SCHOLARSHIP  AWARDS 


On  April  30,  2000,  the  South  Carolina  Medical  Association  Alliance  (SCMAA)  and  the  South  Carolina 
Association  Foundation  Scholarship  Committee  once  again  had  the  honor  of  presenting  sixteen  scholarships 
ranging  from  $1000  to  $3000  to  outstanding  medical  students  from  the  University  of  South  Carolina  School 
of  Medicine  (USCSOM)  and  the  Medical  University  of  South  Carolina  (MUSC). 

These  second  through  fourth  year  students  embody  the  vision  of  medicine  for  tomorrow!  They  represent 
these  schools  with  outstanding  records  academically,  and  with  the  added  support  of  the  faculty  and  staff  are 
encouraged  to  take  advantage  of  community,  state,  national  and  worldwide  opportunities  for  service. 

The  following  recipients  were  chosen  by  an  interview  process  based  on  financial  need,  academics,  extra- 
curricular involvement  and  interpersonal  skills.  Every  student  interviewed  ranked  within  a few  fractions  of 
perfection  in  academics,  and  is  involved  in  many  outstanding  efforts  across  our  city,  state,  nation  and  world. 
We  present  them  again  here  for  you  proudly.  They  will  one  day  join  your  ranks  and  strengthen  the 
future  of  medicine  in  South  Carolina  knowing  that  your  support  helped  to  make  their  future  possible! 


SCHOLARSHIP  WINNERS 

SCMA  Foundation  / SCMA  Alliance  Scholarships  (Total:  $34.000) 


USCSOM 

Greg  Fleming — $2,500 
Michael  Nunnery — $3,000 
John  Wessinger — $2,500 
Mary  Shealy — $2,000 
Clint  Seymour — $2,000 
Holly  Humphries — $2,000 
Kristen  Thomas — $ 1 ,000 


OTHER  SCHOLARSHIPS 
Academic  Essay  Scholarship  ($2.000) 

Elizabeth  Mack  (USCSOM) 

Greenville  County  Medical  Society  Scholarship  ($3.000) 

Bronwen  Elizabeth  Sanderson  (USCSOM) 

Henry  .T.  Stuckey  Scholarship  ($2.500) 

Allison  J.  Smith  (MUSC) 

Pickens  County  Medical  Society  Scholarship  $3.000) 

William  Lowrance  (MUSC) 


MUSC 

Christy  Thomas — $2,500 
Emily  Ellis — $3,000 
Jennifer  Young — $2,500 
Randall  Goodroe — 2,000 
Matthew  McEvoy — $2,000 
Edward  Kotz — $2,000 
Leslie  Ogden — $2,000 
Matthew  Biagioli — $2,000 
Amy  Donatelli — $1,000 
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M.  Gordon  Howie.  MD  Scholarships  ($2.000) 

Robert  Russell  (MUSC) 

Joel  Vaughn  (MUSC) 


Anderson  County  Medical  Assoc.  Scholarships  ($2.000) 

Marcus  Cox  (USCSOM)***Received  both  $2,000  scholarships 

Lexington  Medical  Association  Scholarship  ($2.000) 

Amy  Donatelli  (MUSC) 

Annie  and  Charles  H.  Fair  Scholarship  ($1.000) 

Bronwen  Elizabeth  Sanderson  (USCSOM) 

Cardiology  Consultants  of  Spartanburg  Scholarship  ($1.000) 

Noel  Brownlee  (USCSOM) 

Dr.  Swift  Black  and  Dr.  Susanne  Black  Scholarship  ($1.000) 

Paula  Hayes  (USCSOM) 

Georgetown  County  Medical  Society  Scholarship  ($1.000) 

Robert  Coffee  (MUSC) 

Sumter  Clarendon  Lee  County  Medical  Society  Scholarship  ($500) 

Randall  Goodroe  (MUSC) 

Additional  Scholarships  Gifts: 

Dr.  and  Mrs  Cheney  M.  Meire  (Shirley  Meire,  President  SCMA  Alliance  1999-2000)  in  the  names  of  Wil- 
liam Hester,  M.D.,  Cathy  Boland,  William  F.  Mahon,  the  1999-2000,  SCMA  Alliance  Board,  and  the  1999- 
2000  SCMA  Board  of  Trustees. 

Every  member  of  this  committee  leaves  these  interviews  with  strong  emotions  for  these  students.  They 
are,  without  doubt,  the  best  of  the  best  and  we  want  nothing  more  than  to  give  them  the  financial  support 
they  so  deserve.  All  our  efforts  seem  minute  compared  to  the  massive  debt  we  see  each  year  accumulated 
by  all  our  students.  We  cannot  anticipate  with  the  changing  medical  landscape  that  they  will  overcome 
these  debts  as  easily  as  our  physicians  have  historically.  The  medical  landscape  is  changing  so  rapidly  that 
we  must  consider  this  effort  as  part  of  our  responsibility  and  our  contribution  to  the  future  body  of  medical 
knowledge.  Currently  we  have  $6500  available  from  our  SCMAA  budget.  Our  South  Carolina  Medical 
Association  Foundation  provided  additional  scholarships  of  over  $50,000.  We  would  like  to  take  this  op- 
portunity to  thank  every  person  who  has  contributed  to  these  funds  and  to  challenge  each  county  to  provide 
a scholarship  in  its  name.  As  we  look  to  the  future,  we  know  we  must  be  a part  of  the  provisions  to  make 
it  a better  place.  Our  efforts  on  behalf  of  these  outstanding  students  will  not  go  without  reward!  Implore 
your  fellow  physicians  to  help  us  leave  a legacy  for  all  who  will  come  behind  us ! We  ask  that  you  go  where 
perhaps  there  is  no  path,  and  leave  a trail  that  others  will  follow ! 

If  you  would  like  additional  information  concerning  scholarships,  please  contact  the  SCMA  Foundation/ 
SCMA  Alliance  Scholarships,  Attn:  Melissa  Hamby,  RO.  Box  11188,  Columbia,  SC  29211. 

— Jane  Bottsford  (Mrs.  John  E.)  Scholarship  Chair,  SCMAA  1999-2000 
Carol  Rampey  (Mrs.  Stanley  A..)  Scholarship  Co-Chair,  SCMAA 
1999-2000 

Maggie  Bowles  (Mrs.  Janies  T.)  Scholarship  Co-Chair,  SCMAA 
1999-2000 
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The  following  three  tables  were  inadvertently  omitted  from  “Clinical  Aspects  of  Pulmonary  Sarcoido- 
sis,” published  in  the  January  2000  issue  of  The  Journal.  They  are  published  here  as  a correction. 


Stage 

Bilateral  Hilar  Adenopathy 

Parenchymal  Infiltrates 

0 

No 

No 

I 

Yes 

No 

II 

Yes 

Yes,  No  Fibrosis 

III 

No 

Yes,  No  Fibrosis 

IV 

Yes  or  No 

Yes,  Fibrosis 

Table  1.  Rad 

iographic  Stages  of  Sarcoidosis 

PATIENT  SUBGROUP 

DECISION  TO  TREAT 

Asymptomatic  patients 

No  treatment 

Mild  pulmonary  dysfunction, 
minimal  functional  limitation 

Observation,  no  treatment 

Patients  with  excellent  prognosis 
(eg.  erythema  nodosum) 

Observation,  attempt  palliative 
therapy  (see  text) 

Mild  to  moderate  pulmonary  dysfunction, 
mild  to  moderate  functional  limitation 

Treatment  vs.  observation  for  deterioration. 

If  observed,  treat  if  deterioration  occurs. 
Consider  treatment  if  no  improvement  after  3-6 
months 

Severe  pulmonary  dysfunction 
severe  functional  limitation 

Treatment 

Table  2.  Decision  to  Treat  Pulmonary  Sarcoidosis  with  Corticosteroids 


Agent 

Dose 

Efficacy 

Time  Required 
to  be  Effective 

Side  effects 

Common 

Uncommon 

Methotrexate 

10-20  mg/wk 

+++ 

1-3  months 

N,  diarrhea,  headache 

Cirrhosis,  ILD 

Azathioprine 

1 -3  mg/kg/day 

+ 

1-3  months 

N,  V,  Diarrhea,  WBC  5 

Pancreatitis 

Hydroxychloroquine* 

100-400  ml/day 

+ 

6 months 

N 

Cornea,  retina 

damage 

Chlorambucil 

4-12  mg/day 

++ 

1-3  months 

N,  rash,  WBC  5,  PLTS  5 

Pentoxifylline 

1200  mg/day 

++ 

1-3  months 

N,  dyspnea,  diarrhea 

Inhaled  Corticosteroids 

1600  (ig/day 

+ 

1-3  months 

Oral  candidasis 

+ Fair 

V 

Vomiting 

++  Good 

ILD 

Interstitial  lung  disease 

+++  Very  Good 

WBC 

5 Depression  of  white  blood  cell  count 

N Nausea 

PLTS 

5 Depression  of  platelet  count 

* 

Cannot  be  used  in  G6PD  deficient  patients,  need  baseline  eye  exam 

Table  3.  Alternate  Medications  for  Pulmonary  Sarcoidosis 


Correction:  Please  note  that  in  the  February  2000  issue  of  The  Journal,  Sitki  M.  Ergul,  MD,  should 
have  been  listed  as  the  lead  author  in  the  article,  “Medical  Therapy  of  Prostate  Cancer,  1999.” 
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This  space  is  contributed  by  the  publisher. 


y f you  don't  think  this 
can  make  a difference 
to  your  baby's  health . . . 


you  don't  know  beans. 


This  bean  contains  folic  acid,  a common  B vitamin 
proven  to  help  prevent  birth  defects.  It's  also 
found  in  leafy  green  vegetables,  citrus  fruits  and 
juices  and  whole  grain  foods.  So  choose  healthy 
foods  and  take  a multivitamin  containing  0.4 
milligrams  of  folic  acid  every  day. 


revention 


of  birth  defects  starts  before  you're  pregnant. 
Get  the  facts. 
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October  is  Campaign  for  Healthier  Babies  Month 


classifieds 


DERMATOLOGY,  INTERNAL  MEDICINE, 
NEUROLOGY,  OTOLARYNGOLOGY,  PUL- 
MONARY - CRITICAL  CARE,  AND  RHEUMA- 
TOLOGY: Practice  opportunities  exist  in  local 
medical  facilities  and  with  private  practice  groups 
in  Orangeburg  County  for  experienced  practitioners 
and  graduating  residents/fellows.  All  positions  in- 
clude salary  or  minimum  net  income  guarantee  and 
a relocation  allowance.  Located  at  the  junction  of  I- 
26  and  1-95,  35  minutes  to  Columbia  and  70  min- 
utes to  Charleston.  Area  known  for  its  gardens,  golf, 
hunting  and  fishing  (Lake  Marion).  Achieve  finan- 
cial success  in  a non-competitive  environment  while 
enjoying  a superior  quality  of  life.  Contact  Dr. 
Chermol,  The  Regional  Medical  Center  at  (800)  866- 
6045. 

LOCUM  TENENS  WORK  WANTED  IN  PRI- 
MARY CARE:  ABFP  certified.  Phone:  (843)  249- 
2145;  Fax:  (843)249-7485. 


PEDIATRICIAN  OFFICE  SUPPLIES  FOR 

SALE:  Complete  up-to-date  office  equipment,  fur- 
niture, fax,  copier  and  other  Pediatric.  Orthopedic 
and  Allergy  supplies  as  well  as  usual  office  sup- 
plies used  in  a modem  office  (no  computerware.) 
If  interested,  call  (803)  649-9532  or  mail  a post- 
card with  your  name  and  address  and  a list  of  avail- 
able items  will  be  mailed  to  you.  Office  located  10 
miles  from  Augusta. 

PEDIATRICIAN  RETIRING  IN  SOUTH 
CAROLINA:  Looking  for  part-time  opportunity 
in  Emergency  Room  or  Walk-in  Clinic  (Pediatric 
or  General)  within  60  mile  radius  of  North  Au- 
gusta— primarily  to  stay  active.  For  more  informa- 
tion, FAX  803-649-9532  or  Beeper  803-441-7733. 


INDEX  TO  ADVERTISERS 

Carolina  Sports  International 

Dewees  Island 

Fox  Meadows 

The  Medical  Protective  Co 

Sandlapper  Consultant  Pharmacists 
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Gray  Matter 

“ Matters  of  Interest  to  South  Carolina  Physicians ” 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HOW  I0NG  Will  $1,000,000  IASTP 


$1,000,000  sounds  like  a lot  of  money.  That’s  because  we’re  used  to  thinking  in 
terms  of  income  rather  than  capital.  However,  if  we  consider  the  income  that 
$1,000,000  will  produce,  it  doesn’t  seem  like  much.  This  table  shows  how  many 
years  $1,000,000  will  last. 


MONTHLY 

INTEREST  RATE 

INCOME 

6% 

8% 

10% 

$5,000 

27.0 

38.0 

Forever 

$6,000 

20.0 

24.8 

36.0 

$7,000 

16.0 

18.7 

23.0 

$8,000 

13.4 

15.1 

17.5 

$9,000 

11.6 

12.7 

14.3 

$10,000 

10.2 

11.0 

12.1 

Example:  If  you  begin  with  $1,000,000  and  continuously  earn  8%  interest,  you  can 
withdraw  $6,000  per  month  for  24.8  years.  The  fund  will  then  be  depleted. 

Assumes  spendable  dollars  after  income  taxes  in  a 35%  combined  federal  and  state 
bracket. 


HOW  LONG  DOES  IT  TAKE  TO  ACCUMULATE  $1,000,000? 


If  you  want  to  accumulate  a fund  of  $1 ,000,000  in  the  future,  the  following  chart  shows  how  many 
years  it  will  take. 


MONTHLY 

INTEREST  RATE 

SAVINGS 

6% 

8% 

10% 

$1,000 

29.5 

24.5 

22.2 

$1,500 

24.5 

20.8 

18.9 

$2,000 

20.8 

17.9 

16.5 

$2,500 

18.7 

15.8 

14.5 

$3,000 

15.8 

14.5 

12.8 

Example:  If  you  earn  8%  per  year  and  can  save  $2,000  per  month,  it  will  take 
17.9  years  to  accumulate  $1,000,000. 


r 


I WOULD  LIKE  MORE  INFORMATION 

Return  to:  Carolina  Physicians  Advisory  Service 
Post  Office  Box  688 
Columbia,  SC  29202-0688 


NAME 

STREET 


CITY  STATE  ZIP 

i i 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice. 
Only  your  attorney  and  accountant  are  qualified  to  do  so. 


^ ^ Carolina  Physicians 

ifc  j Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community . 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1-800-742-3669 
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Reminder 


TM 


for  Windows 


Personal  Patient  SentniiinleatisB 
by  isieplsns  or  i-nta!l 
Rsinets  Re-Sbows  til  iases  Staff  imriMul 


Tell  ReminderPro 
when  to  call  and  how 
to  call  using  a menu  of 
custom  options. 


RemindeiPro  For  Windows 


Edit  Schedule  Start  Calls  Reports  Window  Help 


Record  unlimited  types 
of  messages:  recall 
reminders,  birthdays, 
appointment  notices. 


Use  our  scheduler  or 
yours:  data-driven 
reminder  calls  are 
created  automatically. 


Recall  Reminders 
Appointment  Reminders 
Past  Due  Notif  ication 


Start  a calling  session 
and  walk  away. 
ReminderPro  knows 
exactly  when  to  call. 


Fully-indexed  context 
sensitive  help  is 
available  every  step 
of  the  way. 


ReminderPro  provides  a 
wide  range  of  valuable 
reports  about  each 
calling  session. 


As  soon  as  calls  are 
done,  you  can  listen  to 
messages  patient’s  have 
left  for  you. 


Includes  a 7 thousand 
name  library  and  you 
may  add  additional 
names. 


Birthday  Greetings 
Missed  Appointments 
Physician  Reschedules 


Delivers  calls  in  your  familiar  caring  voice 
Tries  back  when  a line  is  busy  or  unanswered 
Leaves  messages  on  answering  machines 
Records  phone  numbers  that  have  been  changed 
Allows  transfer  to  a live  person  during  office  hours 
People  can  leave  messages  after  office  hours 
Handles  ail  types  of  local  and  long  distance  calls 
Handies  multiple  providers  & languages 


Takes  no  sick  days  and  benefits  waived 
Delivers  multiple  types  of  messages  per  session 
Can  deliver  e-maii  messages  automatically 
Free  integration  for  most  software  systems 
Uses  Dialogic®  lifetime-warranted  voice  board 
Backed  by  a 30-year-old  company 
includes  toll-free  phone  support  & training 
Library  of  prerecorded  names  included 


JulySoft 


WWW.JULYSOFT.COM 


Minimum  System  Requirements: 

Pentium  233MHz  (or  equivalent) 

32MB  RAM  CD-ROM  Drive  3.5”  Floppy  Drive 
20MB  Free  Hard  Disk  Space 
ISA  slot  VGA  Monitor  (or  higher) 

Microsoft  Windows  95,  Windows  98  or  Windows  NT 

www.foxmeadows.com 


800  754-7213 

or 

803  736-8000 


FOH  fneADOMS 

s o ftwar  e: 


> 1993-2000  JulySoft  All  Rights  Reserved.  Windows  and  Windows  NT  are  registered  trademarks  of  Microsoft  Corporation.  Dialogic  is  a registered  trademark  of  Dialogic  Corp. 


ON  DEWEES  Island  - located  just  minutes  from  Charleston,  SC  - this 
is  a way  of  life.  Here  you’ll  find  an  entire  community  of  residents  who 
“seize”  each  and  every  day. . .seize  the  day,  and  wring  it  for  every  possible 
drop  of  life,  laughter,  and  enjoyment.  This  is  a place  where  a stroll  around 
the  Island  will  take  you  past  a father  teaching  his  children  to  fish. . .a 
grandfather  and  granddaughter  shelling  on  the  2xh  miles  of 
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On  DEWEES  Island  - located  just  minutes  from  Charleston,  SC  - this 
is  a way  of  life.  Here  you’ll  find  an  entire  community  of  residents  who 
“seize”  each  and  every  day. . .seize  the  day,  and  wring  it  for  every  possible 
drop  of  life,  laughter,  and  enjoyment.  This  is  a place  where  a stroll  around 
the  Island  will  take  you  past  a father  teaching  his  children  to  fish ...  a 
grandfather  and  granddaughter  shelling  on  the  2 ]li  miles  of 
beach... and  perhaps  a family  boiling  fresh  caught  shrimp  or 
steaming  oysters  for  a meal.  I More  than  anything,  Dewees  is  a 
place  of  unpretentious  “realness,”  where  “Island  values”  are  old- 
fashioned  values. . .where  a 20-minute  ferry  ride 
separates  you  and  yours  from  the  worries  of  the 
mainland,  and  every  new  day  promises  discovery 
and  learning  within  1,200  acres  of  untamed, 
natural  beauty. . .where  90  percent  of  the  Island 
is  undisturbed.  I This  is  a 150-home 
community  with  homesites  that  average  over  two 
acres  and  begin  at  $425,000. 1 If  you’d  like  more 
information  on  our  private  Island,  please  call 
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Software  for  You,  First. 


We’re  Looking  Forward  to  Doing  Business 
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Fox  Meadows  Practice  Management  Software  (P/CMS)  was  developed  with  a 
basic  objective  of  minimizing  paperwork,  maximizing  efficiency,  and  optimizing 
the  audit  and  paper  trail  of  an  accounts  receivable  system.  We  also  wanted  to 
incorporate  medical  records  into  a single  system.  The  entry  of  medical  data 
(laboratory  test  and  results,  medication,  allergies,  reactions,  vital  signs,  and 
diagnostic  history)  gives  Physicians  and  nurses  an  opportunity  to  use  P/CMS 
for  many  reasons  other  than  traditional  account  receivables. 

Call  us  at  800  754-7213  for  a free  no-obligation  consultation  and  free  demo.  We'll  be  happy  to 
discuss  your  software  needs.  Also,  you  can  visit  us  on  the  web  and  order  a demo  using  the 
online  form. 


Affordable  Telephony 
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ADEQUATE  TRAINING 
NECESSARY  TO  SET  STANDARDS  OF  CARE 

My  wife,  Beth  and  I recently  attended  the  Medical  Association  of  Georgia  meeting  in  Atlanta,  and  it  is 
interesting  to  note  that  Georgia  physicians  are  having  to  deal  with  many  of  the  same  professional  issues  that 
we  have  here  in  South  Carolina.  These  issues  include  our  ability  to  receive  prompt  payment  for  services, 
amending  antitrust  provisions  to  allow  physicians  to  collectively  bargain  with  health  care  plans,  and  expand- 
ing authority  of  mid-level  practitioners.  The  issue  that  I most  identified  with  was  the  desire  of  individuals  to 
deliver  care  to  our  patients  without  the  benefit  of  having  been  adequately  trained.  We  have  seen  this  in  South 
Carolina,  and  we  continue  to  see  it  every  year.  It  manifests  itself  in  many  ways — chiropractors  desiring  to 
have  hospital  privileges;  physical  therapists  diagnosing  and  treating  musculoskeletal  problems;  the  psy- 
chologist and  social  workers  doing  psychotherapy  and  counseling;  and  the  nurse  practitioners’  desire  to 
become  independent  medical  care  providers.  This  phenomenon  has  occurred  for  a variety  of  reasons — some 
of  which  are  self-inflicted.  When  the  physical  therapists  were  testifying  before  legislative  committees  ask- 
ing to  treat  patients  without  physician  referral,  they  had  large  stacks  of  orders  from  physicians  that  asked  the 
physical  therapist  to  evaluate  and  treat  our  patients.  It  is  hard  to  argue  against  their  ability  to  do  that,  when- 
ever we  have  asked  them  to  independently  decide  how  to  treat  our  patients.  Maybe,  we  should  be  more 
diligent  in  writing  our  orders  so  that  there  can  be  no  mistake  about  who  is  directing  the  care  of  the  patient. 

Aggressive  state  and  national  nurse  practitioner  programs  have  the  expressed  intent  of  trying  to  achieve 
the  independent  practice  of  medicine  for  nurse  practitioners.  In  fact,  their  desire  is  that  in  the  new  millen- 
nium that  your  family  doctor  be  a nurse  practitioner.  Now  granted,  physician  assistants  and  nurse  practitio- 
ners can  be  great  assets  to  practicing  physicians,  but  it  is  my  opinion  that  if  they  want  to  practice  medicine 
independently  (as  the  nurse  practitioners  have  professed  to  do,)  that  one  or  two  postgraduate  years  after 
nursing  school  does  not  give  them  the  depth  or  breadth  of  knowledge  that  they  need  to  adequately  care  for 
patients.  They  can  certainly  take  care  of  the  uncomplicated  problems  and  do  an  adequate  job  in  preventive 
medicine  but  in  no  way,  shape  or  form,  are  they  qualified  to  take  care  of  patients  with  complicated  illnesses. 
How  have  they  been  allowed  to  do  this?  Through  aggressive  lobbying  and  through  the  political  process. 
They  have  had  regulations  passed  that  allowed  them  to  practice  under  the  supervision  of  a physician.  In 
South  Carolina,  there  are  practices  where  the  physician  may  be  readily  available  but  not  on  site  and  the 
amount  of  supervision  is  questionable.  Because  of  the  continual  desire  of  individuals  to  usurp  the  authority 
of  physicians,  we  must  be  ever  diligent  in  our  legislative  process.  We  are  fortunate  to  have  our  SCMA 
addressing  these  issues  in  the  legislature  and  educating  our  representatives  about  the  dangers  of  allowing 
inadequately  trained  allied  professionals  to  diagnose  and  treat  the  citizens  of  our  state. 

I urge  you  to  join  the  South  Carolina  Political  Action  Committee  (SOCPAC)  so  that  we  can  continue  to 
stay  active  in  the  legislative  process.  We  must  not  let  the  authority  of  the  physicians  and  the  quality  of  patient 
care  be  usurped  through  legislation  rather  than  education. 


Roger  A.  Gaddy,  MD 
President 
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STATE  HEALTH  PLAN  REDUCES  FEES 


This  article  is  in  response  to  the  inquiries  the  SCMA’s 
Medical  Economics  Department  has  received  regarding 
the  decreased  reimbursement  for  certain  CPT  codes  un- 
der the  State  Health  Plan’s  fee  schedule. 

As  many  of  you  who  care  for  state  employees  enrolled  in 
the  State  Health  Plan  already  know,  the  reimbursement 
from  the  Plan  decreased  for  some  services  beginning  Janu- 
ary 1,  2000.  In  February  2000,  Bill  Mahon  and  Kelly 
Danias  met  with  a representative  from  the  Division  of 
Insurance  Benefits  at  the  State  Budget  and  Control  Board 
to  find  out  why  physicians'  fees  had  been  cut.  According 
to  the  Assistant  Director  for  Insurance  Benefits,  the  Plan 
encountered  financial  problems  this  year.  The  problems 
are  attributed  to  an  unprecedented  surge  in  service  vol- 
ume that  took  place  early  in  1999,  which  drove  claim 
expenditures  upward. 

In  order  to  have  sufficient  funds  to  pay  claims  through 
2000,  the  Plan  imposed  a ten  percent  increase  in  contri- 


butions on  all  employer  groups  effective  January  1 , 2000. 
In  addition,  reductions  in  provider  reimbursement  were 
introduced  beginning  January  1.  Approximately  2/3  of 
the  finances  necessary  to  sustain  the  Plan  through  2000 
were  obtained  through  the  employer  contribution  increase, 
with  nearly  1/3  generating  from  the  decrease  in  provider 
reimbursement. 

Some  fees  were  cut  nearly  fifty  percent  of  their  original 
reimbursement  amount,  with  188  surgical  services  being 
reduced.  Along  with  physician  services,  reimbursement 
reductions  were  taken  from  hospitals,  pharmacies,  and 
chiropractors.  However,  the  physician  specialties  of  Oph- 
thalmology, Orthopedics,  Otolaryngology,  and  Urology 
were  hit  especially  hard  due  to  their  high  surgical  vol- 
ume. 

The  Division  of  Insurance  Services  at  the  State  Budget 
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MEDICAID  UPDATE 


MEDICAID  BULLETINS  2000 

The  following  is  a list  of  Medicaid  Bulletins  from  the  Department  of  Physician  Services  that  were  sent  to  all  enrolled 
physicians  since  January  1,  2000.  A listing  of  bulletins  released  in  1999  is  also  available.  If  you  need  a copy  of  any 
of  these  publications,  please  contact  Alicia  Jacobs  at  (803)  898-2538. 

Bulletin  Date 


Coverage  of  the  Influenza,  Pneumonia,  and  Hepatitis  March  10,  2000 

B Vaccines 


Pap  Smear  Pricing  March  22,  2000 

Office  Services  Provided  on  an  Emergency  Basis,  March  27,  2000 

CPT  99058 


Increase  in  Fees  for  Immunizations  Given  with  Another  Billable  Service 

Effective  with  dates  of  service  on  or  after  July  1 , 2000,  the  Medicaid  reimbursement  for  a Vaccine  Assurance  For  All 
Children  (VAFAC)  immunization  given  with  another  billable  service  (procedure  code  S9878)  will  increase  from  $ 10 
to  $15.  Reimbursement  for  a VAFAC  immunization  administered  without  any  additional  services  (procedure  code 
S9877)  will  remain  at  $20.  Nurse  practitioners  who  bill  independently  will  be  reimbursed  at  80%  of  the  physician 
rate.  Only  one  administration  fee  may  be  billed  per  recipient  per  day,  regardless  of  the  number  of  immunizations 
given.  Please  contact  your  Medicaid  program  manager  at  (803)  898-2660  with  any  questions  you  may  have. 


MEDICARE  UPDATE 


E-mail  Medicare 

Did  you  know  you  could  e-mail  your  general  questions 
to  Medicare  Part  B Customer  Service? 

Palmetto  GB  A can  answer  questions  about  claims  filing, 
reimbursement,  coverage  and  policies  that  do  not  relate 
to  a specific  Medicare  beneficiary  or  practice  provider 
number.  Examples  of  topics  appropriate  for  e-mail  in- 
quiries include: 

• Requests  for  reference  material 

• Claims  filing,  billing  and  reimbursement  questions 

• General  policy  questions 

• General  coverage  questions 

• General  beneficiary  benefit  questions 

• Questions  pertaining  to  workshop  topics  and  dates 

E-mail  is  simple  and  cost  effective  for  your  practice.  You 
can  e-mail  Palmetto  GBA  through  their  website 
(www.PalmettoGBA.com)  by  clicking  on  Providers/ 
Part  B Carrier/Feedback.  Or,  e-mail  them  at 
Medicare.PartB@PGBA.com.  (Currently,  HCFA  will 
not  allow  you  to  ask  questions  about  specific  claims 
or  individual  providers  via  e-mail.  It  is  not  acceptable 
for  Palmetto  GBA  to  include  beneficiary  health  insurance 
claim  (HIC)  numbers  or  provider  numbers  in  an  e-mail.) 

Physician  Compliance  Guide 

A draft  of  the  compliance  guidance  for  individual  and 
small-group  physician  practices  was  released  by  the  HHS 
Office  of  Inspector  General  (OIG)  on  June  7,  2000. 

The  document  is  laid  out  differently  than  other  guidance 
in  that  only  four  risk  areas-coding  and  billing;  reason- 
able and  necessary  services;  documentation;  and  kick- 
backs,  inducements  and  self-referrals-are  listed  in  the  text. 
Other  risk  areas  are  added  in  an  appendix,  including  bill- 
ing for  non-covered  services  as  if  covered,  the  physician's 
role  under  the  Emergency  Medical  Treatment  and  Labor 
Act,  and  professional  courtesy.  In  addition,  the  OIG  ex- 
tended the  comment  period  to  45  days.  (Providers  for- 
merly were  afforded  30  days.)  The  guidance  was 
published  in  the  June  12,  2000  Federal  Register  and  is 
available  at  http://www.dhhs.gov/progorg/oig/modcomp/ 


-cpgphysiciandraft.htm. 

Pneumococcal  Pneumonia  and  Influenza  Vaccinations 
The  Medicare  Carriers  Manual,  sections  3157,  3660.7, 
2049.4  and  4480,  have  been  revised  to  eliminate  the  re- 
quirement that  the  pneumococcal  pneumonia  vaccine  be 
ordered  by  a physician  who  is  a doctor  of  medicine  or 
osteopathy.  It  also  eliminates  the  need  to  determine  the 
person's  age,  health  and  vaccination  status,  and  to  pro- 
vide the  individual  with  a record  of  his  or  her  vaccina- 
tion. Effective  July  1,  2000,  Medicare  does  not  require, 
for  coverage  purposes,  that  the  vaccine  be  ordered  by  a 
doctor  of  medicine  or  osteopathy.  Therefore,  the  patient 
may  receive  the  vaccine  upon  request  without  a 
physician's  order  and  without  physician  supervision. 

Local  Medical  Review  Policies  Effective  in  August 
The  following  local  medical  review  policies  were  released 
by  Medicare  in  July,  with  an  effective  date  of  August  10. 
Refer  to  the  July  2000  Medicare  Advisory  for  a complete 
copy  of  the  policies.  They  can  also  be  accessed  on  the 
Web  at  www.PalmettoGBA.com. 

• Carotid,  Subclavian  and  Vertebral  Angiography  & In- 
tervention, Multiple  CPT  Codes 

• Diabetes  Self  Management  Education,  GO  108,  GO  109 

• Thromboendarterectom,  35301 

Provider  Enrollment  Open  House 
Would  you  like  help  completing  the  HCFA-855  enroll- 
ment form?  Then  attend  the  popular  Medicare  Part  B Pro- 
vider Enrollment  Open  House  on  the  first  Tuesday  of 
every  month.  You  do  not  have  to  register  and  there  is  no 
fee.  Just  show  up  and  Medicare  staff  will  assist  you.  These 
all-day  open  houses  are  held  9:00  a.m.  to  4:00  p.m.  at  the 
Government  Programs  Complex  in  Columbia. 

When:  August  1 & September  5 

Where:  Medicare  Part  B,  Palmetto  GBA  Government 

Programs  Complex 

17  Technology  Circle,  Columbia 

Please  refer  to  the  June  2000  Medicare  Advisory  for  di- 
rections. 


(State  Health  Plan,  continued  from  page  1) 

and  Control  Board  has  appealed  to  the  Legislature  for  additional  funding  for  the  next  fiscal  year.  If  you  are  a 
physician  who  has  signed  a contractual  agreement  with  the  State  Health  Plan,  you  must  adhere  to  the  reduced  fee 
schedule.  In  the  event  you  are  a non-network  physician,  the  State  Health  Plan  will  pay  up  to  what  their  fee  schedule 
allowance  is  under  the  Plan.  The  patient  is  obligated  to  pay  the  difference  in  what  the  Plan  allows  and  the  physician's 
regular  fee. 

If  you  would  like  a copy  of  the  method  used  to  calculate  the  conversion  factor  and  fees  under  the  State  Health 
Plan,  please  contact  Kelly  Danias  in  the  Medical  Economics  Department  at  (803)  798-6207,  extension  236,  or 
statewide  at  (800)  327-1021. 


2 


PHYSICIANS  CARE 

Currently,  there  are  9,099  participating  physician  loca- 
tions, 925  participating  ancillary  locations  and  110  par- 
ticipating hospitals.  PCN  has  76  contracted  groups  with 
63,085  covered  lives.  We  will  continue  to  provide  in- 
formation as  contracts  are  received. 

NEW  GROUPS: 

No  new  sales 

TERMINATIONS: 

• Grand  Strand  Health  Care,  Inc;  effective  7-1-00 
(Now  will  be  covered  under  PCN’s  Partnership 
Health  Plan— fully  insured  group) 

• Zeus  Industrial  Products,  Inc;  effective  7-1-00 

RENEWALS: 

• SES  (Simplified  Employment  Services— new  TPA— 
Benefit  Services,  Inc;  effective  6-1-00 

ATTENTION  ALL  PROVIDERS 

Please  remember  to  keep  your  information  current  with 
PCN  by  utilizing  the  form  provided  in  the  front  of  your 
PCN  Provider  Manual.  Always  indicate  the  date  the  new 
information  became  effective.  You  may  mail  or  fax  to 
the  attention  of  Provider  Relations  at  this  address/fax: 

Physicians  Care  Network 
121  Executive  Center 
Congaree  Building,  Suite  203 
Columbia,  SC  29210 

Phone:  (888)  323-9271 
Fax:  (803)  771-9474 

PCN  is  receiving  a large  volume  of  claims  that  cannot 
be  processed  due  to  missing  information.  This  delays 


NETWORK  UPDATE 

your  payment 

Be  sure  to  include  the  following  payor  information: 

• Group  Name  and  Group  Number 

• Insurance  Company  or  Third  Party  Administrator 
(TPA) 

• Valid  Service  Codes 

• Accurate  Member  Information 

• Accurate  Place  of  Service  Codes 

The  member’s  card  is  your  most  resourceful  tool  in 
obtaining  the  above  information.  Unfortunately,  due 
to  the  large  volume  of  claims  we  receive  with  inap- 
propriate or  lacking  information,  we  will  be  return- 
ing your  claim  if  the  required  information  is  miss- 
ing. Please  ensure  that  this  does  not  happen  to  you! 

PCN  CUSTOMER  SERVICE 

Remember— PCN  is  not  an  insurance  company;  there- 
fore, when  you  contact  PCN  Customer  Service  regard- 
ing claims  status,  eligibility,  or  benefits,  you  will  be 
referred  to  the  appropriate  Third  Party  Administrator 
or  Insurance  Company.  PCN  is  willing  to  assist  you  if 
you  should  encounter  difficulty  with  the  payor.  Please 
contact  PCN  Customer  Service  by  calling  (888)  323- 
9271  or  (803)  771-0077. 

PCN  has  implemented  scanning  capabilities  for  expe- 
diting your  claims  more  quickly.  We  have  been  receiv- 
ing claims  where  the  ink  is  too  light  to  scan.  Make  sure 
your  claim  is  legible  or  it  will  be  returned. 

As  an  added  convenience,  an  updated  list  of  pro- 
viders can  be  found  on  our  website  at 
ww\v.,physicianscareneLcQm, 


CAPSULES 


Randolph  D.  Smoak  Jr MD , was  inaugurated  Wednes- 
day, June  14  as  the  155th  President  of  the  AMA.  A sur- 
geon from  Orangeburg,  South  Carolina  and  an  Honor- 
ary SCMA  Board  member,  Dr.  Smoak  will  dedicate  his 
year-long  presidency  to  the  issues  of  women  as  medi- 
cal decision  makers  in  health  care,  the  role  of  American 
medicine  in  the  global  community,  and  the  AMA’s  con- 
tinuing role  in  health  system  reform. 

“As  we  physicians  are  called  upon,  not  only  to  be 
expert  practitioners  of  the  medical  art,  but  also  good 
stewards  of  our  medical  resources,  realizing  that  we  can 
provide  more  care  than  our  nation  can  afford.  We  must 
find  ways  to  bring  the  best  care  to  the  most  people  and 
the  needed  care  to  all  of  the  people,”  Dr.  Smoak  said  in 


his  inaugural  address.  The  full  text  of  Dr.  Smoak’s 
speech  will  be  reprinted  in  the  August  2000  issue  of 
The  Journal. 

At  this  year’s  AMA  Annual  Meeting,  Robert  Sade,  MD , 
SCMA  Speaker  of  the  House,  was  appointed  to  the 
AMA  Council  on  Ethical  and  Judicial  Affairs  (CEJA). 
CEJA  sets  ethics  policy  for  the  AMA.  CEJA  consists 
of  nine  members— seven  practicing  physicians,  a resi- 
dent and  a medical  student— that  are  nominated  by  the 
AMA’s  president  and  elected  by  the  House  of  Delegates. 
The  seven  practicing  physicians  serve  overlapping, 
seven-year  terms,  while  the  medical  student  serves  a 

(Capsules,  continued  on  page  4) 
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MEDICARE/MEDICAID  COALITION  WORKSHOPS 

Medicare  and  Medicaid  have  both  agreed  to  work  with  the  SCMA  to  present  free  workshops  for  our  mem- 
bers. The  Medical  Economics  Department  of  the  SCMA  has  the  next  workshop  scheduled  for  Tuesday,  Sep- 
tember 5,  2000,  at  the  SCMA  headquarters  in  Columbia. 

During  the  workshop,  each  agency  will  present  basic  Medicare  and  Medicaid  program  information,  along 
with  updates  on  any  policy  changes  that  have  occurred  since  January  1,  2000.  Each  presentation  will  be 
followed  by  a brief  question  and  answer  period.  Physicians  or  their  staff  may  attend  either  workshop  or  both 
by  registering  through  the  SCMA's  Medical  Economics  Department. 

Medicare  9:00  a.m.  until  10:00  a.m.  Questions  10:00  a.m.  until  10:30  a.m. 

Medicaid  10:30  a.m.  until  11:30  a.m.  Questions  11:30  a.m.  until  Noon 

This  workshop  is  intended  to  allow  you  the  convenience  of  receiving  information  directly  from  the  govern- 
ment programs  that  regulate  much  of  what  you  do  in  the  office.  Let  them  provide  you  the  opportunity  to  get  the 
answers  you  need. 

Problems  having  claims  resolved?  Bring  a copy  of  the  original  claim  and  the  denied  explanation  of  benefits 
to  ihe  workshop  for  follow-up  from  Medicare  and  Medicaid  staff. 

Practices  are  asked  to  submit  any  specific  inquiries  they  may  have  for  both  Medicare  and  Medicaid  prior  to 
the  workshop.  This  will  allow  agency  staff  to  better  prepare  for  your  questions.  Please  mail,  e-mail  or  fax  your 
typed  questions  to  Kelly  Danias  in  the  Medical  Economics  Department  by  Friday,  August  18,  2000. 

Kelly  will  also  fax  registration  forms  for  the  workshop  to  you.  Contact  her  at  (803)  798-6207,  extension 
236,  statewide  at  (800)  327-1021,  or  via  e-mail  at  kelly@scmanet.org  to  register. 


(Capsules,  continued  from  page  3) 


two-year  term  and  the  resident  serves  a three-year  term. 
Each  year,  CEJA  writes  Reports  on  a wide  variety  of 
medical  ethics  issues.  After  approval  by  the  House  of 
Delegates,  these  Reports  become  official  AMA  policy. 
CEJA  also  issues  Opinions,  which  are  added  to  the  AMA’s 
Code  of  Medical  Ethics.  The  Opinions  usually  are  de- 
rived from  the  recommendations  contained  in  CEJA’s 
Reports.  In  addition,  CEJA  has  judicial  responsibilities. 
The  Council  has  appellate  jurisdiction  to  hear  members' 
appeals  from  ethics-related  decisions  made  by  state  and 
specialty  medical  societies.  CEJA  also  has  independent 
authority  to  investigate  ethics  breaches  by  AMA  mem- 
bers and  affiliates.  The  staff  of  the  AMA’s  Ethics  Stan- 
dards Division  supports  CEJA’s  work. 

Sheila  Roundtree,  MD,  co-chair  of  the  Resident  Physi- 
cians seat  on  the  SCMA  Board  of  Trustees,  was  recently 
elected  to  serve  on  the  Governing  Committee  of  the  AMA 
Minority  Affairs  Consortium  (MAC).  Dr.  Roundtree  joins 
a nine-member  committee  that  maintains  an  ongoing  li- 
aison with  national  ethnic  medical  associations  through 
the  three  positions  reserved  for  the  National  Hispanic 
Medical  Association,  National  Medical  Association,  and 
the  Association  of  American  Indian  Physicians.  Mem- 
bership in  MAC  is  open  to  all  members  of  the  AMA  and 
their  goals  include  improving  the  health  status  of  minor- 
ity patients;  increasing  the  number  of  minority  enrollees 
and  faculty  in  U.S.  medical  schools;  expanding  the  num- 


ber and  representation  of  minority  physicians  and  medi- 
cal students  in  the  membership  and  leadership  of  the 
AMA;  and  promoting  cooperation  and  collaboration 
among  the  AMA  and  minority  physician/ethnic  medical 
associations. 

On  Monday,  June  12,  Stephen  A.  Imbeau,  MD,  was 
elected  to  the  Board  of  the  Joint  Council  of  Allergy  and 
Asthma  and  Immunology  (JCAAI).  There  are  only  twelve 
members  elected  from  around  the  country. 

On  June  22,  Commun-I-Care  was  selected  as  one  of  five 
nationwide  programs  that  other  communities  might  be 
able  to  adopt  to  meet  their  challenges  to  care  for  the 
underserved.  Commun-I-Care  was  selected  as  one  of  the 
“Models  That  Work,”  by  Health  and  Human  Services  for 
providing  good  sense,  big  payoff  solutions  for  commu- 
nities wanting  to  improve  health  care  services,  save  dol- 
lars, and  create  jobs. 

Over  the  next  twelve  months,  “Models  That  Work” 
will  pay  expenses  for  Commun-I-Care  staff  members  to 
assist  other  communities  with  starting  up  similar  pro- 
grams. Commun-I-Care  coordinates  the  efforts  of  over 
1 ,800  volunteer  doctors,  dentists,  nurse  practitioners,  and 
pharmacists  across  South  Carolina.  It  provides  free  health 
care  for  the  working  poor,  people  who  don’t  receive  Medi- 
care/Medicaid, and  who  don’t  have  health  insurance. 
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CRYPTOCOCCAL  ARTHRITIS  IN  AN 
IMMUNOCOMPETENT  HOST 


AMIT  AGRAWAL,  B.S.,  W.  SCOTT  BROWN,  B.S. 

stacey  McKenzie,  m.d.* 


INTRODUCTION 

Cryptococcus  neoformans  is  an  indolent  fungal 
pathogen  best  known  at  present  for  causing  dis- 
seminated infection  in  persons  with  defects  in  cell- 
mediated  immunity.  However,  long  before  the 
advent  of  the  HIV  epidemic  and  organ  transplan- 
tation, Cryptococcus  was  recognized  as  a rare  cause 
of  disease  in  the  immunocompetent;  in  these  hosts 
the  disease  may  smolder  along  for  months  or  even 
years.  We  report  the  case  of  an  immunologically 
intact  patient  with  a chronic  inflammatory  arthri- 
tis due  to  Cryptococcus  neoformans,  and  review 
the  literature  concerning  cryptococcal  bone  and 
joint  infections. 

CASE  REPORT 

A 5 1 -year-old  African  American  woman  consulted 
her  primary  care  physician  in  January  1999  for  a 
one  month  history  of  left  ankle  swelling  and  pain. 
There  was  no  antecedent  trauma  to  the  foot  or 
ankle,  nor  any  lesions  of  the  skin  of  the  lower  ex- 
tremity. She  described  gradual  onset  of  burning 
pain  in  the  ankle,  exacerbated  by  joint  motion,  al- 
though she  was  able  to  tolerate  light  weight-bear- 
ing with  ambulation.  At  initial  presentation,  the 
ankle  was  erythematous,  slightly  warm,  moderately 


* Address  correspondence  to  Dr.  McKenzie  at 
MUSC  Division  of  Infectious  Diseases,  100 
Doughty  St,  210  BA,  IOPS,  Charleston,  S.C.  29425. 


tender,  and  swollen  to  a greatest  diameter  of  about 
15  centimeters.  She  had  good  active  range  of  mo- 
tion. The  overlying  skin  showed  no  evidence  of 
cellulitis.  She  felt  well  otherwise,  with  no  fever, 
weight  loss,  or  malaise. 

The  patient  was  being  treated  for  hypertension, 
coronary  heart  disease,  and  osteoarthritis.  Her 
medications  included  atenolol,  aspirin,  oxaprozin, 
and  famotidine.  She  underwent  coronary 
angioplasty  in  1990,  and  had  an  uneventful  recov- 
ery from  a left  hip  replacement  in  November  1 998. 
She  did  not  use  alcohol  or  tobacco. 

She  lived  with  her  husband  in  a rural  area,  pur- 
sued minimal  outdoor  activities,  and  had  no  pets. 
Before  retiring  in  August  1998  secondary  to  her 
degenerative  hip  disease,  she  had  worked  several 
years  as  a school  custodian.  Her  duties  included 
daily  trips  into  the  boiler  room,  which  was  par- 
tially open  to  the  outside,  and  hence  a favored  roost- 
ing place  for  birds.  She  described  disturbing  a layer 
of  guano  with  each  trip,  “stirring  up  a terrible 
smell.”  In  the  fall  of  1998  she  was  seen  several 
times  and  treated  for  bronchitis. 

Joint  aspiration  attempt  by  her  primary  physi- 
cian was  unsuccessful.  Over  the  next  four  months 
empirical  treatment  included  indomethacin,  allopu- 
rinol,  methotrexate,  and  finally  prednisone  ten  mil- 
ligrams BID.  She  failed  to  improve  and  in  May 
1999  she  consulted  another  physician  who  was  also 
unable  to  aspirate  the  ankle  and  referred  her  to  a 
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rheumatologist.  At  that  time  plain  films  showed 
diffuse  soft  tissue  swelling  with  a large  joint  effu- 
sion. Magnetic  resonance  imaging  showed  enhanc- 
ing lobulated  cystic  and  solid  lesions  anterior  to 
the  ankle  joint  with  mild  erosion  of  the  distal  tibia 
as  well,  felt  to  be  highly  suggestive  of  gout.  By 
June  the  rheumatologist  found  that  the  swelling  had 
increased  and  two  ulcerations  on  the  lateral  aspect 
of  the  ankle  had  opened  fistulous  tracts  with  per- 
sistent discharge  of  straw  colored  fluid.  Joint  aspi- 
ration then  revealed  48  WBC/mm3  (44  percent 
neutrophils,  48  percent  lymphocytes,  1 percent 
eosinophils,  7 percent  macrophages),  90,635  RBC/ 
mm3,  and  no  crystals.  Gram’s  stain  and  routine  cul- 
tures were  negative.  Peripheral  blood  showed  a 
normal  WBC,  mild  microcytic  anemia,  and  a nor- 
mal uric  acid.  Blood  cultures  were  negative. 

Orthopedic  and  infectious  diseases  consultation 
was  obtained.  Drainage  was  milked  out  of  the  fis- 
tulous tracts  and  sent  for  mycobacterial  and  fungal 
cultures.  Three  days  later  a pure  growth  of  Cryp- 
tococcus neoformans  was  obtained.  Serum  cryp- 
tococcal  antigen  was  positive  at  a titer  of  1:8.  Chest 
roentgenogram  was  normal.  HIV  serology  was 
negative. 

DISCUSSION 

Cryptococcosis  is  an  infection  caused  by  the 
yeastlike  fungus  Cryptococcus  neoformans . Dis- 
tribution is  worldwide,  and  there  is  no  definable 
endemic  area,  in  contrast  to  other  systemic  my- 
coses. The  organism  has  a polysaccharide  capsule, 
which  greatly  enhances  its  virulence,  and  which 
distinguishes  four  serotypes.  Cryptococcal  sero- 
types A and  D are  found  frequently  throughout  the 
world  in  aged  pigeon  droppings,  in  nesting  places, 
and  in  soil,  especially  when  contaminated  with  bird 
guano.  Pigeons  are  not  infected,  but  the  organism 
grows  to  very  high  numbers  in  their  feces.  Sero- 
types B and  C are  restricted  to  tropical  and  sub- 
tropical areas  where  they  are  associated  with  certain 
species  of  eucalyptus  trees.1 

Cryptococcus  is  ubiquitous  and  exposure  must 
be  common,  yet  clinically  detectable  infection  is 
very  rare.  The  usual  portal  of  entry  is  the  lung, 
where  a primary  pneumonitis  is  established.  In  the 
immunocompetent  host  respiratory  disease  is  usu- 
ally mild  and  self-limited,  but,  especially  with  im- 
paired cell-mediated  immunity,  progression  of 


pulmonary  disease  and/or  dissemination  may  oc- 
cur. Cryptococcus  is  tropic  for  the  central  nervous 
system  (CNS),  and  aside  from  pulmonary 
cryptococcosis,  fungal  meningitis  is  the  most  com- 
mon presentation  of  disease. 

Skeletal  infection  with  Cryptococcus  was  first 
reviewed  in  1950  by  Collins,  who  estimated  it  to 
occur  in  about  ten  percent  of  disseminated  cases.2 
He  observed  that  skeletal  infection  was  rare,  often 
involved  bony  prominences,  and  was  usually  os- 
teolytic in  appearance.  Joint  involvement  was  in- 
frequent. More  recent  reviews  have  expanded  these 
observations.3'5  Behrman  et  al.  reviewed  39  cases 
of  skeletal  cryptococcosis  from  the  era  of  ampho- 
tericin B therapy.3  Predominant  complaints  at  pre- 
sentation were  soft  tissue  swelling  and  tenderness; 
median  duration  of  symptoms  before  diagnosis  was 
three  months.  Most  patients  were  afebrile  and  had 
normal  leukocyte  counts.  Only  one  had  a history 
of  previous  trauma.  In  74  percent  a single  bony 
site  was  infected,  with  the  vertebral  column  being 
the  most  common  (15  percent).  Vertebral  crypto- 
coccal infection  has  been  reviewed  elsewhere.5  In 
Behrman  et  al.’s  review,  radiologic  studies  uni- 
formly showed  osteolytic  or  eroded  lesions,  typi- 
cally with  no  periosteal  reaction  and  no  new  bone 
formation.  In  this  series  two  joints  were  noted  to 
be  involved,  each  associated  with  contiguous  bony 
infection.  Three  patients  had  the  diagnosis  estab- 
lished noninvasively,  by  examination  of  fluid  from 
a draining  sinus,  but  most  were  diagnosed  by  sur- 
gery, when,  typically,  circumscribed  areas  of  bony 
destruction  with  copious  gelatinous  pus  were  en- 
countered. Histological  examination  showed  acute 
and  chronic  inflammation,  often  with  granulomata. 
Underlying  disease  in  the  39  cases  was  common 
and  included  sarcoidosis  in  ten  (only  three  were 
reported  to  be  receiving  corticosteroids),  and  tu- 
berculosis in  two;  only  six  patients  in  this  series 
beginning  in  1956  were  on  an  immunosuppressive 
regimen.  Altogether,  over  half  the  patients  were 
judged  to  be  immunologically  intact. 

Our  patient  appeared  to  have  cryptococcal  in- 
fection confined  to  the  joint.  Although  on  MRI, 
there  was  some  erosion  of  the  distal  tibia,  on  plain 
films  these  findings  were  much  less  prominent  and 
remained  stable  over  several  months  time,  while 
joint  symptoms  continued  to  progress.  Stead  et  al. 
in  1988  reported  2 cases  of  cryptococcal  arthritis 
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(each  with  adjacent  lytic  lesions  of  bone)  and  re- 
viewed 15  additional  cases  from  the  world’s  lit- 
erature.6 Over  half  had  associated  bony  destruction. 
The  knee  was  involved  in  over  half  the  patients 
and  in  over  a third  of  the  cases  multiple  joints  were 
involved,  and  over  a third  had  meningitis.  Diagno- 
sis was  commonly  delayed,  although  most  patients 
were  known  to  be  immunocompromised,  either  by 
immunosupressive  therapy  or  by  other  systemic  ill- 
ness, such  as  tuberculosis  or  histoplasmosis.  Two 
patients  had  underlying  sarcoidosis,  although  only 
one  was  receiving  therapy  for  this. 

Bony  lesions  generally  require  drainage  as  well 
as  anti-fungal  therapy.  Several  cases  of  skeletal  fun- 
gal infection  have  been  successfully  treated  with 
fluconazole,7  9 including  one  case  of  cryptococcal 
osteomyelitis.10  Fluconazole  has  also  been  used  in 
isolated  fungal  arthritis  and  has  been  shown  to  pen- 
etrate synovial  fluid.1113 

FOLLOWUP 

Our  patient  had  no  clinical  or  radiologic  evidence 
of  infection  outside  the  ankle.  Careful  history  and 
examination  did  not  suggest  CNS  involvement,  and 
we  did  not  perform  lumbar  puncture.  She  was 
placed  on  oral  fluconazole,  400  mg.  daily,  for  six 
weeks  with  an  excellent  clinical  response.  On  this 
regimen  she  regained  her  ability  to  bear  weight, 
had  healing  of  the  sinus  tracts,  and  marked  reduc- 
tion of  the  joint  effusion  and  tenderness.  After  six 
weeks,  her  dose  was  reduced  to  200  mg  daily  be- 
cause of  cost  considerations.  At  three  month  fol- 
low-up the  ankle  was  normal  in  appearance  and 
she  felt  ankle  function  had  returned  to  baseline. 
Serum  cryptococcal  antigen  was  negative.  The 
current  plan  is  to  complete  six  months  of 
fluconazole  therapy. 

SUMMARY 

Cryptococcus  neoformans  is  an  opportunistic 
pathogen  that  occasionally  causes  indolent  disease 
in  the  immunocompetent.  Cryptococcal  arthritis  is 
especially  rare,  and  diagnosis  is  typically  delayed. 
Fungal  arthritis  should  be  considered  in  cases  of 
chronic,  indolent  joint  inflammation.  To  our  knowl- 
edge, this  report  documents  the  first  use  of 


fluconazole  for  treatment  of  cryptococcal  infection 
confined  to  a joint. 
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Blueberries,  with  their  rich  blue  color,  are  one  of 
our  prettiest  fruits.  They  appear  in  many  forms  as 
a food.  Most  popular  is  a bowl  of  fresh  blueberries 
but  they  are  also  used  in  salads,  with  cereal,  and  in 
ice  cream.  Multiple  bakery  products  combine  with 
blueberries  for  the  blueberry  muffins,  pancakes, 
pies,  pound  cake,  sugar  cookies  and  squares.  Popu- 
lar also  are  blueberry  jams,  marmalade  and  syrup. 
Newer  products  such  as  blueberry  cooler,  soup, 
eggnog,  and  sauce  are  gaining  in  popularity.  Dried 
and  frozen  blueberries  are  popular  during  the  win- 
ter months. 

The  blueberry  of  the  genus  Vacinnium  is  a na- 
tive American  species  cherished  by  the  early  set- 
tlers as  a stable  ingredient  in  foods  and  medicines. 
They  were  incorporated  in  their  diet  in  many  forms. 
American  Indians  enjoyed  blueberries  year  round, 
eating  them  fresh  and  dried,  according  to  the  North 
American  Blueberry  Council.  They  were  dried  in 
the  sun,  then  added  to  soups  and  stews.  They  were 
crushed  into  a powder  and  this  powder  added  to 
cornmeal,  water,  and  honey  to  make  a pudding 
called  Sautauthig.  The  Pilgrims  learned  to  appre- 
ciate blueberries  as  it  was  the  Indian’s  gift  of  blue- 
berries that  helped  the  new  settlers  make  it  through 
their  difficult  first  winter.  (Extracted  from  The 
State , “Blueberries  Will  Fit  In  Just  About  Any- 
where,” by  Carol  G.  Ward,  July  14,  1999) 

Blueberries  are  a true  food  and  derive  their  at- 
tractive coloring  from  the  high  content  of  antho- 
cyanin,  which  is  a water  soluble  pigment  that 
imparts  colors  ranging  from  blue  to  shades  of  red. 
The  color  is  an  important  quality  factor  influenc- 
ing fresh  market  value.  The  berry  begins  as  a small 
green  berry.  After  about  a month,  the  calyx  end 
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turns  purplish.  After  a few  days,  a light  purple  color 
develops  over  the  whole  berry  and  then  deepens. 
During  the  color  change,  the  berry  volume  in- 
creases rapidly.  Intensity  of  pigmentation  increases 
during  the  first  six  days  of  color  change.  Most  of 
the  anthocyanin  develops  in  the  fruit  during  this 
early  stage  of  maturation.  In  addition  to  their  food 
value,  blueberries  contain  a number  of 
phytochemicals  which  are  believed  to  have  me- 
dicinal properties.  Among  these  are  the  antioxi- 
dant properties  of  ellagic  acid.  Blueberries, 
strawberries,  and  raspberries  all  have  ellagic  acid 
but  blueberries  have  the  greatest  concentration.1 

Commercial  blueberry  farming  began  in  New 
Jersey  nearly  100  years  ago.  Michigan  entered  the 
blueberry  business  in  the  1930s.  Now  blueberries 
are  grown  commercially  in  Maine,  Washington, 
Oregon,  New  York,  North  Carolina,  Georgia,  South 
Carolina,  Mississippi,  Florida,  and  Louisiana. 
About  145  million  pounds  of  blueberries  are  pro- 
duced yearly  in  the  United  States  with  Michigan 
and  New  Jersey  accounting  for  50  percent.  South 
Carolina  is  the  least  productive  state,  having  only 
300-400  acres  under  cultivation.  The  farms  in 
South  Carolina  range  from  a few  acres  to  approxi- 
mately 50  acres.  The  leading  counties  are  Horry 
with  127  productive  acres  and  Charleston  County 
with  79  acres.2 

MEDICINAL  PLANTS  FOR  SOUTH 
CAROLINA 

On  August  2,1999,  an  article  appeared  in  the 
Charleston  Post  and  Courier  entitled  “Medicinal 
Plants  May  Be  Tonic  For  South  Carolina  Tobacco 
Farmers.”  It  was  written  by  Jennifer  Berry  Hawes 
and  focused  on  plants  with  medicinal  properties. 
It  has  been  suggested  that  tobacco  farmers,  who 
have  had  their  quotas  cut  drastically  by  the  gov- 
ernment, look  to  nutraceuticals  as  a substitute  or 
supplemental  crop.  What  is  a nutraceutical?  It  is  a 
natural  substance  that  provides  health  benefits  for 
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the  prevention  and  treatment  of  disease.  The  term 
was  coined  by  Dr.  Stephan  DeFelice  of  The  Foun- 
dation for  Innovation  in  Medicine  in  1998. 

The  National  Nutraceutical  Center  was  born 
January  1,  1999,  in  Charleston  with  the  goal  to  at- 
tract industrial  and  federal  grants  to  do  research  on 
plants  which  could  be  a new  nutraceutical  crop  for 
South  Carolina  farmers.  The  Center  unites  the 
South  Carolina  Department  of  Agriculture,  MUSC, 
Clemson  University,  and  The  South  Carolina  Re- 
search Authority  with  its  Advanced  Technology 
Institute. 

The  Center’s  goal  is  to  scientifically  prove  or 
disprove  whether  some  of  these  nutraceuticals 
work.  Under  the  direction  of  Dr.  Merle  Shepard, 
six  Clemson  University  professors  are  carrying  out 
research  on  five  nutraceutical  plants  at  the  Clemson 
University  Research  Center  in  Charleston.  Similar 
research  projects  are  also  underway  at  the  upstate 
campus.  One  study  is  evaluating  the  effect  of  el- 
lagic  acid  extracted  from  raspberries  to  prevent  the 
proliferation  of  cervical  cancer  cells.  Preliminary 
results  indicate  that  ellagic  acid  can  drive  these 
cancer  cells  into  paralysis  and  cell  death.  Whether 
or  not  this  will  be  successful  in  human  studies  re- 
mains to  be  seen. 

DISCUSSION 

Verlangieri  and  associates3  studied  the  effect  of  fruit 
and  vegetable  consumption  on  cardiovascular  mor- 
tality. This  was  a clinical  study  based  on  food  con- 
sumption data  in  the  U.S.  from  1964  to  1978.  These 
data  showed  that  the  consumption  of  fruits  and 
vegetables,  especially  those  rich  in  Vitamin  C,  may 
have  offered  a protective  effect  against  deaths  from 
cardiovascular  disease. 

Willet  and  associates4  collected  an  abundance 
of  evidence  based  on  numerous  and  remarkably 
consistent  observations,  that  persons  who  consume 
significant  quantities  of  fruits  and  vegetables  have 
reduced  risks  of  most  human  cancers,  supporting 
the  concept  that  micronutrients  may  play  impor- 
tant roles  in  the  prevention  of  human  cancer.  Some 
forms  of  fiber  may  contribute  to  reduced  risk  of 
colon  cancer.  Recent  analyses  of  colon  polyps  sug- 
gest folic  acid  may  also  play  a protective  role.  Al- 
though the  responsible  compounds  are  still  in 
doubt,  growing  evidence  indicates  that  an  abun- 
dant intake  of  fruits  and  vegetables  can  play  an 


important  role  in  reducing  the  incidence  of  cancer. 

There  is  mounting  evidence  based  on  scientific 
studies  that  antioxidants  contained  in  some  fruits 
and  vegetables  have  provided  protection  against 
diseases.  Free  oxygen  radicals,  liberated  when  cells 
convert  oxygen  into  energy  in  normal  amounts, 
help  rid  the  body  of  toxins.  At  high  levels,  these 
free  radicals  can  cause  cell  death,  oxidative  dam- 
age to  organs  and  tissues,  and  thus  may  play  a 
prominent  role  in  the  genesis  of  some  diseases 
which  include  cancer,  heart  disease,  vascular  dis- 
ease, and  neurodegenerative  diseases.  Vitamin  E, 
betacarotene,  vitamin  C and  selenium  are  all 
thought  to  have  antioxidant  properties. 

The  University  of  California  at  Berkeley  in  its 
March,  1997  issue  of  its  Wellness  Letter,  placed 
blueberries  number  one  in  its  list  of  Antioxidant 
All  Stars.5 

Plant  chemicals,  called  phytochemicals,  that  are 
present  in  fruits  and  vegetables,  may  have  addi- 
tional beneficial  properties  beyond  the  antioxidant 
activity.  Those  contained  within  the  blueberry,  par- 
ticularly flavonoids,  such  as  beta-carotene,  have 
exhibited  an  antiinflammatory  effect,  which  also 
may  help  in  Alzheimer’s  and  other  disorders. 

Prior  and  associates6  analyzed  four  cultivars  of 
the  Vaccinium  species  of  blueberries  (Rabbiteye, 
Lowbush,  Highbush,  and  Bilberry)  for  their  anti- 
oxidant capacity  (oxygen  radical  absorbance  ca- 
pacity OR  AC).  The  total  antioxidant  capacity  of 
different  berries  studied  ranged  from  13.9  to  45.9 
u mol  Trolux  equivalents.  Brightwell  and  Tiftblue, 
two  of  the  more  common  Rabbiteye  cultivars 
grown  in  the  Southeast,  were  harvested  two  times, 
49  days  apart.  Increased  maturity  at  harvest  in- 
creased the  OR  AC.  The  location  where  they  were 
grown  did  not  effect  OR  AC.  In  general,  blueber- 
ries have  been  found  to  be  one  of  the  richest  sources 
of  antioxidant  phytonutrients  of  the  fresh  fruits  and 
vegetables  studied  to  date. 

The  results  presented  by  Prior  and  his  group6 
represent  the  first  published  data  on  the  total  anti- 
oxidant capacity  of  blueberries.  In  addition,  the 
polyphenolic  components  in  blueberries  may  have 
multiple  health  benefits  which  at  this  point  are 
unclear.  Anthocyanins  in  blueberries  may  have 
potential  health  benefits  that  are  independent  of  or 
in  addition  to  their  antioxidant  effects. 

Cao  and  associates7  investigated  by  measuring 


Volume  96  • July  2000 


301 


THE  MEDICINAL  POTENTIAL 
OF  BLUEBERRIES 


ORAC,  whether  hyperoxia  causes  alterations  in 
antioxidant  status  and  whether  these  alterations 
could  be  modulated  by  dietary  antioxidants.  Rats 
were  fed  for  eight  weeks  a control  diet  or  a control 
diet  supplemented  with  vitamin  E,  or  with  aque- 
ous extracts  from  blueberries  or  spinach  and  were 
exposed  to  air  of  greater  than  99  percent  oxygen 
for  48  hours.  Analysis  indicated  that  blueberry  ex- 
tract was  particularly  rich  in  anthocyanins,  and  the 
spinach  extract  did  not  contain  any  anthocyanins. 
Hyperoxia  induced  a decrease  in  serum  protein 
concentration,  an  increase  in  serum  ORAC,  de- 
creases in  lung  ORAC  and  an  equilibration  of  pro- 
teins and  ORAC  between  serum  and  pleural 
effusion.  These  alterations  suggested  a redistribu- 
tion of  antioxidants  between  tissues  and  an  increase 
in  capillary  permeability  during  hyperoxia.  Only 
the  blueberry  extract  was  effective  in  alleviating 
the  hyperoxia  induced  redistribution  of  antioxidants 
between  tissues. 

In  Sweden,  dried  blueberries  are  used  to  treat 
childhood  diarrhea.8  This  use  is  attributed  to 
anthocyanosides,  natural  substances  found  in  the 
blueberries  which  is  believed  to  be  lethal  to  E.Coli, 
a bacterium  sometimes  linked  to  the  infection. 

The  most  current  and  significant  study  on  the 
potential  of  blueberries  as  nutraceuticals  was  done 
at  Tufts  University  by  Dr.  James  A.  Joseph  and 
associates9  with  the  results  recently  published  in 
the  September  1999  issue  of  the  Journal  of  Neuro- 
science. Previous  research  indicated  that  age  re- 
lated neuronal  behavior  decrements  are  the  result 
of  oxidative  stress  that  may  be  ameliorated  by  an- 
tioxidants. This  study  is  the  first  that  has  shown 
that  extracts  from  some  fruits  and  vegetables  that 
are  high  in  phytonutrient  antioxidants  can  actually 
reverse  some  age  related  dysfunction. 

Forty,  19-month-old  adult  male  rats  were  fed  a 
control  diet  for  five  days  and  then  randomly  as- 
signed to  four  diet  groups  including  one  control 
group.  There  was  a 1.48  percent  strawberry  diet,  a 
0.  9 1 percent  spinach  diet,  and  a 1 .86  percent  blue- 
berry diet.  The  rats  were  fed  these  diets  for  eight 
weeks  before  experimental  testing  at  2 1 months  of 
age.  The  amounts  of  strawberry,  spinach,  or  blue- 
berry extracts  added  into  the  control  diet  were  based 
on  an  equivalent  ORAC  activity  so  that  each  diet 
provided  equivalent  antioxidant  activity.  Weights 
were  recorded  every  two  weeks  and  food  intakes 


(over  48  hour  period)  were  performed  two  times 
during  the  study. 

In  psychomotor  testing,  there  were  significant 
effects  of  diet  on  rod  walking  and  the  accelerating 
rotarod.  For  the  rod  walk,  latency  to  fall  was  sig- 
nificantly longer  in  the  blueberry  group  compared 
to  the  control,  strawberry,  and  spinach  groups. 
There  was  no  effect  of  diet  group  on  wire  suspen- 
sion, inclined  screen,  or  any  measure  of  plank  walk- 
ing. Therefore,  supplementation  with  the  blueberry 
extract  improved  motor  performance  on  two  mo- 
tor tests  that  rely  on  balance  and  coordination. 

Other  testing  showed  that  with  respect  to  the 
functional  neuronal  indices,  the  blueberry  supple- 
mented animals  showed  the  greatest  increases  in 
carbachol-enhanced  K+-ERDA  and  Ca++  recov- 
ery. Thus  it  appears  that  blueberry  supplementa- 
tion may  be  effective  in  reversing  the  deleterious 
effects  of  aging  on  calcium  homeostasis  that  have 
been  reported  previously  by  Lanfield  and 
Eldridge.10 

CONCLUSION 

Results  of  research  that  has  been  carried  out  on 
laboratory  animals  have  given  some  indication  that 
certain  fruits  and  vegetables,  high  in  antioxidants, 
might  be  of  benefit  in  the  prevention  and  treatment 
of  some  diseases  and  also  might  actually  reverse 
age  related  neuronal  behavior.  It  is  theorized  that 
these  antioxidants  neutralize  free  oxygen  radicals 
that  are  set  free  when  cells  convert  oxygen  to  en- 
ergy. An  excess  of  these  free  radicals  can  cause 
oxidative  stress  and  actually  damage  and  kill  some 
cells. 

There  are  yet  many  unknowns  about  the  ben- 
eficial effect  of  antioxidants  and  whether  these  re- 
sults will  hold  up  in  human  studies.  However,  a 
door  has  been  opened  and  there  seem  to  be  many 
scientists  and  institutions  that  are  pursuing  research 
related  to  the  content  of  this  article.  There  is  enough 
evidence  already  that  certain  fruits  and  vegetables 
have  significant  positive  effects  on  human  health 
to  attract  South  Carolina  farmers  to  new  crops  that 
in  the  future  might  have  a market  based  on  posi- 
tive health  benefits  to  the  consumer. 

The  results  of  this  research  indicate  that  blue- 
berry supplementation  to  the  diet  of  a group  of  rats 
used  was  effective  in  reversing  some  of  the  delete- 
rious effects  of  aging.  The  blueberry  supplemented 
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group  of  rats  was  the  only  group  to  show  reversals 
in  motor  behavioral  deficits. 

It  is  fortunate  that  the  National  Nutraceutical 
Center  is  located  in  South  Carolina  and  that  the 
South  Carolina  Department  of  Agriculture,  MUSC, 
and  Clemson  University  have  joined  forces  to  con- 
tinue the  research  on  medicinal  plants.  With  its 
abundant  and  rich  farm  lands,  and  dwindling  to- 
bacco quotas,  South  Carolina  could  become  a 
leader  in  the  nutraceutical  industry. 

GLOSSARY 

Nutraceutical  - Any  substance  that  may  be  con- 
sidered a food  or  part  of  a food  that  provides  health 
benefits,  including  the  prevention  of  treatment  of 
disease.  They  range  from  isolated  nutrients  to  gen- 
erally engineered  “designer  foods.” 

Antioxidants  - Chemicals  that  help  to  neutralize 
free  oxygen  radicals  and  protect  the  body  against 
oxidative  stress.  Some  scientists  believe  antioxi- 
dants improve  cell  membranes  so  that  important 
nutrients  and  chemicals  can  flow  through  more 
freely. 

Phytonutrient  - Flavonoids  such  as  beta-carotene, 
that  have  exhibited  an  antiinflammatory  effect. 

Beta-carotene  - A precursor  to  vitamin  A. 

Oxygen  free  radicals  - Created  when  cells  con- 
vert oxygen  into  energy.  In  normal  amounts,  free 
oxygen  radicals  help  rid  the  body  of  toxins,  but 
can  also  harm  membranes  and  DNA,  which  results 
in  cell  death. 


Anthocyanoside  - Natural  substance  found  in  blue- 
berries which  is  believed  to  be  lethal  to  Escheri- 
chia Coli. 

Anthocyanin-A  flavonoid  with  antioxidant  effects. 
Anthocyanins  in  blueberries  may  have  health  ben- 
efits in  addition  to  or  independent  of  their  antioxi- 
dant effects.  Anthocyanins  inhibit  proteolytic 
enzymes. 
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DIMINISHED  MEDICAL  MORALE  SYNDROME 

A Profession  ys  Impairment 
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“ Changes  are  chiefly  responsible  for  diseases,  especially  the  great  changes, ..  the  safest  are  the  gradual 
changes  of  regimen  and  temperature,  and  gradual  changes  from  one  period  of  life  to  another.  ” 

Humors 

Hippocrates  (460  BC  - 377  BC)1 


Since  the  1970s,  the  medical  profession  has  recog- 
nized and  responded  to  impaired  physicians.  Ef- 
fective treatment  and  organized  rehabilitation 
followed  recognition  of  the  prevalence  of  addic- 
tion to  mind-altering  drugs  and  severe  depression 
among  medical  practitioners.  Organized  medicine 
is  presently  challenged  to  recognize  the  Diminished 
Medical  Morale  syndrome  (DMMS),  a more  preva- 
lent yet  less  obvious  impairment  with  symptoms 
manifest  by  individual  members  but  with  an  etiol- 
ogy located  within  the  profession’s  culture.  Re- 
spectfully following  the  format  of  Sir  William 
Osier’s  Textbook  of  Medicine  this  paper  identifies 
DMMS’  signs  and  symptoms  while  proposing  ef- 
fective control  and  treatment.2 

DEFINITION 

Diminished  Medical  Morale  is  a contagious  social- 
cultural  disease  manifest  in  a constellation  of  signs 
and  symptoms  limiting  individual  physicians’  men- 
tal, emotional  and  physical  effectiveness  for  uti- 
lizing clinical  skills,  sustaining  commitment  and 
reciprocating  trust  in  professional  relationships 
with  patients  and  colleagues. 

HISTORY  OF  PROFESSIONAL  MORALE 

From  its  inception  the  profession  of  medicine  grew 
in  recognized  accomplishment  and  enhanced  au- 
thority through  a series  of  stages.  Each  stage 
contributed  to  a unique  esprit  de  corp,  a shared 
body  of  beliefs  and  customs,  guiding  the 
profession’s  service  to  patients. 

Era  by  era  from  Galen’s  theory  of  humors,  to 
19th  century  pathologists’  contribution  of  morpho- 
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logical  orientation,  to  20th  century  physicians’  pro- 
found understanding  of  physiology,  an  ever  wid- 
ening base  of  service  to  patients  developed.  In 
serving  today’s  patients,  many,  too  many,  physi- 
cians find  themselves  confounded,  discouraged  and 
demoralized  by  unanticipated  professional  change.3 
Patently  the  pressures  of  powerful  external  forces 
endanger  the  profession’s  traditional  growth  of 
spirit. 

ANATOMY  AND  PHYSIOLOGY  OF 
NORMAL  MEDICAL  MORALE 

The  medical  profession  mobilizes  community  re- 
sources into  patient  care,  community  health  and 
the  profession’s  well  being.  Four  organizational 
systems  make  this  possible:  science  knowledge, 
civic  authority,  economic  purpose,  and  art  of  medi- 
cine. The  metabolic  systems  involved  are: 

1 . material  processes  of  measured  data  and 
trained  clinical  skills; 

2.  economic  processes  supporting  medical  care; 

3.  legal/social  processes  for  establishing 
patients’  rights  and  physicians’  duties; 

4.  non-material  processes  of  personal  integrity 
and  cultural  insight  leading  to  trusting  patient 
relationships. 

The  skilled  practitioner  integrates  these  pro- 
cesses into  balanced  therapy  for  a specific  patient 
or  the  health  of  a community.  In  the  course  of  treat- 
ing a patient,  the  four  processes  interact,  albeit  of- 
ten unconsciously,  to  answer  the  four  fundamental 
questions  of  quality  health  care.  Who  knows?  Who 
cares?  Who  pays?  Who  controls? 

Caring  practitioners  learn  to  balance  these  pro- 
cesses for  patients’  benefit  from  mentors,  clinical 
experience  and  personal  reflection.  The  culmina- 
tion of  this  integration,  harmonizing  them  into  a 
unique  prescription  for  a particular  patient,  gener- 
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ates  and  sustains  medical  morale. 

ETIOLOGY  OF  DIMINISHED  MEDICAL 
MORALE  SYNDROME 

Until  the  1970s  medical  practitioners  pursued  their 
course  of  balancing  the  four  domains  of  medicine 
with  unchallenged  clinical  autonomy.  Though  phy- 
sicians seldom  acknowledged  clinical  autonomy 
as  sufficient,  it  assured  sufficient  latitude  for  man- 
aging patients’  therapeutic  circumstances.  A con- 
fused patient  might  be  offered  additional 
consultation  time;  hospital  administrators  could  be 
persuaded  to  admit  a poor  yet  “deserving”  patient; 
paperwork,  though  demanding,  remained  tolerable. 
In  harmonizing  the  domains  of  medical  practice 
for  their  patients,  practitioners  could  expect,  even 
take  pride  in,  predictable  rewards. 

The  advent  of  the  1970’s  “malpractice  crisis” 
stirred  significant  changes  in  the  profession  but 
none  so  severe  that  they  could  not  be  worked 
through  from  within.  The  material  domain  of  sci- 
ence was  augmented  with  CME  requirements  in- 
cluding malpractice  risk  control  and  enhanced 
patient-doctor  communication  skills.  Organized 
medicine  concomitantly  acknowledged  the  prob- 
lem of  physician  impairment  by  reinforcing 
medicine’s  art,  the  non-material  domain,  with  com- 
prehensive programs  for  awareness  and  outreach 
to  impaired  colleagues.4  5 In  attempts  to  retain  clini- 
cal autonomy  moderately  effective  internal  realign- 
ments were  put  in  place  for  patient  advocacy  in 
conjunction  with  nationwide,  federally  mandated 
Health  Systems  Agencies. 

However,  the  situation  worsened  with  abundant 
evidence  of  serious  dissatisfaction  among  practic- 
ing physicians.  Schroeder  reported  in  1992,  “At 
some  point  in  the  last  15  years  a profound  change 
occurred  in  the  way  doctors  felt  about  their  profes- 
sion.”6 One  source  of  change  can  be  traced  to  in- 
creased interest  of  corporations  in  the  profession’s 
control  over  the  health  care  dollar  accompanied  by 
significant  intrusion  into  medicine’s  economic  do- 
main. The  flow  of  vast  wealth  through  health  care 
services  also  drew  the  attention  of  for-profit  entre- 
preneurs. The  commercial  alliance  of  corporation 
and  entrepreneur  successfully  challenged  practitio- 
ners’ economic  autonomy  and  has  assumed  con- 
trol of  medicine’s  economic  domain. 

While  these  economic  controls  brought  with 


them  more  cost-efficient  delivery  of  health  care, 
physicians  found  themselves  increasingly  held 
hostage  to  external  forces.  Understandably,  preoc- 
cupation with  economic  power  diminished  ad- 
equate professional  consideration  of  medicine’s 
other  three  domains,  particularly  the  art  of  medi- 
cine. 

Losing  significant  control  in  balancing  the  busi- 
ness of  medicine  with  the  science,  civics  and  art  of 
medicine,  understandably  caused  confusion  and  an- 
ger among  physicians.  A recent  survey  of  Califor- 
nia doctors  reports,  “A  disaffected  workforce  may 
threaten  tomorrow’s  health  care  system.”7  Physi- 
cians’ diminished  autonomy  in  pursuing  their  vo- 
cational goals  of  service  to  patients  through  an 
effective  balance  of  medicine’s  four  domains  has 
led  to  the  present  outbreak  of  DMMS. 

Two  additional  phenomena  contribute  to  the  eti- 
ology of  DMMS.  The  first  is  medical  specializa- 
tion with  71.6  percent  of  US  practitioners  reported 
to  be  specialists  in  1996. 8 Inadvertently  yet  power- 
fully specialization  emphasizes  technical  skill  to 
the  detriment  of  the  patient-doctor  relationship  with 
recognizable  erosion  of  the  once  highly  regarded 
goal  of  practicing  as  a “complete”  physician. 

An  additional  etiological  cause  is  the  accelerat- 
ing speed  of  social-cultural  change  which  renders 
ineffectual  the  profession’s  classical  measured,  in- 
cremental approach  to  change.  Rapid  proliferation 
of  government  regulations,  compelling  economic 
accountability  and  swift  scientific  evolution  exceed 
the  profession’s  previous  approach  of  internal  ac- 
commodation to  new  parameters  of  practice.  We 
stumble  where  once  we  strode  with  confidence. 
DMMS  becomes  manifest  in  physicians  as  they  are 
deprived  of  the  rewards  of  body,  mind,  commu- 
nity and  spirit  that  commonly  manifest  as  money, 
knowledge,  recognition  and  morale  and  that  his- 
torically have  come  from  balancing  the  science, 
business,  civic  and  art  of  medicine  in  healing.  De- 
prived of  rewards  necessary  for  maintaining  voca- 
tional motivation,  physicians  experience  a 
significant  loss  of  morale. 

Inevitable  dysfunctional  reactions  surface  with 
the  predictable  insecurity  that  accompanies  change 
reflected  in  the  patient-doctor  relationship.9  Some 
physicians  apparently  portray  themselves  as  vic- 
tims of  system  dysfunction  rather  than  advocates 
of  patients.  Failing  to  integrate  preemptive  change 
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into  the  patient-doctor  relationship,  self  acknowl- 
edged lying  physicians  restructure  the  relationship 
into  a conspiracy  of  “You  and  me  against  the  sys- 
tem.” Demoralized  physicians  default  in  explor- 
ing the  real  place  of  the  patient  in  an  evolving 
health  delivery  system  does  more  than  fiddled  the 
system.10  It  abrogates  the  profession’s  authorita- 
tive role  as  patient  advocate. 

Taken  together  these  changes  have  led  to  the 
loss  of  the  profession’s  functional  solidarity 
through  shared  identity.  Predictably,  the  etiologic 
factors — reduced  autonomy,  diminished  collegi- 
ality,  slow  response  time  and  overriding  emotional 
reactions — combine  to  weaken  the  medical 
profession’s  traditional  social-cultural  immune 
system  of  established  clinical  beliefs  and  ethical 
values.  The  outbreak  of  DMMS  ensued. 

TRANSMISSION 

DMMS  spreads  from  breeding  grounds  at  points 
of  system  dysfunction.  Financially  bankrupt 
HMOs,  unilateral  managed  care  contracts,  dissat- 
isfied patients,  practitioners  disgruntled  with  in- 
creasing work  for  less  income,  protests  against 
arbitrary  time  constraints,  and  medical  leaders 
more  vocal  than  effective  in  addressing  visible 
pathology  become  vectors  of  a social  virus.  A 
malaria  of  bad  spirit  hangs  over  staff  meetings, 
hospital  changing  rooms,  county  medical  societ- 
ies and  patient-doctor  relationships.11 

MORBID  ANATOMY 

Since  the  time  of  Hippocrates,  medical  oaths  have 
expressed  the  recognition  that  physicians  must 
have  developed  judgment,  particularly  as  they  bal- 
ance the  vital  processes  leading  to  trust  within  the 
patient-doctor  relationship.12  Clinical  judgment,  a 
complex  organ  for  expressing  professional  respon- 
sibility,13 is  vulnerable  to  toxic  processes  such  as 
ignorance,  arrogance,  greed,  haste  and  compromis- 
ing circumstance.  The  proper  function  of  clinical 
judgment  requires  regular  nourishment  of  beliefs 
and  values  confirmed  through  open  collegiality. 
Authenticating  beliefs  sustain  the  physician’s  ex- 
pected clinical  expertise,  emotional  maturity  and 
moral  strengths — the  physician’s  morale. 

The  “invasion”  of  medicine’s  domain  of  eco- 
nomics threatens  the  profession’s  belief  system  in 
confronting  inevitable  ambiguities  of  patient  care.14 


Consequent  reduction  in  clinical  resolution  of  pa- 
tients’ needs  contributes  to  DMMS. 

SIGNS  AND  SYMPTOMS  OF  DMMS 

Consideration  of  symptoms  calls  for  distinguish- 
ing their  context.  Physical  symptoms  of  a 
physician’s  body  differ  from  behavioral  symptoms 
expressed  by  the  physician  as  a person,  while  the 
social  symptoms  of  the  profession  as  a body  of 
physicians  are  yet  more  different.  Together  they 
become  the  interacting  pathology  of  a syndrome. 
Until  the  medical  profession  applies  the  quality  of 
clinical  research,  it  bestows  on  patients’  diseases 
on  its  own  pathology;  placing  a reliable  statistical 
basis  under  symptomatology  of  DMMS  will  prove 
difficult.15 

The  multiple  signs  and  symptoms  of  DMMS 
may  be  classified  heuristically  as  attitudinal,  be- 
havioral and  psychological/somatic. 

ATTITUDINAL  SYMPTOMS 

1.  A debased  sense  of  vocation  is  perhaps  the 
most  widespread  symptom  of  diminished  medical 
morale.  Flagrant  loss  of  professional  character  is 
manifest  in  the  recent  debate  and  subsequent  vote 
by  the  AMA  House  of  Delegates  to  abandon 
medicine’s  historic  vocation  as  a learned  profes- 
sion and  established  an  AMA  union.  Dr.  Paul 
Ellwood,  a respected  scholar  of  health  care  deliv- 
ery, puts  it  “By  unionizing  now,  the  AMA  is  giv- 
ing up  the  last  vestige  of  influence  that  it  has  had 
on  quality  of  care.”161718 

2.  Preoccupation  with  the  business  of  medicine. 
Reduced  income  resulting  from  changes  in  health 
systems’  remuneration  has  led  to  rife  complaining 
by  physicians  frequently  seen  by  the  public  as  self- 
interested  whining,  impacting  unfavorably  on  pro- 
fessional self  esteem. 19  Medical  students  informally 
report  the  quality  of  their  clinical  training  tarnished 
by  the  intensity  of  preceptor  complaints  about  the 
delivery  system. 

3.  Preoccupation  with  and  accomplishment  of 
early  retirement.  A May  1999  random  survey  of 
2,000  Oregon  physicians  with  894  returns  reports, 
“Three  out  of  five  reporting  members  of  the  Or- 
egon Medical  Association  have  seriously  consid- 
ered seeking  early  retirement  in  response  to  the 
current  practice  environment.”20  As  a stalwart  fam- 
ily practitioner  put  it,  “As  soon  as  my  accountant 
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says  I can,  I am  out  of  this  rat  race,”  (personal  com- 
munication). 

4.  Reduced  sense  of  bonding  in  patient-doctor 
relationships.  A 1999  Harris  poll  reveals  39  per- 
cent of  those  surveyed  have  high  confidence  in  the 
institution  of  medicine  as  contrasted  to  77  percent 
in  1966.21  A study  by  the  Commonwealth  Fund 
reveals  that  almost  a third  of  the  US  patients  sur- 
veyed would  favor  or  contemplate  rebuilding  their 
health  care  system.22 

5.  Inadequate  patient  advocacy.  System-en- 
forced time  constraints  influence  doctors  to  “hear,” 
a physiological  response,  rather  than  “listen,”  a psy- 
chological response,  to  patients.23,24  With  empha- 
sis on  getting  the  patient  in  and  out  in  the  shortest 
time  possible,  physicians  short  change  their  patients 
as  they  deprive  themselves  of  vocation’s  greatest 
reward,  the  ability  to  say,  “and  I did  what  was 
right.” 

6.  Reduced  sense  of  professional  stewardship. 
Though  often  stemming  from  paperwork  overload 
failure  to  report  accurate  diagnosis  in  language  re- 
quired by  government  agencies  has  led  to  target- 
ing physicians  for  fraud.  Headlines  such  as 
“Physicians  deceive  third-party  payers,”  do  noth- 
ing for  sustaining  medical  morale.25 

7.  Compromised  professionalism  in  serving  the 
public.  With  a uniquely  broad  view  of  one  state’s 
medical  profession  Ms.  Kathleen  Halley,  the  Di- 
rector of  the  Oregon  Board  of  Medical  Examiners, 
is  unequivocal  in  stating,  “The  lowered  morale  of 
the  medical  profession  presents  a significant  threat 
to  the  public’s  health  in  Oregon,”  (personal  com- 
munication). 

BEHAVIORAL  SYMPTOMS 

1.  Physicians’  dissatisfaction  with  their  medi- 
cal practice  surfaces  in  migration  to  new  special- 
ties, and  new  places  to  practice.  “Just  under 
one-third  of  OMA  respondents  have  considered 
relocating  outside  of  Oregon  (30.7  percent)  while 
one-fourth  have  considered  becoming  a salaried 
employee  or  seeking  a non-clinical  job  (25.1  per- 
cent).”26 

Abandoning  clinical  practice  has  become  an  ex- 
pression of  physician  discontent,  a case  of  voting 
with  their  feet.  Increasingly  doctors  move  to  more 
certain  remuneration  and  less  stressful 
responsiblities  as  administrators  for  government 


agencies,  insurance  companies  and  HMOs.  An  ar- 
ticle in  Physicians  Financial  News  Reports  notes 
this  change  as,  “Physicians  Finding  New  Chal- 
lenges in  HMO  Management.”27 

2.  Reduced  involvement  in  organized  medicine. 
National,  state  and  local  general  medical  societ- 
ies, in  contrast  to  medical  specialty  societies, 
struggle  to  maintain  their  waning  membership. 
With  the  AMA  presently  representing  30  percent 
of  U.S.  physicians,  its  role  as  the  “voice”  of  Ameri- 
can medicine  becomes  increasingly  problematic  as 
a source  of  professional  solidarity.28 

3.  Diminished  volunteer  work.  Respect  for  char- 
ity, central  to  professional  character,  is  reported 
significantly  diminished  for  older  practitioners  in 
an  unpublished  1998  survey  of  1,800  members  of 
the  AMA  concerning  the  use  of  the  Patient-Physi- 
cian Covenant.29,30 

4.  Participation  in  corrupt  practices,  whether 
CME  cheating  or  falsifying  patients’  diagnosis, 
strikes  at  the  heart  of  professional  integrity,  the 
foundation  of  physicians’  self  regard.  (Internal  med 
foot  note)  AMA  News  reports,  “Policing  CME  re- 
mains a tough,  complex  job.”31 

5.  Negative  views  towards  medical  education. 
While  admission  to  medical  school,  unlike  nurs- 
ing schools,  remains  high,  and  no  valid  survey  ex- 
ists, college  students  informally  report  that  they 
are  advised  by  medical  practitioners  not  to  pursue 
a career  in  medicine,  (personal  communication). 

PSYCHOLOGICAL/SOMATIC  SYMPTOMS 

1.  Chronic  fatigue  resulting  in  “burn  out.”  This 
symptom  complex  speaks  to  personal  limits  ex- 
ceeded by  dedicated  physicians.  A survey  of  1 ,000 
physicians  reports  56  percent  incidence  of  burn 

out.32,33,34 

2.  Pathological  escape  from  practice  stress 
through  increased  use  of  mind-altering  drugs  is  ir- 
refutable evidence  of  damaged  morale.  Evidence 
of  exacerbation  of  chemically  dependent  behav- 
iors in  physicians  is  reported  by  the  Director  of  the 
Washington  Physicians  Health  Program.  “In  the  last 
three  years  there  has  been  a significant  increase  in 
the  rate  of  relapse  of  Washington  physicians  un- 
dergoing treatment  for  chemical  dependency,”  (per- 
sonal communication). 

3.  The  most  tragic  forms  of  diminished  medical 
morale  appear  as  physician  depression  and  suicide, 


Volume  96  • July  2000 


307 


DIMINISHED  MEDICAL 
MORALE  SYNDROME 


which  is  apparently  increasing  as  reported  by  Dr. 
C.  Johnston  in  her  article,  “Suicide  totals  for  MDs 
sad  reminder  of  stresses  facing  medicine.”35 

DIFFERENTIAL  DIAGNOSIS 

In  the  daily  practice  of  medicine  it  is  not  difficult 
to  diagnose  DMMS  in  colleagues.  Its  symptoms 
are  frequently  blatant  and  only  call  for  differential 
diagnosis  against  character  traits  that  existed  prior 
to  the  onset  of  DMMS  such  as  chronic  depression 
or  inordinate  ambition. 

PROGNOSIS 

Without  a clear-cut  recognition  of  the  syndrome 
by  the  medical  profession,  it  is  predictable  that  not 
only  the  incidence  of  the  present  disease  will  in- 
crease but  its  virulence  as  well.  The  future  profes- 
sional well-being  of  many  practitioners  is  in 
jeopardy. 

PROPHYLAXIS 

Resistance  to  DMMS  by  individual  physicians  is 
fostered  through  their  understanding  of  the  dynam- 
ics of  their  operational  professional  world,  the  in- 
teraction of  the  four  domains  of  medicine  in  their 
practice.  With  reflection  and  collegial  discussion 
practitioners  may  reasonably  reorder  their  personal 
ideals  and  aspirations.  In  older  physicians  the  pro- 
cess begins  with  relinquishing  nostalgia  for 
medicine’s  romanticised  “golden  age.”  As  with 
most  epidemics,  DMMS  calls  for  community-wide 
response,  a concerted  approach  of  the  medical  pro- 
fession in  focusing  time-honored  clinical  skills  on 
diagnosing  and  treating  DMMS. 

TREATMENT 

For  individual  sufferers  idiosyncratic  interventions 
such  as  retirement  or  change  to  another  occupa- 
tion should  bring  relief  from  symptoms  of  DMMS. 
Treating  the  profession  calls  for  stabilizing  the  cul- 
ture of  medical  practice  for  physicians  to  regain 
prudent  balance  of  the  domains  of  medical  prac- 
tice; stabilization  in  concert  with  inevitable  change. 

Patently,  the  profession  lacks  a coherent  lan- 
guage for  sharing  the  potent  role  of  personal  rela- 
tionship in  successful  healing  with  significant 
non-physician  decision  makers.  Raising  the  mo- 
rale of  the  medical  profession  calls  for  a working 
language  of  medical  spirit  free  of  cant  and  under- 


standable to  lay  people,  including  disaffected  pa- 
tients and  corporate  decision  makers  now  operat- 
ing in  medicine’s  domains.  The  language  must 
articulate  the  necessary  role  of  morale  in  healing. 

The  first  step  in  treatment,  as  with  any  emerg- 
ing illness  such  as  AIDS,  is  open  recognition  of 
pathology  in  a widely  understood  language  which 
facilitates  effective  scientific  research  for  effective 
treatment  of  DMMS. 

CONCLUSION 

Considering  the  present  state  of  medical  care  a 
thoughtful  patient  wrote,  “the  medical  profession 
is  suffering  from  an  ailing  heart,  one  that  is  not 
functioning  in  harmony  with  the  healing  principle 
central  to  medicine.  Denial  and  blame  on  outside 
forces  further  weaken  the  body  of  medicine.  With- 
out close  examination  of  the  profession’s  internal 
functioning,  attention  to  its  beliefs,  principles  and 
practices,  and  of  the  conditions  whereby  they  may 
be  restored,  the  sickness  will  progress  and  make  it 
ever  more  difficult  to  meet  the  challenge  of  inevi- 
table change,”  (personal  communication). 
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HOW  MEDICINE  LOST  ITS  WAY: 

Perspectives  of  Two  Physicians  - Grandfather  and  Granddaughter 


MARTIN  H.  ZWERLING,  M.D.,*  JENNIFER  M.  ALMY,  M.D. 


Once  they  called  me  healer/doctor, 

Then  I was  labeled  provider/vendor. 

Now  I do  piecework  for  an  HMO/conglomerate. 
Is  there  any  hope  for  the  doctor? 

Nay,  is  there  any  hope  for  the  patient? 


Dr.  Martin  Zwerling : It  was  fifty  years  ago,  I had 
recently  started  my  practice  and  frankly  it  was  not 
what  I had  expected. 

Yes,  I enjoyed  treating  the  patients,  the  scien- 
tific challenge  was  exciting,  but  my  personal  plea- 
sure from  medicine  was  shrinking  daily. 

I asked  my  father,  Dr.  Samuel  Zwerling  (1893- 
1982),  “What  had  happened  to  the  private  practice 
of  medicine?  How  and  when  did  we  lose  control?” 

“July  17,  1935,”  he  answered  without  hesita- 
tion. 

When  pressed  to  explain  his  response  with  such 
exactness,  he  said,  “because  that’s  the  date  the 
Workman’s  Compensation  Law  was  passed.  For 
the  first  time,  the  doctor  and  his  patient  allowed  a 
third  party  to  set  his  fees.” 

He  was  correct  of  course.  It  wasn’t  long  before 
almost  all  our  fees  were  set  by  a third  party — Blue 
Cross/Blue  Shield,  then  the  Federal  Government 
with  Medicare/Medicaid,  and  now,  the  HMO/con- 
glomerate. The  final  inglorious  insult  now  has  the 
faceless  managed  care  industry  dictating  to  the 
doctor  who  he  can  treat,  which  doctor  is  autho- 
rized to  treat,  when  and  where  the  treatment  might 
take  place  and  even  if  treatment  is  permitted  at  all. 

But  ours  isn’t  the  only  profession  that  is  chang- 
ing. For  example,  book  publishing,  like  medicine, 
is  no  longer  a field  governed  by  the  talents,  skills 
and  abilities  of  trained,  educated  crafts  people. 
Michael  Korda,  the  editor  in  chief  of  Simon  and 
Shuster  in  his  recent  book  Another  Life  describes 
how  “The  age  in  which  the  editor  [doctor]  was  the 
center  of  things  was  over.  The  businessmen  were 
taking  over.  ...  the  people  who  owned  you  had 


* Address  correspondence  to  Dr.  Zwerling  at  P.O. 
Box  2546,  Aiken,  SC  29802. 


probably  never  heard  of  you,  had  no  idea  what  you 
did,  and  couldn’t  have  cared  less  anyway.  Slowly 
but  surely,  the  editors  [doctors]  were  relegated  to 
the  status  of  pieceworkers.  Both  the  power  and  the 
prestige  of  their  position  were  stripped  from  them, 
as  the  decisions  they  once  made  unilaterally  were 
assigned  to  others,  and  as  layers  of  management 
were  created  to  supervise  and  quantify  the  editor’s 
[doctor’s]  work.”1 

Dr.  Jennifer  Almy : As  a recent  medical  school 
graduate  (MUSC,  1997),  I can  remember  my  teach- 
ers and  clinical  doctors  advising  us  to  learn  medi- 
cine as  a science,  but  practice  medicine  as  an  art. 
If  medicine  was  truly  an  exact  science,  then  any- 
one could  practice  it  using  a medical  cookbook. 

Today  managed  care  organizations  are  not  only 
putting  a time  limit  (seven  minute  visit)  on  this  art 
form  but  are  also  dictating  what  form  it  should  take. 
A competent  and  caring  physician  knows  that  a 
chief  complaint  of  weight  loss  requires  a differen- 
tial diagnosis  of  cancer,  depression,  hyperthyroid- 
ism, diabetes,  and  anorexia  to  name  a few.  To  just 
work  one’s  way  through  the  history  part  of  the 
physical  examination  would  take  much  longer  than 
the  seven  minutes. 

The  HMOs  have  only  one  goal — to  produce 
profits  for  its  officers  and  stockholders  by  continu- 
ally cutting  costs  ( physician  reimbursements)  and 
services.  They  are  rationing  medical  care  at  the  ex- 
pense of  the  patient’s  health  and  safety. 

There  is  an  old  story  of  two  astronauts  strapped 
into  their  space  capsule,  just  moments  before 
blastoff.  One  astronaut  turns  to  the  other  and  asks, 
“How  does  it  feel  knowing  our  spacecraft  was  built 
by  the  lowest  bidder?” 

A recent  poll  of  physicians  overwhelmingly  re- 
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ported  “The  medical  profession  is  seeking  to  re- 
discover rather  than  reinvent  itself.  In  short,  many 
of  you  (physicians)  expressed  a desire  to  return  to 
the  principles  that  brought  you  into  medicine  in 
the  first  place!”2 

Today  my  generation  of  new  doctors  often  start 
the  academic  first  year  of  medical  and  osteopathic 
schools  with  a white  coat  ceremony.  After  donning 
a doctor’s  jacket,  a modified  Hippocratic  oath  is 
recited  emphasizing  the  overriding  duty  to  the 
patient’s  well-being,  while  acknowledging  the  eco- 
nomic pressures  on  today’s  doctors. 

In  reviewing  the  new  Hippocratic  oaths,  I think 
the  best  is  the  patient-physician  covenant  of  the 
Tulane  University  School  of  Medicine.  This  one 
paragraph  says  it  all: 

Our  first  obligation  must  be  to  serve  the  good 
of  those  persons  who  seek  our  help  and  trust  us  to 
provide  it.  Physicians,  as  physicians,  are  not,  and 
must  never  be,  commercial  entrepreneurs, 
gateclosers,  or  agents  of  fiscal  policy  that  runs 
counter  to  our  trust.  Any  defection  from  the  pri- 
macy of  the  patient’s  well-being  places  the  patient 
at  risk  by  treatment  that  may  compromise  quality 
of  or  access  to  medical  care.2 

Dr.  Martin  Zwerling:  Well,  young  Doctor  Jennifer 
Almy,  you  have  given  me  hope.  When  I first  started 
writing  this  article,  I felt  discouraged,  depressed 
and  despair.  Many  of  my  older  colleagues  had  re- 
tired early  or  just  quit.  Jeff  Forster  has  put  it  suc- 
cinctly, “Physicians  have  lost  control,  respect, 
autonomy.  The  doctor-patient  relationship  is  in 
shambles;  it’s  lost  its  intimacy  and  become  a com- 
mercial transaction-even,  at  times,  an  adversarial 
encounter.  The  personal  touch  is  gone;  there’s  just 
not  enough  time  for  it.  Medicine  has  become  more 
of  a business  than  a profession,  and  patients,  phy- 
sicians, and  health  care  itself  are  mere  commodi- 
ties.”2 

But,  by  listening  to  you  and  your  classmates, 
maybe  all  is  not  lost.  One  of  the  reasons  we  physi- 
cians were  chosen  for  medical  school  was  because 
our  self  esteem  gives  us  the  ability  to  think  and  act 
independently.  The  insurance  companies  have  suc- 
ceeded in  dividing  and  thus  controlling  doctors  by 
taking  advantage  of  our  ability  to  be  self  starters 
as  well  as  our  loyalty,  dedication  and  compassion 
for  our  patients.  Just  try  getting  any  group  of  doc- 


tors to  agree  about  anything.  It  reminds  me  of  the 
old  saying  that  the  only  thing  two  doctors  can  agree 
on  is  what  the  third  doctor  should  donate  to  the 
library  fund. 

But  just  how  much  longer  do  you  think  the  in- 
surance companies  can  pit  one  group  of  doctors 
against  another  and  continue  forcing  down  reim- 
bursements? 

How  much  longer  do  you  think  doctors  will  give 
up  their  decision  making  authority  to  some  under- 
paid insurance  clerk  a thousand  miles  away,  work- 
ing out  of  a medical  cookbook? 

How  much  longer  do  you  think  our  medical 
schools  will  be  swamped  with  applications  from 
our  best  and  brightest  students?  Applications 
peaked  at  46,968  in  1996  but  there  were  only 
38,529  applicants  in  1999,  a 17  percent  drop  in 
only  three  years. 

What  happened  to  the  art  of  medicine  that  com- 
bines evidence-based  medicine  with  the  art  of 
magic,  hope  and  comfort? 

What  is  the  CPT  code  for  the  patient  who  be- 
lieved in  the  cure  and  in  the  authority  of  the  physi- 
cian, and  the  belief  gave  them  hope  and  the  hope 
helped  make  them  well?3 

How  can  the  doctor  be  trusted  to  prescribe  mor- 
phine and  other  Class  II  narcotics  and  still  be  re- 
quired to  get  approval  of  their  medical  judgement 
by  some  gum-chewing  insurance  clerk? 

Here  is  what  some  others  have  said: 

• Medicine:  The  only  profession  I know  that 
works  night  and  day  to  put  itself  out  of  business. 
(Dr.  Charles  Solomon)4 

• South  Carolina  State  Board  of  Medical  Exam- 
iners: While  we  license  and  discipline  doctors,  our 
main  purpose  is  to  protect  the  public. 

• Aphorisms  of  Sir  William  Osier  ( 1 849- 1 9 1 9)5 

The  practice  of  medicine  is  an  art,  based  on  sci- 
ence. (Sound  familiar?) 

Errors  in  judgment  must  occur  in  the  practice 
of  an  art  which  consists  largely  in  balancing  prob- 
abilities. (Attention  malpractice  juries) 

The  peril  is  that  should  he  (the  physician)  cease 
to  think  for  himself  he  becomes  a mere  automa- 
ton, doing  a penny-in-the-slot  business  which 
places  him  on  a level  with  the  chemist’s  clerk  who 
can  hand  out  specifics  for  every  ill,  from  the  “pip” 
to  the  pox.  (Seven  minute  doctor) 

Have  you  met  the  relatively  new  breed  of  phy- 
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sician  working  in  our  emergency  rooms?  They  are 
refugees  from  managed  care — which  managed  not 
to  be  available  to  them  or  their  patients. 

Fannie  Brice  (1891-1951)  the  comedian  once 
described  a lover  who  treated  her  badly;  though  he 
promised  to  marry  her,  he  told  her  the  month  but 
not  the  year.6  Isn’t  that  just  like  trying  to  negotiate 
with  managed  care? 

I can  only  hope  that  Dr.  Michael  L.  Pendleton’s 
prognosis  for  the  future  of  medicine  is  correct.  It  is 
his  opinion  that,  “once  the  high-pitched  rhetoric 
about  managed  care  dies  down,  most  people  will 
acknowledge  that  physicians  do  what  they  do  based 
on  a sense  of  dedication  and  professional  satisfac- 
tion, rather  than  pursuit  of  financial  security.”2 

After  practicing  medicine  for  over  fifty  years,  I 
am  often  asked,  “How  long  are  you 
going  to  keep  on  practicing?” 

“As  long  as  the  phone  keeps  on 
ringing.”  I reply.  And  despite  the 
severe  economic  and  professional 
restrictions  placed  on  me,  I love 
what  I do.  I need  my  patients  prob- 
ably more  than  they  need  me.  I need 
to  be  needed. 


Dr.  Jennifer  Almy : I am  proud  to 
be  part  of  the  future  of  medicine. 
Doctors  need  to  get  back  to  the 
mind  set  that  medicine  is  an  art 
form.  This  might  be  unpopular  with 
the  money  people  but  in  the  long 


harm”  doesn’t  mean  to  do  the  bare  minimum  but 
to  do  what  is  needed  in  the  best  interests  of  the 
patient.  Even  if  it  costs  more. 
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run  we  are  doing  what  is  right  for 
the  patient.  Remember  “do  no 


When  office  visits  and  home  health  visits 
are  not  enough,  what  do  you  do? 

When  your  patient  is  not  following  orders. 

When  your  patient  is  talking  about 
trying  natural  remedies. 


Eldon  Armstrong,  RPh  ^hen  >'OU''  P3*^*1*  ¥*  m°re  questions 

chief  consultant  pharmacist  than  you  have  tune  to  answer. 

What  Should  You  Do? 

Call  your  medication  management  experts. 

Sandlapper  Consultant  Pharmacists 

They  will  come  to  your  office  to 
consult  with  your  patients. 


e-mail:  eearmstrong@compuserve.com 
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AN  OPEN  LETTER  TO  MY  COLLEAGUES 

The  following  guest  editorial  was  submitted  by  Dr.  Mims  Mobley  of  Greenwood,  a former  member  of 
the  SCMA  Board  of  Trustees.  It  complements  two  articles  in  this  issue:  the  thoughtful  piece  on  “ Dimin- 
ished Medical  Morale  Syndrome,”  by  Dr.  Ralph  Crawshaw  of  Portland,  Oregon  (who,  incidentally, 
was  a driving  force  behind  the  Oregon  Plan  for  health  care  reform ) and  the  grandfather/granddaughter 
reflections  on  “How  Medicine  Lost  its  Way,  ” by  Drs.  Martin  Zwerling  and  Jennifer  Almy.  Dr.  Mobley  sug- 
gests some  practical  solutions  to  these  various  dilemmas,  and  I also  encourage  perusal  of  Dr.  Gerald  Hannon ’s 
letter-to-the-editor  in  this  issue.  Guest  Editorials  reflect  the  opinions  of  the  authors  and  do  not  necessarily 
reflect  the  opinions  of  the  officers  and  tnistees  of  the  South  Carolina  Medical  Association. 

— CSB 


I have  been  semi-retired  from  medicine  for  three 
years.  While  I still  consider  myself  one  of  you, 
those  who  for  years  have  been  patients  think  of  me 
as  one  of  them,  and  they  more  freely  vent  their 
gripes  about  my  “once’’  profession.  Although  my 
full  role  as  one  of  you,  with  daily  obligations  to 
patients  is  no  more,  my  lifetime  obligation  to  pa- 
tients and  my  profession  continues.  Hence  this  let- 
ter to  pass  on  to  you  some  of  the  public  concerns  I 
hear  voiced. 

I'm  certain  there  are  those  among  you  who  will 
think  this  is  meddling.  My  hope,  though,  is  that 
most  of  you  will  accept  these  words  as  they  are 
intended — to  serve  the  best  interests  of  our  profes- 
sion and  our  patients. 

During  my  nearly  half  century  in  medicine, 
much  has  changed.  Medical  advances  have  been 
astonishing.  That  which  is  available  to  patients  in 
the  way  of  diagnostic  aids  and  treatment  modali- 
ties today  makes  my  black  bag  of  forty  years  ago 
seem  totally  insignificant. 

There  have  been  changes  in  health  care  deliv- 
ery as  well.  Government  agencies  and  managed 
care  programs  not  only  set  fees  for  service  but  dic- 
tate what  service  a patient  may  receive  and  where 
that  service  may  be  rendered. 

By  necessity  doctors  have  had  to  take  on  heavier 
patient  loads  to  remain  financially  afloat.  More  and 
more,  once  inpatient  services  are  being  relegated 
to  the  outpatient  setting.  With  that  change  of  venue, 
demands  on  physicians’  time  have  increased  tre- 
mendously as  they  must  coordinate  all  the  periph- 


eral things  that  go  with  diagnostic  studies  and  treat- 
ment in  the  outpatient  mode. 

Who  in  a surgical  specialty  has  not  felt  the  trepi- 
dation that  goes  with  interviewing  a patient  just 
before  taking  that  patient  into  the  OR,  two  weeks 
having  transpired  since  the  examination  and  visit 
that  led  to  the  day  of  surgery?  Are  all  the  tests  in? 
Often  it  is  discovered  that  some  report  or  other  is 
missing  from  the  chart,  but  the  patient  reassures 
the  doctor  that  it  was  done  and  he  was  told  it  was 
alright.  They  are  calling  for  the  patient.  There  isn’t 
time  to  double  check.  Is  the  patient  in  the  same  state 
of  health  he  presented  two  weeks  before?  He  volun- 
teers no  information  about  the  chest  pain  he  had  three 
days  ago  because  an  EKG  a week  ago  was  okay. 

The  times  of  diagnostic  hospital  admissions  for 
two  or  three  days  have  long  been  gone.  Back  then, 
a patient’s  physical  complaint,  possibly  ominous 
(to  patients,  all  physical  complaints  of  unknown 
cause  are  ominous),  could  be  totally  evaluated  dur- 
ing a short  hospital  stay  with  patient  anxiety  quickly 
allayed  and  specific  treatment,  be  it  medical  or  sur- 
gical, begun  in  short  order.  Now  outpatient  diag- 
nostic studies  and  consultations  take  a week  or  two 
and  sometimes  longer  to  thoroughly  evaluate  a 
physical  complaint  with  information  coming  piece- 
meal. All  the  while,  waiting  for  an  answer,  the 
patient’s  anxiety  grows  immensely. 

While  in  the  doctor’s  presence,  all  patients  love 
the  doctor.  But  when  they  can’t  talk  to  the  doctor 
on  the  phone,  or  be  seen  by  their  doctor  in  a timely 
manner,  or  worse  still  deferred  to  a stranger  in  the 
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ER,  patients’  attitudes  toward  their  doctors  change. 

For  the  last  year  or  so,  I have  reviewed  cases 
for  attorneys  retained  by  the  JUA  in  defense  of  phy- 
sicians against  whom  malpractice  litigation  has 
been  brought.  In  many,  if  not  most,  instances,  the 
physician  being  sued  has  met  the  standard  of  medi- 
cal care  but  has  failed  to  meet  what  can  best  be 
described  as  the  public’s  perceived  standard  of  hu- 
man being  caring.  The  litigant  is  usually  angry  over 
a bad  outcome  because  he  or  she  feels  shortchanged 
by  the  doctor  who  was  so  involved  with  the  dis- 
ease and  always  too  busy  to  talk.  In  the  absence  of 
compassion  and  apparent  caring,  the  litigant  feels 
that  he  or  she  was  not  looked  upon  as  a person, 
one  who  has  individual  needs. 

Our  schedules  are  full  to  overflowing,  and  we 
are  busy,  but  especially  to  the  patient’s  eye,  that 
does  not  absolve  us  of  meeting  the  personal  needs 
of  those  we  treat  and  in  turn,  be  looked  upon  by 
them  as  deserving  of  their  trust.  There  weren’t 
many  cures  in  that  black  bag  at  the  bedside  forty 
years  ago.  But  when  it  was  opened  and  a stetho- 
scope and  blood  pressure  cuff  taken  out,  there  also 
emitted  from  it  an  invisible  cloud  of  caring  and 
compassion,  instilling  in  the  patient  confidence  and 
trust  in  the  healer. 

In  a nutshell,  it  all  boils  down  to  communica- 
tion. It  is  ironic  that  in  this  day  of  rapid  flow  of 
information  between  computers,  with  our  ever  in- 
creasing use  of  them  and  dependence  on  them,  there 
appears  to  be  a negative  effect  when  it  comes  to  get- 
ting information  to  patients.  At  the  doctor-patient 
level,  it  can’t  be  machine  to  machine.  It  must  be  per- 
son to  person,  even  if  merely  over  the  telephone. 

Busy  doctors  depend  increasingly  on  office  per- 
sonnel, physician  extenders,  to  help  them  with  pa- 
tient communication.  Patients  understand  the  why 
of  it  all,  but  that  is  not  to  say  that  they  really  like  it. 
To  them,  their  relationship  with  their  doctor  is  very 
personal.  They  don’t  like  the  erosion  of  that  rela- 
tionship brought  by  the  intrusion  of  government 
and  managed  care.  They  like  it  even  less  when  at 
the  doctor  end,  others  are  frequently  interposed 
between  them  and  their  doctors. 

Communication  between  doctors  sometimes  is 
not  all  that  good  either.  I recently  reviewed  a case 
under  litigation  which  involved  a primary  physi- 
cian and  a consulting  physician  caring  for  a pa- 
tient in  the  hospital  for  six  days.  When  the  patient 
died,  the  family  was  mad.  Neither  doctor  had  told 


them  anything;  each  thought  the  other  one  was 
keeping  everyone  informed.  Worse  still,  neither 
doctor  spoke  with  the  other  during  the  entire  six 
days.  There  were  progress  notes  by  both  doctors, 
but  not  the  first  spoken  word  passed  between  them. 
Even  the  request  for  consultation  was  a written 
order  on  the  chart,  transmitted  by  the  nurse. 

In  summary: 

1)  Although  present  day  health  care  offers  much 
more  to  patients  than  could  be  offered  four  decades 
ago,  patients  decry  the  fact  that  the  personal  atten- 
tion they  once  enjoyed  and  still  expect  is  lacking. 

2)  Even  though  they  may  say  they  understand  why 
personal  attention  is  wanting,  they  don’t  like  it. 
They  feel  that  doctors  are  smart  and  caring  people 
and  should  be  able  to  do  something  about  it. 

3)  Patients  complain  about  not  being  able  to  talk 
to  their  doctor  or  to  be  seen  by  their  doctor  on  a 
timely  basis. 

4)  There  is  also  concern  among  patients  that  once 
they  have  seen  their  physician,  referrals  for  consulta- 
tion, diagnostic  studies,  and/or  therapeutic  interven- 
tions seem  beset  by  delays.  While  awaiting  answers, 
they  feel  they  are  kept  in  the  dark  unduly  long. 

5)  There  is  also  patient  awareness  of  the  poor  com- 
munication between  doctors.  When  a patient  calls 
the  primary  physician  for  results  of  a test  done  by 
a consultant  the  week  before,  it  builds  poor  confi- 
dence when  the  doctor’s  reply  is,  “I  don’t  know.  I 
haven’t  heard  from  him  yet.” 

6)  Patients  know  doctors  are  busy,  but  they  don’t 
want  and  don’t  expect  their  doctor  to  be  too  busy  for 
them.  Each  patient  feels  that  he  or  she  is  that  doctor’s 
most  important  patient  and  should  come  first. 

I guess  a physician’s  administering  health  care 
has  always  been  somewhat  of  a juggling  act,  keep- 
ing three  balls  in  the  air  at  one  time — the  patient, 
what  ails  him,  and  diagnosing  and  treating.  Recent 
times  have  been  unkind  to  our  profession.  With  regu- 
larity one  ball  more  after  another  has  been  tossed  in. 
By  necessity  we  have  to  be  better  jugglers.  You  can 
bet  when  a ball  is  dropped,  there  will  be  a lawyer 
there  ready  and  waiting  to  pick  it  up. 

Good  luck  to  you  all. 

Mims  Mobley,  M.  D. 

1123  Spring  Street 
Greenwood,  SC  29646 
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1999-2000  LEGISLATIVE  WRAP-UP 


Submitted  by  Aaron  J.  Kozloski,  Esq., 
SCMA  General  Counsel 


Though  it  started  off  slowly,  the  1999-2000 
South  Carolina  legislative  session  gained  momen- 
tum as  it  progressed,  with  several  key  bills  passing 
just  before  the  June  1,  2000  adjournment. 

The  SCMA  followed  well  over  100  bills  this 
session,  many  of  which  died  quietly.  Since  this  was 
the  second  year  of  the  two-year  session,  those  bills 
not  passed  must  be  re-filed  again  next  year.  Sev- 
eral of  the  failed  bills  would  have  adversely  af- 
fected patients  and  physicians.  Likewise,  a notable 
number  of  bills  favoring  patients  and  physicians 
passed.  Although  not  every  bill  supported  by 
SCMA  passed,  no  bill  opposed  by  SCMA  survived. 
Following  is  a brief  summary  of  the  cardinal  points 
of  each  significant  bill.  The  full  text  of  any  bill  can 
be  retrieved  on  the  internet  at  www.lpitr.state.sc.us. 

PASSED  WITH  SCMA  SUPPORT 

The  SCMA  actively  supported  and  pursued  pas- 
sage of  the  following  bills: 

S.  1282,  Joint  Underwriting  Association/ 
Patients  Compensation  Fund 

Both  the  PCF  and  the  JUA  were  subject  to  legisla- 
tive scrutiny  this  year,  thanks  to  a Legislative  Au- 
dit Council  report  suggesting  that  both  be  dissolved. 
Had  that  occurred,  South  Carolina  malpractice  pre- 
miums would  have  soared.  However,  SCMA  ac- 
tively pursued  legislation  to  preserve  the  JUA  and 
PCF,  while  improving  the  operation  and  solvency 
of  both. 

The  new  law  increases  JUA  coverage  amounts 
from  $ 100,000  to  $200,000  for  each  claim  and  from 
$300,000  to  $600,000  for  all  claimants  under  one 
policy  in  any  one  year;  shields  the  state  against 
responsibility  for  any  costs,  expenses,  liabilities, 
judgments,  or  other  obligations  of  the  JUA;  alters 
the  composition  of  the  board,  and  reduces  the  num- 
ber of  board  members  from  21  to  13,  all  of  whom 
will  be  appointed  by  the  Governor;  and  requires 
the  JUA  board  to  develop  a plan  of  operation  sub- 
ject to  approval  by  the  Director  of  the  Department 
of  Insurance. 

Regarding  the  PCF,  the  law  requires  the  PCF 
Board  to  develop  a plan  of  operation  subject  to  the 


approval  of  the  Director  of  the  Department  of  In- 
surance, requires  PCF  members  to  pay  any  fund 
deficits  and  shields  the  state  from  responsibility 
for  any  costs,  expenses,  liabilities,  judgments,  or 
other  obligations  of  the  fund.  The  bill  was  signed 
into  law  on  May  26,  2000,  and  takes  effect  180 
days  after  the  Governor’s  signature. 

S.  1163,  Health  Carrier  External  Review  Act 

Originally  S.  1315,  this  Bill  was  added  to  1163  (li- 
censing of  public  insurance  adjusters)  at  the  close 
of  the  session.  The  Bill  requires  accident  and  health 
insurers  to  establish  and  maintain  external  review 
procedures  through  which  covered  persons  may 
seek  independent  review  of  adverse  determinations 
of  the  availability  of  care,  continued  stay,  or  other 
health  care  service  that  is  a covered  benefit. 

The  new  law  requires  health  carriers  to  notify 
patients  in  writing  of  their  right  to  request  an  ex- 
ternal review  at  the  time  the  health  carrier  sends 
written  notice  of  an  adverse  determination.  Exter- 
nal review  panels  will  consist  of  a number  of  phy- 
sicians or  other  health  care  professionals  who, 
through  at  least  three  years  clinical  experience,  are 
experts  in  treatment  of  the  patient’s  condition.  Nei- 
ther the  patient  nor  the  health  carrier  may  choose 
or  control  the  choice  of  panel  members.  External 
review  decisions  are  binding  on  patients  except  to 
the  extent  they  have  other  remedies  available  un- 
der applicable  federal  or  state  law.  The  Department 
of  Insurance  will  approve  all  Independent  Review 
Organizations. 

The  effective  date  of  the  new  law  is  January  1, 
2002  for  individual  health  benefit  plans.  For  group 
plans,  it  takes  effect  for  plan  years  beginning  after 
December  31,  2001. 

H.  3403,  Post  Judgment  Interest  Rate 

This  bill  reduces  the  rate  of  interest  on  civil  judg- 
ments from  14  to  12  percent.  Although  a 10  per- 
cent rate  or  less  would  have  been  preferable,  the 
two-point  reduction  was  a step  in  the  right  direc- 
tion. The  law  applies  to  interest  calculated  in  cases 
arising  or  accruing  on  or  after  January  1,  2001. 
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S.  916,  GHB;  Dosage  Units;  Butorphanol; 
Methadone;  Off-label  Prescription 

This  bill  places  the  “date  rape”  drug  Gamma  Hy- 
droxybutyric  Acid  in  Schedule  I;  slightly  increases 
the  number  of  dosage  units  of  controlled  substances 
in  Schedules  II  through  V that  may  be  prescribed 
at  any  one  time;  places  controlled  substances  con- 
taining Butorphanol  in  Schedule  IV;  repeals  all  ref- 
erences to  the  package  insert  of  controlled 
substances  as  “prima  facie  evidence”  of  approved 
uses,  and  repeals  the  prohibition  against  prescrip- 
tions for  purposes  other  than  those  approved  by 
the  FDA;  and  consolidates  methadone  regulation 
within  DHEC  and  permits  retail  pharmacies  to  fill 
methadone  prescriptions  for  pain  control.  This  law 
took  effect  on  June  6,  2000. 

S.  1169,  Physicians  Assistant  Practice  Act 

Under  present  law,  physicians  assistants  are  certi- 
fied and  governed  by  regulations  promulgated  by 
the  Board  of  Medical  Examiners.  Under  the  new 
law,  PAs  will  be  licensed  instead  of  certified,  but 
will  continue  to  practice  only  under  the  direct  su- 
pervision of  a physician.  The  law  also  establishes 
a Physician  Assistant  Advisory  Committee  to  the 
Board  of  Medical  Examiners,  which  will  govern 
the  powers  and  duties  of  physician  assistants  and 
supervisory  physicians;  provide  general  practice 
parameters,  procedures  for  establishing  scope  of 
practice  guidelines,  and  additional  licensure  re- 
quirements; provide  for  continued  medical  board 
regulation  of  physician  assistants;  and  establish 
penalties  for  violations  of  the  Medical  Practice  Act. 

Although  this  bill  licenses  instead  of  certifies 
PAs,  it  does  not  pave  the  way  for  independent  prac- 
tice. Instead,  it  expands  avenues  for  reimbursement 
of  practices  employing  a PA,  since  many  insurers 
will  not  pay  for  the  services  of  unlicensed  persons. 

S.  544,  DUI  Per  Se 

Under  present  law,  it  is  unlawful  for  a person  to 
drive  a motor  vehicle  while  under  the  influence  of 
alcohol,  drugs  or  a combination  of  alcohol  or  drugs 
if  the  person's  faculties  to  drive  are  materially  and 
appreciably  impaired. 

Under  the  new  law,  it  is  also  unlawful  for  a person 
to  drive  a motor  vehicle  while  his  alcohol  concen- 
tration is  ten  one-hundredths  of  one  percent  or 
more.  A person  who  does  so  is  guilty  of  the  of- 


fense of  “Driving  with  an  Unlawful  Alcohol  Con- 
centration.” A driver  who  registers  less  than  .01  on 
a breathalyzer,  but  is  nonetheless  impaired  may  be 
still  convicted  of  DUI,  but  a driver  who  blows  .01 
or  more  is  presumed  to  be  impaired  and  will  be 
convicted  as  long  as  the  reading  was  correct  and 
there  was  probable  cause  for  the  traffic  stop. 

This  law  does  not  take  effect  until  the  Chief  of 
the  State  Law  Enforcement  Division  certifies  to 
the  President  Pro  Tempore  of  the  Senate  and  the 
Speaker  of  the  House  of  Representatives  that  all 
breath  test  sites  in  the  state  have  been  equipped 
with  video  cameras  so  that  an  accused  driver's  con- 
duct can  be  videotaped. 

S.  4743,  Safe  Haven  for  Abandoned  Babies  Act 

This  new  law  requires  a hospital  or  hospital  outpa- 
tient facility  to  take  possession  of  a child  voluntar- 
ily delivered  by  the  child's  parent  when  the  parent 
does  not  express  an  intent  to  return  for  the  child; 
provides  anonymity  for  the  parent  and  child  but 
allows  the  hospital  or  facility  to  request  medical 
information;  requires  the  hospital  or  facility  to  no- 
tify the  Department  of  Social  Services  that  a child 
has  been  taken  into  possession;  requires  DSS  to 
provide  for  the  care  and  custody  of  the  child;  and 
grants  a parent  immunity  from  prosecution  for  un- 
lawful conduct  or  cruelty  toward  a child  or  any 
other  violation  for  leaving  the  child,  provided  that 
the  parent  leaves  the  child  with  the  hospital  or  fa- 
cility personnel,  the  child  is  no  more  than  thirty 
days  old,  and  the  child  has  not  sustained  any  physi- 
cal harm  or  injury.  The  bill  takes  effect  upon  sig- 
nature by  the  Governor. 

S.  139,  Body  Piercing 

Establishes  requirements  and  procedures  for  body 
piercing  in  South  Carolina,  including  provisions 
for,  among  other  things,  the  issuance  of  permits 
and  the  promulgation  of  regulations  by  the  Depart- 
ment of  Health  and  Environmental  Control,  pay- 
ment of  permit  fees,  conduct  of  inspections,  and 
criminal  offenses  and  penalties. 

Prior  to  enactment  of  this  bill,  body  piercing  was 
entirely  unregulated  in  South  Carolina.  Although 
SCMA  does  not  necessarily  support  body  pierc- 
ing, it  does  support  sanitary  regulation  of  the  prac- 
tice as  long  as  it  remains  lawful.  This  law  takes 
effect  October  1,  2000. 
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S.  3186,  Canadian  Medical  Licensing 

Under  present  law,  physicians  seeking  licensure  in 
South  Carolina  must  have  taken  one  of  several  U.S. 
administered  licensing  exams  such  as  FLEX  or 
USMLE.  This  bill  permits,  but  does  not  require, 
the  Board  of  Medical  Examiners  to  license  physi- 
cians based  on  Canadian  Medical  Licensing  Ex- 
aminations. Although  the  bill  becomes  effective 
upon  signature  by  the  Governor,  the  medical  board 
must  promulgate  regulations  detailing  acceptable 
scores  and  examination  dates  if  it  chooses  to  li- 
cense Canadian-tested  physicians.  Although  SCMA 
did  not  advocate  passage  of  this  bill,  it  did  support 
the  notion  that  physician  licensing  decisions  are 
best  made  by  the  medical  board,  which  is  com- 
posed of  nine  physicians  and  one  public  member. 
This  law  took  effect  June  6,  2000. 

S.  1041,  Mental  Health  Parity 

Requires  the  state  health  insurance  plan  to  cover 
medically  necessary  treatment  of  mental  health 
conditions  and  alcohol  or  substance  abuse  begin- 
ning January  1,  2002;  prohibits  burdens  on  access 
to  mental  health  or  substance  abuse  treatment  that 
are  greater  than  those  on  access  to  treatment  for  a 
physical  condition;  permits  the  state  health  plan  to 
opt  out  if  there  is  a greater  than  one  percent  in- 
crease in  costs  after  three  years,  or  a 3.39  percent 
increase  at  any  time  during  that  period  as  a result 
of  providing  mental  health  coverage.  The  State 
Budget  & Control  Board  must  report  the  impact  of 
this  coverage  to  the  General  Assembly  during  the 
three-year  test  period,  and  the  law  expires  auto- 
matically on  January  1,  2005. 

DEFEATED  WITH  SCMA  OPPOSITION 

The  SCMA  actively  opposed  the  following  bills 
and  pursued  their  defeat: 

S.  88,  Naturopathy 

This  ill-conceived  initiative  would  have  repealed 
laws  that  make  it  a crime  to  practice  naturopathy, 
and  would  have  permitted  herbalists  to  treat,  diag- 
nose and  prescribe  herbal  or  natural  remedies  to 
patients  seeking  alternative  therapies  with  no  regu- 
lation whatsoever;  in  fact,  they  could  even  refer  to 
themselves  as  “naturopathic  doctors.”  SCMA 
fiercely  opposed  the  bill  and  exposed  the  danger 
in  letting  unlicensed  non-physicians  with  limited 
credentials  treat  patients.  This  bill  will  likely  re- 


surface next  year  as  part  of  a nationwide  agenda  to 
license  these  “practitioners.” 

S.  958,  Pharmacy  Practice  Act  Amendments 

This  bill  was  originally  written  as  a “cleanup  bill” 
to  correct  minor  oversights  in  Pharmacy  Practice 
Amendments  from  several  years  ago.  However,  a 
section  was  added  that  would  have  permitted  phar- 
macists to  administer  injections  and  immunizations 
to  patients  under  state  or  federal  public  health 
agency  protocols.  Both  the  Pharmacy  Association 
and  the  Pharmacy  Board  both  preached  increased 
access  and  cost  savings  in  support  of  this  impetu- 
ous measure.  However,  it  was  no  coincidence  that 
they  pushed  this  bill  immediately  after  the  S.C. 
Dept,  of  Health  & Human  Services  announced  that 
Medicaid  would  reimburse  pharmacists  for  admin- 
istering flu  shots.  SCMA  pointed  out  the  dangers 
of  permitting  untrained  practitioners  to  immunize 
children,  adults,  and  the  elderly  without  medical 
supervision.  As  a result,  the  remainder  of  the  bill 
passed  as  rewritten  by  SCMA  staff,  and  without 
the  immunization  section.  Pharmacists  are  expected 
to  continue  their  quest  for  collaborative  practice 
and  the  practice  of  medicine  with  only  a pharmacy 
license  again  next  year. 

S.  3863,  Unborn  Victims  Act 

This  bill  defined  a fetus  at  any  stage  of  gestation 
as  a legal  person  for  purposes  of  civil  actions  as 
well  as  vehicular  and  watercraft  injuries.  Unable 
to  stand  on  its  own,  its  sponsor  attempted  to  attach 
it  to  S.  4743,  the  Safe  Haven  for  Abandoned  Ba- 
bies Act,  just  as  the  session  was  ending.  The  bill 
would  have  been  the  first  step  in  undermining 
present  law,  which  does  permit  criminal  punish- 
ment and  recovery  only  on  behalf  of  a viable  fetus. 
SCMA  educated  key  legislators  as  to  the  inherent 
danger  of  creating  a new  class  of  plaintiffs  through 
patchwork  legislation  that  would  only  have  intro- 
duced conflict  and  confusion  into  established  law, 
and  would  have  injected  new  legal  actors  into  the 
physician-patient  relationship  much  to  its  detri- 
ment. As  a result,  the  bill  failed,  but  can  be  ex- 
pected to  appear  again  next  year. 

S.  304,  South  Carolina  Dietetics  Practice  Act. 

This  bill  would  have  established  a dietitian  licens- 
ing body  and  required  a license  to  be  employed  as 
a dietitian,  or  to  practice  “medical  nutritional 
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therapy.”  Although  the  House  Medical,  Municipal, 
and  Military  Affairs  Committee  was  convinced  by 
the  bill’s  proponents  that  the  unlicensed  practice 
of  dietetics  posed  some  substantial  public  harm, 
the  bill  failed  on  the  house  floor.  SCMA  represen- 
tatives explained  that  the  driving  force  behind  the 
bill  was  enactment  of  the  federal  Medical  Nutri- 
tional Therapy  Act,  which  created  Medicare  reim- 
bursement for  dietetic  services,  but  only  if  the 
dietitian  is  licensed  under  state  law.  Pursuit  of  this 
bill  has  been  ongoing  for  over  four  years  now,  and 
its  proponents  will  likely  seek  a sponsor  again  next 
year. 

S.  1013,  Medical  Records  Copying  Charges 

This  bill  would  have  limited  what  a physician  could 
charge  patients  and  their  attorneys  for  copies  of 
medical  records.  Under  this  bill,  If  a patient  or  a 
patient’s  representative  requested  a medical  record 
or  ongoing  or  updated  information  in  connection 
with  a legal  dispute,  the  physician  could  only 
charge  in  connection  with  that  legal  dispute  a one- 
time clerical  fee  for  searching  and  handling  not  to 
exceed  fifteen  dollars.  SCMA  representatives  con- 
vinced the  sponsor  to  abandon  the  bill  until  the 
entire  Physicians  Patient  Record  Act  could  be  ex- 
amined for  potential  revision. 

H.  4359,  Physical  Examinations  for  Hospital 
Staff 

This  bill  would  have  required  all  physicians  with 
staff  privileges  at  hospitals  to  undergo  annual  physi- 
cal exams  and  provide  the  results  to  the  hospital 
administrator.  During  a vigorous  debate,  SCMA 
representatives  explained  that  existing  law  ad- 
equately ensures  the  physical  and  mental  fitness 
of  licensed  physicians  and  the  sponsor  abandoned 
the  bill.  It  is  not  expected  to  resurface  next  year. 

H.  4272,  Spinal  Manipulation  Restrictions. 

“A  health  care  provider  may  not  perform  a spinal 
adjustment  or  spinal  manipulation  or  permit,  di- 
rect, or  authorize  any  person  under  the  health  care 
provider’s  direct  supervision  to  perform  a spinal 
adjustment  or  spinal  manipulation  unless  the  health 
care  provider  has  met  the  minimum  requirements 
of  clinical  training  and  classroom  instruction  in  spi- 
nal adjusting  or  spinal  manipulation  as  required  by 
a chiropractic  accrediting  agency.” 

Although  chiropractors  supporting  this  bill 


aimed  it  at  physical  therapists,  SCMA  made  it 
known  in  the  clearest  of  terms  that  South  Carolina 
physicians  would  not  tolerate  regulation  by  a chi- 
ropractic accrediting  agency,  nor  would  they  ac- 
cept any  such  impingement  on  their  prerogative  to 
prescribe  various  modes  of  physical  therapy  and 
have  their  orders  followed.  The  bill  has  therefore 
not  progressed. 

H.  4679,  Chelation  Therapy 

This  bill  would  have  mandated  health  carrier  re- 
imbursement for  chelation  therapy  performed  for 
any  purpose  without  regard  to  its  therapeutic  value 
or  medical  necessity.  SCMA  representatives  ex- 
plained that  the  mere  creation  of  a reimbursement 
mechanism  was  an  improper  way  to  attempt  to  le- 
gitimize a medical  procedure.  The  bill  failed  and 
will  likely  not  return  next  year. 

FAILED  DESPITE  SCMA  SUPPORT 

Several  bills  failed  despite  SCMA  support. 
Hopefully,  these  bills  will  be  sponsored  again  next 
year  in  substantially  the  same  form  as  they  appeared 
this  year. 

S.  120,  Tattooing 

Under  present  law,  tattooing  of  a person  may 
only  be  performed  by  a physician  for  medically 
necessary  reasons  in  conjunction  with  reconstruc- 
tive surgery.  This  bill  would  have  legalized  and 
regulated  tattooing,  and  would  have  permitted  phy- 
sicians to  delegate  tattooing  procedures  to  office 
personnel,  subject  to  medical  board  regulation.  Al- 
though SCMA  does  not  advocate  non-medical  tat- 
tooing , it  does  support  efforts  to  regulate  the  safety 
of  what  is  now  an  unregulated  underground  enter- 
prise. Likewise,  SCMA  supports  increased  physi- 
cian discretion  and  latitude  in  determining  what 
procedures  will  best  serve  a patient,  as  well  as  peer 
regulation  through  elected  medical  board  represen- 
tatives instead  of  legislative  constraint. 

THE  STATE  BUDGET  AND  BIG  TOBACCO 

As  of  this  writing,  the  Legislature  has  not  passed  a 
budget.  Since  the  House  and  Senate  versions  dif- 
fer in  some  substantial  respects,  a conference  com- 
mittee of  House  and  Senate  members  has  been 
appointed  to  work  out  the  differences.  The  Legis- 
lature will  reconvene  on  June  20,  2000  to  review 
the  final  document  as  well  as  other  bills  that  are 
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currently  being  reviewed  in  other  conference  com- 
mittees. 

Of  particular  concern  to  SCMA  is  the  manner 
in  which  tobacco  settlement  dollars  will  be  distrib- 
uted. The  purpose  of  the  Master  Settlement  Agree- 
ment under  which  South  Carolina  and  other  states 
will  receive  funds  was  to  reimburse  the  state  for 
health  dollars  spent  to  treat  tobacco-related  disease. 
SCMA  believes  that  100  percent  of  the  settlement 


funds  should  go  to  health  and  smoking  cessation 
programs,  especially  since  tobacco  growers  and 
quota  holders  are  currently  collecting  subsidies 
under  their  own  separate  settlement  with  tobacco 
companies. 

Another  key  issue  SCMA  is  monitoring  in  the 
budget  process  is  physician  MEDICAID  reim- 
bursement. SCMA  has  actively  sought  preserva- 
tion of  reimbursement  increases. 
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Letters  to  tf?e  Editor 


Dear  Sir: 

Subject:  1.  AMA  Membership 

2.  Institute  of  Medicine  Report  on 
Medical  Errors 

1 . I would  like  all  physicians  in  South  Carolina 
to  consider  the  following  when  contemplating 
the  pros  and  cons  of  membership  in  the 
American  Medical  Association: 

a.  The  AMA  directly  interfered  with  and 
probably  prevented  the  implementation  of 
Medicare  “user  fees”  within  the  past  year. 

b.  The  AMA  currently  is  involved  in  a $3.2 
billion  suit  against  Health  Care  Financing 
Administration  (HCFA)  on  behalf  of 
American  physicians  because  of  a 
miscalculation  by  HCFA  regarding 
allowed/reimbursed  fees  and  charges  in  the 
past  year. 

c.  The  AMA  had,  and  continues  to  have,  a 
significant  hand  in  limiting  the  impact  of 
the  CFIA  regulations  on  physician  office 
labs. 

d.  Joining  physician  specialty  societies  alone 
rather  than  the  AMA  is  not  enough;  by  also 
joining  the  AMA  the  voice  of  specialty 
societies  within  the  AMA  is  strengthened 
by  the  increased  membership. 

e.  Well  in  advance  of  recent  Institute  of 
Medicine  reports  outlining  medical  errors 
as  a cause  of  morbidity  and  mortality,  the 
AMA  as  early  as  1996  outlined  in  the 
National  Patient  Safety  Foundation  a 
number  of  initiatives  which  are  designed 
to  minimize  the  likelihood  of  adverse 
events  and  medical  errors.  Also,  see 
paragraphs  4-9  below. 

2.  When  any  or  all  of  the  above  are  considered,  I 

feel  the  $420  annual  membership  fee  is  well 

worth  the  effort  and  is  easily  recovered  by 
many  of  the  above  AMA  activities.  I assure 
each  of  you:  the  American  Medical 
Association  is  viewed  as  the  voice  of 
American  medicine.  The  only  real  way  to 


impact  that  voice  is  through  membership. 

3.  If  you  are  not  currently  an  AMA  member  I 
implore  you  to  join  now.  Contact  the  SCMA 
or  me  at  1-800-327-1021  or  on  the  web  at 
http://www.scmanet.org  if  you  have  any 
questions  at  all.  This  is  extremely  important. 

4.  The  Institute  of  Medicine  (IOM)  report,  which 
attributes  as  many  as  98,000  deaths  annually 
to  medical  errors  in  American  hospitals,1  has 
been  quoted  and  reported  extensively  in  the  lay 
press.  I encourage  all  physicians  to  read  the 
editorial  written  by  Dr.  Troyen  Brennan  in  the 
April  13,  2000,  issue  of  the  New  England 
Journal  of  Medicine2  which  addresses  this 
report  from  a different  perspective.  Dr. 
Brennan  is  associated  with  the  Brigham  and 
Women’s  Hospital  in  Boston  and  is  a primary 
author  of  the  two  studies  published  in  1991 3 
and  this  year4  that  serve  as  the  source  for  the 
IOM  statistics. 

5.  Dr.  Brennan  has  a great  quote  in  the  editorial 
in  the  New  England  Journal : “The  combina- 
tion of  the  strikingly  large  numbers  of  errors 
cited  by  the  report  and  the  connotations  of  the 
word  ‘error’  create  an  impression  that  is  not 
warranted  by  the  scientific  work  underlying  the 
IOM  report.” 

6.  In  the  research  studies,  the  investigators  looked 
for  problems  caused  by  medical  care  and  not 
by  the  primary  disease  process.  The  events 
were  described  as  preventable  or  not  prevent- 
able. Dr.  Brennan  points  out  that  these 
decisions  did  not  necessarily  reflect  accurately 
the  views  of  average  physician,  and  gives  the 
excellent  example  of  a post-operative  hemor- 
rhage in  a surgical  patient.  Even  when  all 
precautions  are  taken  and  excellent  surgical 
technique  is  utilized,  a certain  percentage  of 
patients  may  experience  significant  bleeding 
after  surgery.  The  IOM  report  categorizes  these 
as  errors  even  in  the  absence  of  any  apparent 
blunder  by  the  surgeon. 
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7.  Furthermore,  Dr.  Brennan’s  editorial  chastises 
the  IOM  report  and  the  media  for  giving  the 
impression  that  physicians  and  hospitals  are 
doing  almost  nothing  to  address  errors  in  the 
medical  care  system.  In  point  of  fact,  in  the 
studies  performed  the  rates  of  errors  decreased 
from  4.6  percent  in  1976  to  3.7  percent  in  1984 
to  2.9  percent  in  1992.  That  means  the  error 
rate  actually  improved  20  percent  over  each  8- 
vear  study  period.  Using  those  rates  and 
extrapolating  to  calculate  estimated  nationwide 
deaths  the  total  estimate  of  92,000  annually  in 
1984  decreases  to  25,000  in  1992.  Dr.  Brennan 
emphasizes  that  the  evidence  suggests  that 
safety  has  improved  significantly  rather  than 
diminished. 

8.  The  recommendation  by  the  IOM  calling  for  a 
50  percent  reduction  in  errors  nationwide  is  felt 
to  be  unattainable  due  to  several  problems, 
including  the  lack  of  a national  baseline  for 
error  incidence  coupled  with  no  standard 
methodology  of  error  detection  and 
management. 

9.  Finally,  the  possibility  of  increasing  federally 
mandated  reporting  requirements  for  adverse 
events  and  medical  errors  is  decried  in  the 
referenced  editorial,  with  the  admonishment  that 
“most  injuries  from  medical  care  are  not  due 


to  mistakes.”  Requests  for  reprints  of  the 
editorial  can  be  sent  to  Dr.  Brennan  at 
tabrennan@partners.org  and  the  article  is 
available  at  the  web  site,  www.nejm.org/content/ 
2000/0342/00 15/11 23 .asp.  I encourage  all 
South  Carolina  physicians  to  familiarize 
themselves  with  its  contents  and  to  be  prepared 
to  discuss  the  reports  from  the  IOM  while  armed 
with  the  facts.  Medicine  is  under  siege  and 
informed,  educated,  medical  professionals  must 
respond  on  behalf  of  good  medical  science. 

G.  E.  Harmon  MD 
Trustee,  7th  Medical  District 
117  Shearwater  Court 
DeBordieu  Colony 
Georgetown,  SC  29440 
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THE  SOUTH  CAROLINA  CHILD  PROTECTION  ADVISORY 

COMMITTEE 


Over  25  years  ago,  this  Special  Committee  of  the  SCMA  Alliance  found  its  roots  from  the  interest  of  Sara 
Shingler,  past  president  of  the  Alliance.  Sara  Shingler  contacted  then  Governor  James  B.  Edwards  concern- 
ing a need  for  a Forum  on  Child  Protection.  Spearheading  this  Forum  on  Child  Protection  was  the  SCMA 
Auxiliary  (Alliance),  cosponsored  by  the  Department  of  Social  Services,  the  Department  of  Health  & Envi- 
ronmental Control  (DHEC);  the  Department  of  Education;  the  Department  of  Mental  Health;  the  Depart- 
ment of  Mental  Retardation;  the  National  Association  of  Social  Workers;  and  the  South  Carolina  Regional 
Medicaid  Program. 

Following  this  forum,  multidisciplinary  committees  on  Child  Protection  were  organized  in  a number  of 
counties  with  the  SCMA  Auxiliary  acting  as  a catalyst,  with  the  assistance  from  the  Department  of  Social 
Services.  Since  then,  this  multidisciplinary  Committee  has  grown  to  be  composed  of  representatives  from 
over  forty-two  state  agencies  and  other  organizations  involved  in  the  care  of  children. 

By  tradition,  the  Advisory  Committee  is  chaired  by  an  Alliance  member  for  a term  of  two  years.  Other 
Alliance  members  also  serve  on  the  committee  as  well.  The  Vice-Chairman  serves  a two  year  term  also  to 
prepare  for  the  leadership  responsibilities. 

This  committee  holds,  as  its  basic  tenant,  that  children  have  the  right  to  optimum  development  and  protec- 
tion from  harm  and  abuse.  Unfortunately,  children  may  be  victims  of  open  or  subtle  neglect  and  abuse  by 
those  charged  with  their  care.  Perpetrators  of  abuse  and  neglect  can  be  parents,  substitute  parents,  or  society’s 
institutions.  Some  abuse  and  neglect  is  intentional;  some  is  unintentional.  Research  indicates  that  persons  or 
systems  abusing  or  neglecting  children  are  equally  in  need  of  remedial  intervention.  Children  victims  are 
also  in  need  of  care  and  remedial  interventions. 

Every  two  years,  the  Committee  holds  a special  conference  designed  for  a broad  spectrum  of  people  charged 
with  the  responsibility  of  being  sure  our  children  are  safe  and  free  from  cruelty  and  harm.  Social  workers, 
nurses,  teachers,  local,  county  and  state  agencies  representatives  attend  this  meeting  to  hear  the  most  current 
regulations  explained,  to  better  understand  why  children  are  harmed,  to  learn  new  interventions  to  identify, 
and  to  remedy  issues  before  they  become  problems. 


— Betty  B.  Hester,  South  Carolina  Child  Protection 
Advisory  Committee  Chairman , 1999-2000 
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has  fulfilled  the  requirements  for  the  'Physician's  Recognition  Award 
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The  AMA  Physician’s  Recognition  Award  lets  your  patients,  your 
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ing your  knowledge  and  improving  your  skills.  One  hour  of  CME 
each  week,  50  hours  a year,  and  you  can  be  eligible  to  receive  this 
prestigious  proof  of  your  voluntary  achievements  in  programs  of 
Continuing  Medical  Education. 

Facts  about  the  Physician's  Recognition  Award 
You  need  just  50  hours  of  CME  - about  1 hour  per  week.  TWenty  hours 
must  be  AMA  PRA  education  hours,  the  remainder  may  be  either 
Category  1 or  Category  2 hours. 

• One,  two  or  three  year  certificates  are  provided,  based  on 
your  needs. 

• Your  CME  can  be  reported  at  any  time. 

• You  can  fax  or  mail  your  application.  Applications  are  provided 
on  the  AMA  home  page  (http://www.ama-assn.org)  under  the 
Medical  Science  and  Education  button. 

• PRA  staff  will  review  hospital  CME  transcripts  in  place  of 
the  application  form. 

• A certificate  with  Commendation  for  Self-Directed  Learning 
is  available. 

• The  PRA  certificate  is  accepted  by  many  specialty  societies  as 
satisfying  CME  requirements  and  it  is  reciprocal  with  4 state 
medical  society  certificate  programs  - CA,  NJ,  VA  and  PA. 

The  PRA  certificate  is  listed  on  Physician  Select  (AMA  home  page) 
and  will  be  a component  of  AMAP. 

Call  today  to  receive  information  and  your  application  for  the 
Physician's  Recognition  Award  Materials  are  available  by  fax  or 
mail.  Call  800  621-8335,  and  press  2 for  a fax  application. 
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Gray  Matter 

“Matters  of  Interest  to  South  Carolina  Physicians’ ’ 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


TAX  CONFISCATION  OF 
DEFERRED  ANNUITIES 


Do  you  own  tax-deferred  annuities  that  will  not  be 
consumed  during  the  lifetimes  of  you  and  your 
spouse?  Tax  deferred  annuities  are  not  the  best  as- 
set to  own  at  death  because  they  are  subject  to  both 
estate  and  income  taxes.  The  after-tax  amount  that 
your  beneficiaries  receive  will  be  substantially  di- 
minished by  these  taxes. 


Value  of  Annuity 

$500,000 

100 

Estate  Tax 

$245,000 

49 

Income  Tax 

$54,250 

11 

Received  by  Heirs 

$200,750 

40 

The  full  value  of  the  annuity  will  be  included  in 
your  gross  estate  for  estate  tax  purposes.  Any  gain 
in  the  annuity  will  be  subject  to  income  tax  because 
annuity  cash  values  do  not  get  a stepped-up  basis 
at  death.  The  result  is  that  your  heirs  may  receive 
only  $.35  to  $.40  for  each  annuity  dollar  you  own 
because  the  balance  will  go  to  taxes.  Here’s  an  ex- 
ample: 


The  above  example  shows  the  taxes  attributable  to 
an  annuity  for  a physician  whose  home,  insurance, 
qualified  plans,  and  other  assets  total  $2,000,000. 
Her  tax  deferred  annuity,  for  which  she  invested 
$100,000,  is  worth  $500,000  at  her  death.  She  does 
not  have  a surviving  spouse  so  her  children  are  the 
beneficiaries  of  her  annuity.  Her  children  are  in  the 
35  percent  income  tax  bracket. 


This  physician  did  not  need  her  annuity  for  retire- 
ment benefits  because  her  retirement  plan  provided 
adequate  income.  With  proper  planning,  she  could 
have  taken  steps  that  would  have  resulted  in  far 
more  money  passing  to  her  heirs  with  no  loss  of 


income  or  security  to  her.  If  you  and  your  spouse 
own  deferred  annuities  that  you  never  intend  to 
spend  during  your  lifetimes  and  would  like  this 
benefit  to  go  to  your  heirs  rather  than  to  taxes,  re- 
turn this  form  for  additional  information. 
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Carolina  Physicians  Advisory  Service 
Post  Office  Box  688 
Columbia,  SC  29202-0688 


I NAME 

| STREET  | 

CITY  STATE  ZIP 

TELEPHONE 

Tax  Confiscation  of  Deferred  Annuities 

i i 

Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 

1-800-742-3669 
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More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


mt 


What  can  a map  tell  you  about  a computer  system? 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  tire  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


€®imi[p)iaSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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RESPIRATORY  SYMPTOMS  AND  USE  OF  MEDICAL 
CARE  ASSOCIATED  WITH  CHILD  DAY  CARE 
TREATMENT  OF  FOOTBALL  NECK  INJURIES 
MEDICAL  STUDENTS  ON  LINE 


Uu* 

2> 

p O 

i. 

f*: 

'J.,' 

1 

C 

r~ 

w £ 

1— i 

— i 

3 m 

01 

X 

C CO 

! 

X -i 

*•*•*! 

co 

rn 

J— H 

- r 

g 

r— i 

o 

21 

XL  IS 

OH 

X 

iD  CO 

\ 

c 

p 

on 

-1 

JO 

m 

T> 

to  o 

JO 

z 

H- 

i— i 

ro  co 

cn 

i 

m 

i-*-  » 

on 

73 

c. 

m 

i — 

Tj 

H 

H 

ill 

73- 

3> 

73  ■ 

-< 

s 


m 


lllli 


H8/HSL 

UNIVERSITY  OF  MARYLAND  AT 
BALTIMORE  <- 

SEP  8 2000 \ 


RECTO 


NOT  IN  CIRC. 


Your  Practice  Management  Software 
Isn’t  Playing  with  Monopoly  Money. 


Fox  Meadows  Respects  Your  Earnings 
& Helps  You  Keep  as  Much  as  You  Can. 

Fox  Meadows  Practice  Management  Software  (P/CMS)  was  developed  with  a 
basic  objective  of  minimizing  paperwork,  maximizing  efficiency,  and  optimizing 
the  audit  and  paper  trail  of  an  accounts  receivable  system.  We  also  wanted  to 
incorporate  medical  records  into  a single  system.  The  entry  of  medical  data 
(laboratory  test  and  results,  medication,  allergies,  reactions,  vital  signs,  and 
diagnostic  history)  gives  Physicians  and  nurses  an  opportunity  to  use  P/CMS 
for  many  reasons  other  than  traditional  account  receivables. 

Call  us  at  800  754-7213  for  a free  no-obligation  consultation  and  free  demo.  We'll  be  happy  to 
discuss  your  software  needs.  Also,  you  can  visit  us  on  the  web  and  order  a demo  using  the 
online  form. 


July  Soft 

Affordable  Telephony 
ReminderPro 


Visit  Us  Online  at  www.FoxMeadows.com 


South  Carolina  Spine  Society 


Announces  its  8th  Annual  Meeting 
September  16,  2000 
The  Mills  House  Hotel 
Charleston , SC 


We  invite  all  Neurosurgeons,  Orthopaedic  Surgeons,  Physiatrists,  Pain 
Management  Specialists,  Neuro-radiologists,  and  Primary  Care  Physicians 
interested  in  the  management  of  spinal  disorders. 


For  details  contact: 
Pam  Tucker 
Conference  Coordinator 
(843)  856-4408 

Deadline:  August  15,  2000 


President 

Leonard  E.  Forrest,  MD 
Carolina  Spine  Institute 
(843)  849-1551 


President-Elect 
Richard  C.  Holgate,  MD 
DISC  Radiologists 
(843)  884-4674 


Secretary/T reasurer 
M.  David  Mitchell,  MD 
Orthopaedic  Associates,  PA 
(864)  582-6396 
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ON  DEWEES  Island  - located  just  minutes  from  Charleston,  SC  - this 
is  a way  of  life.  Here  you’ll  find  an  entire  community  of  residents  who 
“seize”  each  and  every  day. . .seize  the  day,  and  wring  it  for  every  possible 
drop  of  life,  laughter,  and  enjoyment.  This  is  a place  where  a stroll  around 
the  Island  will  take  you  past  a father  teaching  his  children  to  fish ...  a 
grandfather  and  granddaughter  shelling  on  the  2xh  miles  of 
beach... and  perhaps  a family  boiling  fresh  caught  shrimp  or 
steaming  oysters  for  a meal.  I More  than  anything,  Dewees  is  a 
place  of  unpretentious  “realness,”  where  “Island  values”  are  old- 
fashioned  values. . .where  a 20-minute  ferry  ride 
separates  you  and  yours  from  the  worries  of  the 
mainland,  and  every  new  day  promises  discovery 
and  learning  within  1,200  acres  of  untamed, 
natural  beauty. . .where  90  percent  of  the  Island 
is  undisturbed.  I This  is  a 150-home 
community  with  homesites  that  average  over  two 
acres  and  begin  at  $425,000. 1 If  you’d  like  more 
information  on  our  private  Island,  please  call 


843-886-8783 

Dewees  Island  Real  Estate,  Inc. 

46  4 1 st  Avenue,  Isle  of  Palms,  South  Carolina 

www.  deweesisland.  com 

Come  experience  Dewees  for  a night  in  our  beautiful, 
new  guest  lodge.  For  availability,  call  1-800-444-7352 


Dewees 

ISLAND9 


A PRIVATE,  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


RECIPIENT  OF 

COASTAL  LIVING  1 999 
Responsible  Community  Development  Award 
and 

Keep  America  Beautiful  National  Award 


Obtain  the  property  report  required  by  Federal  law  and 
read  it  before  signing  anything.  No  Federal  agency  has  judged 
the  merit  or  value,  if  any,  of  this  property.  N.J.E.  6-3-96/2 
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SOUTH  CAROLINA- 
SUCCESSFUL  ON  THE  NATIONAL  LEVEL 

In  my  inaugural  address  before  the  SCMA  House  of  Delegates,  I said  one  of  the  things  that  I was  fondly 
looking  forward  to  this  year  was  the  installation  of  Randy  Smoak  as  the  President  of  the  American  Medical 
Association.  Having  just  returned  from  the  AMA  meeting  in  Chicago,  I would  like  to  share  with  you  some  of 
the  comments  that  Dr.  Duren  Johnson,  the  Chairman  of  our  Board,  shared  with  us  at  a recognition  dinner  for 
Randy  on  Sunday,  June  11.  Hopefully,  I can  impress  upon  you  how  successful  the  South  Carolina  Medical 
Association  has  been  as  a state  association  and  also  as  a member  of  the  American  Medical  Association. 

“First,  over  70  percent  of  South  Carolina  doctors  belong  to  the  SCMA  and  nearly  that  many  belong  to  the 
AMA.  In  fact,  South  Carolina’s  AMA  membership  has  grown  so  much  this  year  that  we  added  a new  del- 
egate and  alternate  delegate  to  our  delegation,  giving  us  five  of  each. 

We  also  have  a tremendously  successful  SCMA  Alliance.  Our  alliance  has  been  recognized  by  the  AMA 
Foundation  as  one  of  the  top  five  state  alliances  in  the  country  because  of  its  contributions  to  medical  stu- 
dents and  research.  We  have  the  field  director  for  the  eighth  consecutive  year  of  the  National  Alliance,  Hope 
Grayson;  we  have  Dee  Jewell  on  the  AMA  Foundation  Committee;  and  we  have  elected  Alexis  Alia  to  the 
Membership  Committee.  We  also  have  the  only  medical  student  representative  on  the  AMPAC  Board  of 
Directors,  Kris  Crawford.  We  also  have  the  resident  representative  on  the  AMA  Minority  Affairs  Commis- 
sion, Dr.  Sheila  Roundtree.  South  Carolina  also  has  an  alternate  delegate  from  the  American  Academy  of 
Asthma,  Allergy  and  Immunology,  Dr.  Steve  Imbeau  and  also  an  alternate  delegate  from  the  American 
College  of  Obstetrics  and  Gynecology,  Dr.  Tommy  Rowland.  We  also  have  a Young  Physician  Delegate  to 
the  AMA  from  the  American  College  of  Surgeons,  Dr.  Chad  Rubin,  in  addition  to  having  delegates  to  the 
AMA  from  the  American  Academy  of  Pediatrics,  Dr.  Marion  Burton;  Dr.  Greg  Slachta  from  the  American 
Urological  Society;  Dr.  David  Osguthorpe  from  the  American  Academy  of  Otolaryngology,  Head  and  Neck 
Surgery;  and  Dr.  Jim  Scully  from  the  American  Psychiatric  Association. 

We  have  three  of  our  members  on  AMA  Councils — Dr.  Chris  Hawk  on  the  Council  on  Scientific  Affairs; 
Dr.  Dan  Brake  on  the  Council  on  Legislation,  and  Dr.  Robert  Sade  on  the  Council  on  Ethical  and  Judicial 
Affairs.  The  Chairman  of  the  Southeastern  Delegation,  one  of  the  largest  and  most  powerful  of  all  delega- 
tions, is  also  a South  Carolina  physician,  Dr.  Walt  Roberts. 

As  you  can  readily  see,  South  Carolina  physicians  are  actively  involved,  representing  a wide  variety  of 
specialities  and  constituencies.  Also,  this  is  the  first  time  in  SCMA  and  AMA  history  that  we  have  an  AMA 
president  who  was  bom  and  practices  in  South  Carolina,  Dr.  Randy  Smoak.” 

Although  Governor  Jim  Hodges  was  invited  to  Randy’s  inauguration,  he  was  unable  to  attend  due  to  a 
secondary  conflict.  However,  Governor  Hodges,  through  Dr.  Duren  Johnson,  awarded  the  Order  of  the  Pal- 
metto to  Dr.  Smoak.  It  should  make  us  all  proud  that  we  have  such  a wonderful  ambassador  for  our  Palmetto 
State  and  our  profession! 


Roger  A.  Gaddy,  MD 
President 
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HIGHLIGHTS  OF  THE  JULY  26,  2000, 
SCMA  BOARD  MEETING 


Committee  Nominations:  A motion  was  made  and 
passed  to  accept  the  following  committee  nominations: 
William  H.  Lee,  MD-SOCPAC;  Paula  L.  Wood,  MD,- 
Editorial  Board  of  the  Journal ; John  B.  Eberly,  MD- 
MIT  Board;  and  James  S.  Strohecker,  MD-MIT  Board. 

Workers’  Compensation  Fee  Schedule  Report:  Staff 
presented  a report  compiled  by  Elliott,  Davis,  and  Com- 
pany which  compares  the  fees  in  South  Carolina  to  those 
in  Georgia  and  North  Carolina  and  analyzes  the  meth- 
odology of  the  calculation  process  used  by  the  S.C. 
Workers’  Compensation  Commission.  For  more  infor- 
mation, contact  Kelly  Danias  at  (800)  327-1021,  ext. 
236. 


HCFA  Campaign  Proposal:  SCMA  staff  reported  on 
a SCMA  campaign  which  attempts  to  combat  HCFA’s 
attempt  to  “criminalize”  physicians  in  an  effort  to  wipe 
out  waste,  fraud,  and  abuse  in  the  Medicare  system. 
The  campaign  is  titled  “Stop  Excessive  Government 
Red  Tape:  Free  My  Doctor  to  Care  For  Me.”  For  addi- 
tional information  or  information  about  participating, 
contact  Dana  Kickey  at  (800)  327-1021,  ext.  234. 

The  Hypertension  Initiative  of  South  Carolina- 
MUSC:  Brent  Egan,  MD,  provided  an  overview  of  the 
Flypertension  Initiative  of  South  Carolina.  The  pro- 
gram is  based  at  MUSC. 


DENTAL  SERVICES  FOR  KIDS 


Last  year,  the  South  Carolina  Dental  Association  (SCDA) 
lobbied  the  legislature  for  increased  dental  fees  in  the 
Medicaid  dental  program.  They  felt  like  this  was  a nec- 
essary step  in  attempting  to  addresses  the  dental  fees  to 
the  75th  percentile  of  usual  and  customary  (UCR),  effec- 
tive January  1 , 2000.  While  we  applaud  the  efforts  of  our 
dental  colleagues,  we  remain  concerned  about  the  low 
utilization  of  dental  services  thus  far.  After  the  first  six 
months,  utilization  rates  are  not  unlike  previous  years 
before  the  increased  fees  were  implemented. 

The  number  of  dentists  enrolled  in  the  Medicaid  program 
has  increased  from  619  in  October  1999  to  824  in  June 
2000,  out  of  a total  of  1,734  licensed  dentists  in  South 
Carolina.  We  physicians  must  remember  to  refer  our  pa- 
tients to  our  dental  colleagues  who  are  participating.  With- 
out us  initiating  this  process,  parents  will  likely  not  call 
for  routine  dental  care.  Comprehensive  preventive  and 
restorative  dental  services  are  available  to  Medicaid  eli- 
gible children  under  the  age  of  2 1 . Adults,  except  for  those 
in  the  Mentally  Retarded/Related  Disabilities  Waiver,  are 


limited  to  emergency  services 
only.  If  you  have  questions  con- 
cerning covered  Medicaid  den- 
tal services,  contact  (803)  898- 
2655. 

I think  it  is  up  to  us  as  primary 
care  physicians  who  see  kids  in 
our  offices  to  start  this  process. 

Get  these  kids  appointments 
when  they  need  it.  To  find  out 
if  your  dentist  or  others  in  your 
area  are  participating  in  this  excellent  program,  you  can 
call  an  Outreach  Nurse  at  your  local  health  department. 
Recipients  can  call  the  DHEC  Care  Line  at  (800)  868- 
0404  for  assistance  with  locating  a Medicaid  enrolled 
dentist  in  their  area.  If  your  local  dentist  is  not  enrolled, 
please  encourage  him/her  to  do  so  today. 

— William  H.  Hester,  MD,  Chairman 
Family  Medicine  Advisory  Committee  to  DHHS 


MEDICARE  UPDATE 


Medicare  Focuses  on  Audit  of  CPT  Codes  99214  and 
99233 

HCFA  recently  mailed  600,000  physicians  and  group 
practices  a letter  calling  on  physicians  to  help  reduce 
Medicare’s  payment  error  rate.  In  the  June  1 letter,  HCFA 
Administrator  Nancy- Ann  DeParle  said  Medicare  carri- 
ers will  focus  their  educational  efforts  and  claims  review 
resources  on  two  E/M  codes  - 99214  and  99233.  The 
HCFA  1999  Chief  Financial  Officer  (CFO)  Audit  Report 
identified  a significantly  high  incidence  of  upcoding  for 
CPT  codes  99214  and  99233.  In  many  instances,  it  in- 
volved more  than  one  level  of  service. 

DeParle’s  letter  is  at  HCFA’s  website  www.hcfa.gov/ 
medicare/mip/physltr.htm.  To  have  a copy  faxed  to  your 
office,  call  Kelly  Danias  in  the  SCMA’s  Medical  Eco- 
nomics Department  at  (800)  327-1021,  extension  236. 

2001  Fee  Schedule  Now  on  the  Web 
The  July  17,  2000,  Federal  Register  posted  notice  of  the 
proposed  2001  Medicare  Fee  Schedule.  The  fee  sched- 
ule can  be  accessed  via  HCFA’s  homepage  at 
www.HCFA.gov/regs/pfs/default.htm. 

Local  Medical  Review  Policies  in  Draft  Form 
The  Medicare  Carrier  Advisory  Committee  (CAC)  is 
mandated  by  HCFA  regulations  to  be  formed  by  Medi- 
care Part  B carriers  to  provide  input  into  Local  Medical 


Review  Policies  (LMRP)  developed  by  the  carrier.  These 
policies  provide  guidance  to  the  public  and  medical  com- 
munity within  a specific  geographic  area,  in  our  case, 
the  state  of  South  Carolina.  During  the  July  CAC  meet- 
ing, the  following  LMRPs  were  distributed  for  comment: 

Allergy  Skin  Testing  (CPT  codes  95004-95028) 
Continuous  Glucose  Monitoring  (CPT  code  99199) 
Ocular  Photodynamic  Therapy  (CPT  code  67229) 
Percutaneous  Vertebroplasty  (CPT  code  22899) 

If  you  would  like  a complete  copy  of  any  of  these  draft 
policies  faxed  to  your  office,  contact  either  your  specialty 
representative  to  the  CAC  or  Kelly  Danias  in  the  SCMA’s 
Medical  Economics  Department  at  (800)  327-1021,  ex- 
tension 236.  The  policies  are  also  available  on  the  web  at 
www.PalmettoGBA.com.  The  comment  period  ends  on 
September  2,  2000. 

HCFA  Draft  of  2000  Documentation  Guidelines  Now 
Online 

The  latest  information  on  HCFA’s  proposal  for  the  2000 
documentation  guidelines  for  evaluation  and  management 
(E&M)  services  is  now  up  on  the  HCFA  website  at  http:/ 
/www, hcfa.gov/medicare/mcarpti.htm.  The  medical 
record  documentation  guidelines  explain  appropriate  use 
of  the  E&M  codes  related  to  Medicare  comprehensive  multi- 
system examination  and  single-system  examination. 


MEDICARE/MEDICAID  COALITION  WORKSHOPS 

Medicare  and  Medicaid  have  both  agreed  to  work  with  the  SCMA  to  present  free  workshops  for  our  mem- 
bers. The  Medical  Economics  Department  of  the  SCMA  has  the  next  workshop  scheduled  for  Tuesday,  Sep- 
tember 5,  2000,  at  the  SCMA  headquarters  in  Columbia. 

During  the  workshop,  each  agency  will  present  basic  Medicare  and  Medicaid  program  information,  along 
with  updates  on  any  policy  changes  that  have  occurred  since  January  1,  2000.  Each  presentation  will  be 
followed  by  a brief  question  and  answer  period.  Physicians  or  their  staff  may  attend  either  workshop  or  both 
by  registering  through  the  SCMA's  Medical  Economics  Department. 

Medicare  9:00  a.m.  until  10:00  a.m.  Questions  10:00  a.m.  until  10:30  a.m. 

Medicaid  10:30  a.m.  until  11:30  a.m.  Questions  11:30  a.m.  until  Noon 

This  workshop  is  intended  to  allow  you  the  convenience  of  receiving  information  directly  from  the  govern- 
ment programs  that  regulate  much  of  what  you  do  in  the  office.  Let  them  provide  you  the  opportunity  to  get  the 
answers  you  need. 

Problems  having  claims  resolved?  Bring  a copy  of  the  original  claim  and  the  denied  explanation  of  benefits 
to  the  workshop  for  follow-up  from  Medicare  and  Medicaid  staff. 

Practices  are  asked  to  submit  any  specific  inquiries  they  may  have  for  both  Medicare  and  Medicaid  prior  to 
the  workshop.  This  will  allow  agency  staff  to  better  prepare  for  your  questions.  Please  mail,  e-mail  or  fax  your 
typed  questions  to  Kelly  Danias  in  the  Medical  Economics  Department  by  Friday,  August  18,  2000. 

Kelly  will  also  fax  registration  forms  for  the  workshop  to  you.  Contact  her  at  (803)  798-6207,  extension 
236,  statewide  at  (800)  327-1021,  or  via  e-mail  at  kelly  @ scmanet.org  to  register. 
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PHYSICIANS  CARE 

Currently,  there  are  9,196  participating  physician  loca- 
tions, 926  participating  ancillary  locations  and  110  par- 
ticipating hospitals.  PCN  has  68  contracted  groups  with 
57,574  covered  lives.  We  will  continue  to  provide  in- 
formation as  contracts  are  received. 

NEW  GROUPS: 

No  new  sales 

TERMINATIONS: 

• Oconee  County;  effective  7-1-00 

RENEWALS: 

• Burton  Fire  Department;  effective  3-1-00 

ATTENTION  ALL  PROVIDERS 

Please  remember  to  keep  your  information  current  with 
PCN  by  utilizing  the  form  provided  in  the  front  of  your 
PCN  Provider  Manual.  Always  indicate  the  date  the  new 
information  became  effective.  You  may  mail  or  fax  to 
the  attention  of  Provider  Relations  at  this  address/fax: 

Physicians  Care  Network 
121  Executive  Center 
Congaree  Building,  Suite  203 
Columbia,  SC  29210 

Phone:  (888)  323-9271 
Fax:  (803)  771-9474 

PCN  is  receiving  a large  volume  of  claims  that  cannot 
be  processed  due  to  missing  information.  This  delays 
your  payment. 


NETWORK  UPDATE 

Be  sure  to  include  the  following  payor  information: 

• Group  Name  and  Group  Number 

• Insurance  Company  or  Third  Party  Administrator 
(TPA) 

• Valid  Service  Codes 

• Accurate  Member  Information 

• Accurate  Place  of  Service  Codes 

The  member’s  card  is  your  most  resourceful  tool  in 
obtaining  the  above  information.  Unfortunately,  due 
to  the  large  volume  of  claims  we  receive  with  inap- 
propriate or  lacking  information,  we  will  be  return- 
ing your  claim  if  the  required  information  is  miss- 
ing. Please  ensure  that  this  does  not  happen  to  you! 

PCN  CUSTOMER  SERVICE 

Remember— PCN  is  not  an  insurance  company;  there- 
fore, when  you  contact  PCN  Customer  Service  regard- 
ing claims  status,  eligibility,  or  benefits,  you  will  be 
referred  to  the  appropriate  Third  Party  Administrator 
or  Insurance  Company.  PCN  is  willing  to  assist  you  if 
you  should  encounter  difficulty  with  the  payor.  Please 
contact  PCN  Customer  .Service  by  calling  (888)  323- 
9271  or  (803)  771-0077. 

PCN  has  implemented  scanning  capabilities  for  expe- 
diting your  claims  more  quickly.  We  have  been  receiv- 
ing claims  where  the  ink  is  too  light  to  scan.  Make  sure 
your  claim  is  legible  or  it  will  be  returned. 

As  an  added  convenience,  an  updated  list  of  pro- 
viders can  be  found  on  our  website  at 
www.physicianscarenet.com. 


DHEC  UPDATE 


Influenza  vaccine  is  not  recommended  routinely  for  in- 
fants under  six  months  of  age,  but  should  be  given  to 
infants  and  children  six  months  of  age  and  older  who  are 
at  high  risk  of  morbidity  and  mortality  from  the  influ- 
enza virus.  DHEC  makes  the  influenza  vaccine  available 
to  Vaccine  Assurance  For  All  Children  (VAFAC)  provid- 
ers for  use  with  eligible  children  who  meet  high-risk  cri- 
teria. 

In  June,  influenza  vaccine  manufacturers  informed  the 
FDA  and  CDC  to  expect  delays  in  influenza  shipments 
for  the  2000-2001  influenza  season.  There  may  also  be  a 
reduction  of  available  influenza  vaccine.  DHEC’s  Immu- 
nization Division  will  begin  accepting  influenza  vaccine 


orders  from  VAFAC  providers  on  Friday,  September  29, 
2000.  Should  DHEC’s  influenza  vaccine  supply  be  de- 
layed by  that  date,  your  vaccine  order  request  will  be 
placed  on  back  order  and  filled  as  soon  as  the  vaccine  is 
available.  Your  initial  order  should  be  submitted  only 
once. 

Should  you  have  any  questions,  please  contact  DHEC’s 
Immunization  Division  at  (803)  898-0460.  For  a list  of 
high-risk  groups  eligible  for  an  influenza  vaccination 
through  the  VAFAC  Program,  call  Kelly  Danias  in  the 
SCMA’s  Medical  Economics  Department  at  (803)  798- 
6207,  extension  236,  or  statewide  at  (800)  327-1021. 
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MEDICAID  UPDATE 


Documentation  Requirements  for  Ordering  X-Ray  and 
Lab  Tests 

Physicians,  independent  laboratories,  and  imaging  facili- 
ties are  required  to  keep  documentation  that  reflects  a 
written  request  or  order  for  the  performance  of  a test  or 
procedure.  The  written  request  or  order  should  have  the 
date  of  the  order  and  the  signature  of  the  ordering  physi- 
cian or  nurse  practitioner.  Questions  may  be  directed  to 
your  program  manager  at  (803)  898-2660. 

Fee  Schedule  Increase 

Effective  for  dates  of  service  on  or  after  July  1,  2000, 
DHHS  will  increase  reimbursement  on  codes  96408, 
96410,  and  96412.  All  three  of  these  codes  reflected  in 
the  CPT  Book  are  for  chemotherapy  infusion. 

CPT  Code  Old  Pricing  New  Pricing 

96408  $21.50  $33.32 

96410  $40.01  $53.07 

96412  $25.80  $39.71 

Revision  of  Codes  for  Respiratory  Syncytial  Virus 
Immune  Globulin  (Synagis)  Intramuscular  Injections 
Beginning  with  date  of  service  August  1,  2000,  DHHS 
began  recognizing  the  AMA’s  recommended  CPT  cod- 
ing for  the  billing  of  Synagis  administration.  As  of  Au- 
gust 1,  codes  S9853  for  100  mg  and  X9852  for  50  mg 
will  be  replaced  with  the  single  CPT  code  90378.  This 
code  will  reflect  a 50  mg  dose.  Providers  may  bill  up  to  4 
units  of  this  code  depending  on  the  amount  of  Synagis 
administered.  For  example,  if  a 100  mg  vial  were  admin- 
istered, you  would  bill  2 units  of  this  code.  This  revision 
will  appear  in  the  2001  CPT  Book. 

For  your  convenience,  codes  S9853  and  X9852  will  be 
allowed  until  November  1,  2000.  Please  direct  any  ques- 
tions to  your  Medicaid  program  representative  at  (803) 
898-2660. 


Referrals  should  be  made  to  an  out-of-state  provider 
only  when  the  service  is  not  available  within  the  SC 
service  area  (within  25  miles  of  the  SC  border,  in- 
cluding Charlotte,  Savannah  and  Augusta).  Referrals 
require  approval  from  DHHS  and  the  request  must  be 
made  prior  to  the  date  that  the  service  is  to  be  per- 
formed, unless  it  is  an  emergency.  Often,  providers 
will  not  accept  out-of-state  Medicaid.  The  recipient 
could  then  be  held  responsible  for  charges.  Please  re- 
fer any  questions  regarding  out-of-state  services  to 
Physician  Services  at  (803)  898-2660. 

Medicaid  Bulletins  2000 

The  following  is  a list  of  Medicaid  Bulletins  sent  from 
the  Department  of  Physician  Services  to  enrolled  phy- 
sicians since  January  1,  2000.  If  you  need  a copy  of 
any  of  these  publications,  please  contact  Alicia  Jacobs 
at  DHHS  at  (803)  898-2538. 


Bulletin  Date 

Coverage  of  the  Influenza, 

Pneumonia,  and  Hepatitis  B 

Vaccines  March  10,  2000 


Pap  Smear  Pricing  March  22,  2000 

Office  Services  Provided 
On  An  Emergency  Basis, 

CPT  99058  March  27,  2000 


Revision  of  Codes  for 

Respiratory  Syncytial 

Virus  Immune  Globulin 

(Synagis)  Intramuscular 

Injections  June  23,  2000 

Medicaid  Documentation 

Requirements  June  30,  2000 


Physician  Referrals  for  Out-of-State  Services 
Out-of-state  services  are  reimbursed  by  DHHS  for: 

• Emergencies, 

• Services  for  children  two  years  and  under, 

• Services  related  to  maternity  care  or  delivery,  or 

• By  in-state  physician  referral. 


Procedure  Code  88142, 

Cervical  or  Vaginal  Screening  July  17,  2000 

Fee  Schedule  Change 

(Oncology)  July  17,  2000 


MARK  YOUR  CALENDAR 

The  SCMA’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled  for 
April  26-29,  2001,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 
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INTRODUCTION 

The  increasing  number  of  mothers  of  young  chil- 
dren in  the  work  force  and  the  resultant  escalated 
use  of  child-care  facilities  has  had  a marked  effect 
on  the  epidemiology  of  infectious  diseases  in  young 
children.  Among  preschool-age  children  in  the 
U.S.,  seven  to  twelve  percent  of  all  upper  respira- 
tory tract  infections  are  attributable  to  child-care 
attendance.1  Although  studies  have  examined  the 
relative  incidence  of  disease  in  day  care  and  home 
care  population,  few  have  collected  the  sample 


* An  extended  version  of  the  paper  is  available 
upon  request  from  the  corresponding  author.  This 
study  was  supported  from  a grant  from  the  Centers 
for  Disease  Control  and  Prevention  (Grant 
#V501CCU412341). 

**  Address  correspondence  to  Dr.  Shi  at  Dept,  of 
Health  Policy  and  Management,  Johns  Hopkins 
School  of  Public  Health  & Hygiene,  624  North 
Broadway,  Room  409,  Baltimore,  MD  21205-1996. 


through  the  health  care  setting  and  thus  failed  to 
link  infectious  diseases  with  health  plan  affiliation 
and  medical  care  utilization.  The  current  study 
overcomes  this  limitation  by  following  randomly 
selected  cohorts  of  two  health  plans  (HMO  and 
Medicaid).  Specifically,  the  following  two  research 
questions  will  be  addressed  in  this  paper:  1.  After 
controlling  for  individual  and  familial 
sociodemographic  characteristics,  type  of  health 
plan,  and  other  risk  factors  associated  with  infec- 
tious diseases,  does  day  care  increase  the  risk  of 
respiratory  symptoms  for  preschool-age  children? 
2.  What  is  the  relationship  between  respiratory 
symptoms  and  utilization  of  medical  services  con- 
trolling for  the  type  of  health  plan? 

METHODS 

Data  and  Measures.  The  study  participants  came 
from  two  counties  that  form  the  Columbia  Metro- 
politan Statistical  Area  of  South  Carolina.  1060 
families  with  children  under  six  participated  in  the 
study.  These  families  were  from  two  health  plans: 
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an  IPA  (Independent  Practice  Association)  HMO 
which  utilizes  primary  care  physicians  as 
gatekeepers,  and  a Medicaid  group  organized  by 
local  health  and  social  services  agencies,  includ- 
ing a regional  hospital,  a local  public  health  de- 
partment, community  health  centers,  and  local 
social  service  agencies.  Members  of  the  HMO  plan 
were  primarily  employees  of  state  and  local  agen- 
cies, and  private  companies.  Members  of  the  Med- 
icaid plan  were  from  low-income  households  of 
Columbia,  many  who  were  unemployed  or  work- 
ing in  small  business. 

There  were  two  steps  in  data  collection.  The  first 
step  was  baseline  survey  which  collected  familial, 
personal,  and  disease-related  information.  Famil- 
ial information  included  type  of  child  day  care, 
household  income,  employment  status,  occupation, 
person  smoking  inside  the  house,  number  of  fam- 
ily members,  number  of  pets,  and  number  of  bed- 
rooms. Personal  data  were  race,  sex,  age,  education, 
chronic  conditions,  and  immunization.  Disease 
related  information  was  composed  of  symptoms, 
diseases,  and  medical  care  utilization  for  the  iden- 
tified symptoms.  The  second  step  of  data  collec- 
tion was  follow-up  interviews.  Participants  were 
asked  whether  they  had  changed  child  day  care 
arrangement  since  the  previous  interview,  and 
whether  any  family  member  had  any  symptoms 
and  treatments  in  the  previous  two  weeks.  The  res- 
piratory symptoms  reported  by  the  participants  in- 
cluded fever,  runny  or  stuffy  nose,  cough,  sore 
throat,  earache,  and  discharge  from  the  ear.  In  ad- 
dition to  single  symptoms,  we  also  examined  two 
combinations  of  symptoms  through  recoding.  Mild 
respiratory  symptoms  were  defined  as  fever  plus 
at  least  one  of  the  respiratory  symptoms  included 
in  the  survey,  and  severe  respiratory  symptoms 
were  defined  as  fever  plus  stuffy  nose,  cough,  and 
score  throat.  Medical  care  utilization  included  gen- 
eral doctor  and  specialist  visits  and  antibiotics  us- 
age for  the  identified  symptoms. 

Analysis.  A series  of  logistic  regressions  were 
performed  to  answer  the  question  whether  out-of- 
home day  care  increased  the  risk  of  respiratory 
symptoms  for  children  under  six.  We  used  symp- 
toms as  dependent  measures  and  day  care  atten- 
dance as  an  independent  measure  (default  category: 
home  care)  for  HMO  and  Medicaid  groups  both 
separately  and  combined.  Individual  variables  in- 


cluded as  controls  were  age,  sex,  and  race  (black, 
white).  Family  variables  included  as  controls  were 
responding  parents’  education  (college  or  above, 
below  college)  and  employment,  chronic  disease 
history  (whether  family  members  had  chronic  ill- 
ness), household  income,  number  of  household 
members,  number  of  kids,  number  of  pets,  and 
whether  anyone  smokes  in  the  house.  Because  of 
large  missing  value,  employment  and  income  vari- 
ables were  deleted  from  the  final  models. 

To  answer  the  question  regarding  the  associa- 
tion between  respiratory  symptoms  and  utilization 
of  medical  care  services,  we  compared  the  aver- 
age number  of  physician  visits  in  general  and  for 
the  identified  respiratory  symptoms,  and  the  pro- 
portion of  children  who  used  antibiotics  and  other 
medications  for  respiratory  symptoms  between 
children  under  six  for  both  health  plans.  T-test  was 
performed  to  assess  the  significance  of  differences 
in  average  visits  and  Chi-square  test  in  proportions 
between  home  care  and  day  care  children. 

RESULTS 

General  Characteristics  of  Family  and  Children. 
Of  the  total  1060  families  with  children  under  six 
at  baseline,  417  families  were  from  the  HMO  group 
and  643  from  the  Medicaid  group.  Overall,  59.2 
percent  of  the  families  were  white  and  40.1  per- 
cent black.  There  were  significantly  more  black 
families  in  the  Medicaid  group  (77.1  percent  for 
day  care  and  73.4  percent  for  home  care)  than  the 
HMO  group  (37.2  percent  for  daycare  and  32.9 
percent  for  home  care). 

67.2  percent  families  had  one  child  under  age 
six.  The  average  number  of  children  under  six  per 
family  was  1.4.  There  were  no  significant  differ- 
ences in  number  of  children  between  HMO  and 
Medicaid  and  between  day  care  and  home  care 
families.  The  average  age  of  children  under  six  was 
2.1.  The  observed  difference  in  children’s  age  be- 
tween home  and  day  care  in  HMO  groups  was  not 
significant.  However,  in  the  Medicaid  group,  chil- 
dren in  day  care  group  were  slightly  older  than  those 
in  home  care  group  (2.0  vs.  1.7,  p<0.01). 

Incidence  of  Respiratory  Symptoms.  Table  1 dis- 
plays the  annualized  incidence  of  respiratory  symp- 
toms based  on  information  gathered  through  the 
baseline  and  follow-up  surveys.  There  were  736 
mild  respiratory  symptoms  and  150  severe  respi- 
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Table  1 . Average  Incidence  of  Respiratory  Symptoms  Reported  per  Child  per  Year 

Total 

Combined  Group 

HMO  Group 

Medicaid  Group 

Reported  Symptoms 

Home  Care 

Day  Care 

Prob. 

Home  Care 

Day  Care 

Prob. 

Home  Care 

Day  Care 

Prob. 

Mild  Respiratory  Symptoms 

3.46 

3.1 

3.76 

0.005 

2.92 

3.38 

0.197 

3.18 

4.43 

0.001 

Severe  Respiratory  Symptoms 

0.71 

0.62 

0.78 

0.176 

0.79 

0.78 

0.98 

0.55 

0.76 

0.171 

Fever 

3.97 

3.62 

4.15 

0.012 

3.45 

3.83 

0.307 

3.69 

4.96 

0.001 

Runny  or  Stuffy  Nose 

8.32 

7.03 

9.51 

0.001 

7.75 

10.03 

0.001 

6.71 

8.6 

0.001 

Cough 

5.95 

5.22 

6.65 

0.001 

5.35 

6.74 

0.002 

5.16 

6.48 

0.001 

Sore  Throat 

1.75 

1.57 

1.95 

0.029 

2.48 

2.2 

0.356 

1.16 

1.52 

0.104 

Earache 

1.82 

1.65 

1.96 

0.072 

1.4 

1.69 

0.265 

1.75 

2.44 

0.011 

Discharge  from  the  Ear 

0.34 

0.29 

0.37 

0.279 

0.23 

0.36 

0.277 

0.31 

0.39 

0.49 

ratory  symptoms  reported  among  children.  In  the 
Medicaid  group,  children  attending  day  care  had 
more  episodes  of  mild  respiratory  symptoms  than 
those  cared  for  at  home  did  (4.4  vs.  3.2,  p=0.001). 
Children  attending  day  care  also  reported  higher 
incidences  of  fever  (5.0  vs.  3.7,  p=0.001),  runny 
or  stuffy  nose  (8.6  vs.  6.7,  p=0.001),  cough  (6.5 
vs.  5.1,p=0.001),  and  earache  (2.4  vs.  1.8,  p=0.011) 
than  children  cared  for  at  home. 

In  the  HMO  group,  no  significant  difference  was 
observed  in  the  incidence  of  mild  or  severe  respi- 
ratory symptoms  between  home  care  and  day  care 
children.  However,  the  incidences  of  runny  or  stuffy 
nose  (10.0  vs.  7.8,  p=0.01)  and  cough  (6.7  vs.  5.4, 
p=0.02)  were  higher  for  day  care  children  than 
those  for  home  care  children. 

In  the  combined  analyses,  children  in  day  care 


reported  higher  incidences  of  mild  symptoms  (3.8 
vs.  3.1,  p=0.005),  fever  (4.2  vs. 3. 6,  p=0.012),  runny 
or  stuffy  nose  (6.7  vs.  5.2,  p=0.001),  cough  (6.7 
vs.  5.2,  p=0.001),  and  sore  throat  (2.0  vs.  1.6, 
p=0.029)  than  those  taken  care  of  at  home. 

Predictors  of  Respiratory  Symptoms.  Table  2 
shows  the  adjusted  odds  ratios  and  their  95  per- 
cent confidence  intervals  for  respiratory  symptoms 
and  child  day  care  attendance  after  controlling  for 
familial  and  personal  variables  indicated  on  the  bot- 
tom of  the  table.  In  the  Medicaid  group,  compared 
with  children  taken  care  of  at  home,  children  at- 
tending day  care  were  significantly  more  likely  to 
have  mild  respiratory  symptoms  (1.5  times, 
p=0.0007),  fever  (1.4  times,  p=0.001),  runny  or 
stuffy  nose  (1.4  times,  p=0.001),  cough  (1.3  times, 
p=0.024),  and  earache  (1.6  times,  p=0.01).  In  the 


Table  2.  Adjusted  Odds  Ratios  of  Respiratory  Symptoms  * 

Combined  Group 

HMO  Group 

Medicaid  Group 

Reported  Symptoms 

Odds  Ratio 

Upper  Limit 

Lower  Limit 

Prob. 

Odds  Ratio 

Upper  Limit 

Lower  Limit 

Prob. 

Odds  Ratio 

Upper  Limit 

Lower  Limit 

Prob. 

Mild  Respiratory  Symptoms 

1.32 

1.56 

1.11 

0.001 

1.22 

1.59 

0.94 

0.143 

1.48 

1.86 

1.18 

0.001 

Severe  Respiratory  Symptoms 

1.18 

1.66 

0.83 

0.351 

1.09 

1.79 

0.66 

0.732 

1.26 

2.12 

0.75 

0.386 

Fever 

1.26 

1.48 

1.08 

0.004 

1.17 

1.49 

0.91 

0.231 

1.44 

1.78 

1.16 

0.001 

Runny  or  Stuffy  Nose 

1.51 

1.7 

1.33 

0.000 

1.5 

1.81 

1.24 

0.000 

1.35 

1.61 

1.13 

0.001 

[lough 

1.34 

1.53 

1.17 

0.000 

1.35 

1.66 

1.1 

0.000 

1.25 

1.51 

1.03 

0.024 

Sore  Throat 

1.17 

1.47 

0.94 

0.164 

1 

1.35 

0.74 

0.982 

1.29 

1.87 

0.89 

0.183 

Earache 

1.28 

1.6 

1.02 

0.031 

1.19 

1.73 

0.82 

0.349 

1.56 

1.98 

1.1 

0.010 

Discharge  from  the  Ear 

1.27 

2.11 

0.77 

0.348 

1.25 

2.87 

0.55 

0.597 

1.33 

2.62 

0.67 

0.416 

* Other  individual  variables  included  in  the  models  are:  age,  sex  , and  race. 

-amity  variables  included  in  the  models  are:  the  highest  education  level  achieved  in  a family,  average  family  income,  # of  household  members. 

f of  children  living  in  the  home,  # of  bedroom,  # of  pets,  whether  any  family  member  has  chronic  medical  condition! s'),  and  whether  anyone  smokes  inside  the  house. 
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Table  3.  Utilization  of  Medical  Care  Services 

Total 

Combined  Group 

HMO  Group 

Medicaid  Group 

Home  Cart 

Day  Care 

Prob. 

Home  Care 

Day  Care 

Prob. 

Home  Care 

Day  Care 

Prob. 

Total  Number  of  Doctor  Visits  per  Child  per  Year 

4.73 

4.4 

5.09 

0.011 

3.33 

4.41 

0.006 

4.88 

6.27 

0.001 

Number  of  Visits  due  to  Respiratory 

Symptoms  per  Child  per  Year 

2.34 

2.15 

2.55 

0.62 

1.49 

2.08 

0.074 

2.45 

3.36 

0.004 

% of  Children  Who  Had  Respiratory 

Symptoms  Using  Antibiotics 

38.59% 

35.28% 

41.48% 

0.085 

34.00% 

44.20% 

0.085 

35.80% 

37.87% 

0.668 

% of  Children  Who  Had  Respiratory 

Symptoms  Using  Other  Medicines 

59.89% 

63.56% 

57.25% 

0.081 

38.00% 

50.45% 

0.038 

74.07% 

66.27% 

0.086 

Table  4.  Percent  of  Children  Who  Visited  Doctors  When  Having  Respiratory  Symptoms 

Total 

Combined  Group 

HMO  Group 

Medicaid  Group 

Reported  Symptoms 

Home  Care 

Day  Care 

Prob. 

Home  Care 

Day  Care 

Prob. 

Home  Care 

Day  Care 

Prob. 

Mild  Respiratory  Symptoms 

68.48% 

69.39% 

67.68% 

0.620 

51.00% 

61.61% 

0.074 

76.95% 

75.74% 

0.775 

Severe  Respiratory  Symptoms 

78.67% 

81.16% 

76.54% 

0.492 

70.37% 

69.23% 

0.917 

88.10% 

89.66% 

0.838 

Fever 

64.65% 

64.50% 

64.79% 

0.931 

45.76% 

59.06% 

0.017 

72.34% 

72.49% 

0.972 

Runny  or  Stuffy  Nose 

41.73% 

45.24% 

38.97% 

0.008 

32.83% 

32.78% 

0.989 

51.66% 

51.52% 

0.970 

Cough 

48.23% 

51.47% 

45.53% 

0.035 

38.25% 

38.70% 

0.916 

57.61% 

57.89% 

0.944 

Sore  Throat 

63.76% 

63.79% 

63.73% 

0.989 

57.65% 

60.96% 

0.621 

69.66% 

70.69% 

0.894 

Earache 

87.60% 

87.36% 

87.80% 

0.895 

75.00% 

87.50% 

0.050 

91.79% 

88.17% 

0.365 

Discharge  from  the  Ear 

92.31% 

81.25% 

84.62% 

0.707 

0.00% 

0.00% 

1.000 

91.67% 

93.33% 

0.849 

HMO  group,  compared  with  children  taken  care 
of  at  home,  children  attending  day  care  were  sig- 
nificantly more  likely  to  have  runny  or  stuffy  nose 
(1.5  times,  p=0.0001)  and  cough  (1.4  times, 
p=0.0003).  In  the  combined  analyses,  children  at- 
tending day  care  were  more  likely  to  have  mild 
respiratory  symptoms  (1.3  times,  p=0.001),  fever 
(1.3  times,  p=0.004),  runny  or  stuffy  nose  (1.5 
times,  p<0.001),  cough  (1.3  times,  p<0.001),  and 
earache  (1.3  times,  p=0.031). 

In  addition  to  child  day  care  status,  other  sig- 
nificant predictors  of  respiratory  symptoms  in- 
cluded whether  any  family  member  had  chronic 
medical  condition(s)  (significant  for  most  respira- 
tory symptoms  in  both  the  HMO  and  Medicaid 
models  except  discharge  from  the  ear  in  both  mod- 
els). Age  was  inversely  associated  with  most  res- 


piratory symptoms  in  both  models  and  number  of 
bedrooms  and  education  were  inversely  associated 
with  selected  measures  of  respiratory  symptoms 
in  the  Medicaid  group.  Race  was  significantly  as- 
sociated with  sore  throat  in  both  the  HMO  and 
Medicaid  groups  with  black  children  more  likely 
to  report  these  symptoms  than  white  children. 

Utilization  of  Medical  Care  Services.  Table  3 
shows  the  utilization  of  medical  care  services  by 
children  taken  care  of  at  home  or  day  care  for  both 
the  HMO  and  Medicaid  groups.  On  average,  there 
were  4.73  physician  visits  per  child  year  with  2.46 
of  the  visits  related  to  respiratory  symptoms.  The 
numbers  of  physician  visits  and  the  use  of  antibi- 
otics and  other  medications  for  children  attending 
day  care  facilities  were  significantly  higher  than 
those  for  children  cared  for  at  home  in  both  the 
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HMO  and  Medicaid  groups.  Overall,  38.6  percent 
of  children  who  had  respiratory  symptoms  used  an- 
tibiotics and  59.9  percent  used  other  medications. 
In  both  the  HMO  and  Medicaid  groups,  there  were 
no  significant  differences  between  day  care  and 
home  care  children  in  physician  visits  due  to  res- 
piratory symptoms  and  the  use  of  antibiotics  or 
other  medicines  when  having  respiratory  symptoms 
except  other  medicine  usage  among  HMO  children 
(50.5  percent  for  day  care  vs.  44.2  percent  for  home 
care,  p=0.038). 

Table  4 reports  physician  visits  for  particular 
respiratory  symptoms  by  children  taken  care  of  at 
home  or  through  day  care  for  both  HMO  and  Med- 
icaid groups.  Overall,  over  40  percent  children  vis- 
ited physicians  after  experiencing  any  respiratory 
symptoms  ranging  from  41.7  percent  for  runny  or 
stuffy  nose  to  92.3 1 for  discharge  from  the  ear.  Al- 
though Medicaid  children  reported  higher  visits  for 
respiratory  symptoms,  there  were  no  significant  dif- 
ferences between  day  care  and  home  care  children 
in  the  frequency  of  visit.  In  the  HMO  group,  chil- 
dren attending  day  care  were  more  likely  to  see  a 
physician  when  they  had  fever  or  earache  (59.1 
percent  vs.  45.8  percent,  p=0.017  and  87.5  percent 
vs.  75.0  percent,  p=0.05,  respectively). 

DISCUSSION 

This  study  examined  the  relative  risk  between  day 
care  and  home  care  children  enrolled  in  two  dif- 
ferent types  of  health  plan  (HMO  vs.  Medicaid) 
while  controlling  for  sociodemographic  character- 
istics. The  importance  of  controlling  for  health 
plans  in  the  study  of  day  care  and  infectious  dis- 
eases is  demonstrated  by  comparing  analyses  for 
the  combined  HMO  and  Medicaid  groups  with 
analyses  for  these  groups  separately.  While  the 
combined  analyses  indicate  that  children  in  day  care 
had  significantly  higher  rates  of  mild  respiratory 
symptoms,  fever,  runny  or  stuffy  nose,  cough,  and 
sore  throat,  than  children  cared  for  at  home,  sepa- 
rate analyses  confirmed  these  results  only  in  the 
Medicaid  group  (Table  1).  In  the  HMO  group,  how- 
ever, there  were  relatively  few  significant  differ- 
ences (i.e.,  runny  or  stuffy  nose,  cough)  in 
respiratory  symptoms  between  day  care  and  home 
care  children.  These  results  were  confirmed  even 
after  controlling  for  individual  and  familial 
sociodemographic  characteristics  (Table  2).  The 


above  finding  indicates  that  day  care  children  from 
low-income  vulnerable  population  have  higher  risk 
of  suffering  from  respiratory  symptoms  than  day 
care  children  from  other  populations. 

In  addition  to  day  care  status,  the  study  also 
examined  the  association  between  respiratory 
symptoms  and  individual  and  family  variables 
(Table  2).  The  history  of  chronic  medical  condi- 
tions among  family  members  was  consistently  and 
positively  associated  with  more  frequent  respira- 
tory symptoms.  The  number  of  bedrooms  and  edu- 
cation were  inversely  related  to  the  likelihood  of 
these  symptoms  being  reported.  These  findings  are 
consistent  with  previous  studies.2’3  Race  was  sig- 
nificantly associated  with  certain  respiratory 
symptoms  with  black  children  more  likely  to  re- 
port these  conditions.  The  results  indicate  the  im- 
portance of  family  environment  which  not  only 
contributes  to  mental  health  of  children  but  also 
their  physical  health.14  In  addition,  the  age  of  chil- 
dren was  also  a significant  predictor  of  symptom 
frequency.  Younger  children  are  more  likely  to  be 
infected  with  respiratory  symptoms  due  to  their  lack 
of  appropriate  hygienic  behavior  and  naive  immune 
system.5 

Another  contribution  of  the  study  is  the  exami- 
nation of  the  pattern  of  medical  care  utilization 
associated  with  respiratory  symptoms.  Approxi- 
mately one  half  of  the  annual  physician  visits  by 
children  under  six  were  attributed  to  respiratory 
symptoms  and  nearly  40  percent  of  children  with 
respiratory  symptoms  were  prescribed  antibiotics. 
Generally,  children  were  more  likely  to  visit  a phy- 
sician when  they  suffered  from  discharge  from  the 
ear  (92.3 1 percent  of  the  times)  and  earache  (87.60 
percent  of  the  times). 

Although  children  in  day  care  were  more  likely 
to  seek  medical  care  for  any  reason  than  those  taken 
care  of  at  home,  unlike  previous  research,6  we  only 
found  a weak  relationship  between  child  care  pat- 
tern (day  care  vs.  home  care)  and  medical  care  uti- 
lization: there  were  no  significant  differences  in 
the  number  of  physician  visit  due  to  respiratory 
symptoms  (Table  3).  In  the  HMO  group,  children 
in  day  care  were  more  likely  to  see  a doctor  when 
they  had  earache  than  those  taken  care  of  at  home. 
In  the  combined  group,  children  in  day  care  were 
more  likely  to  see  a doctor  when  suffering  from 
runny  nose  and  cough  (Table  4). 
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However,  we  found  the  type  of  health  plan  ex- 
erted a strong  influence  on  medical  care  utiliza- 
tion: Medicaid  children  had  significantly  more 
frequent  visits  for  most  of  the  reported  symptoms 
than  HMO  children.  Medicaid  children  had  on  av- 
erage more  physician  visits  overall  per  year  (1.55 
additional  visits  for  home  care  children,  1 .86  addi- 
tional visits  for  day  care  children)  and  more  visits 
yearly  due  to  respiratory  symptoms  (0.96  additional 
visits  for  home  care  children,  1.18  additional  vis- 
its for  day  care  children)  than  HMO  children  in 
both  the  home  and  day  care  groups.  Medicaid  chil- 
dren were  also  more  likely  given  antibiotics  and 
other  medicine  when  having  respiratory  symptoms. 
The  significant  difference  between  the  Medicaid 
and  HMO  groups  in  medical  utilization  may  re- 
flect differences  in  patients’  interactions  with  their 
health  plan.  High  deductible  and  copayments 
present  in  HMO  but  not  in  Medicaid  might  be  a 
significant  deterring  factor  in  care  seeking  when 
HMO  children  present  with  respiratory  symptoms. 

In  conclusion,  the  study  reinforces  previous  re- 
search indicating  a significant  association  between 
child  day  care  attendance  and  higher  incidence  of 
infectious  diseases  even  after  controlling  for  indi- 
vidual and  familial  sociodemographic  characteris- 
tics, although  the  relationship  between  day  care 
attendance  and  higher  incidence  of  infectious  dis- 
eases is  more  apparent  among  Medicaid  children 
than  among  HMO  children.  Other  factors  includ- 
ing age,  race,  the  number  of  household  members, 
the  number  of  bedrooms,  and  the  history  of  chronic 
medical  conditions  among  family  members,  were 
also  found  to  be  significantly  associated  with  in- 
creased risk  for  respiratory  symptoms.  While  the 
type  of  child  care  has  weak  influence  on  medical 
care  utilization,  the  type  of  health  plan  exerts  strong 
influence  on  utilization  for  both  day  care  and  home 
care  groups.  Confronted  with  respiratory  symp- 
toms, Medicaid  children  were  significantly  more 
likely  to  see  a physician  and  receive  medications  than 


HMO  children  regardless  of  child-care  status. 

SUMMARY 

This  study  compared  the  risk  of  respiratory  infec- 
tions in  pre-school  children  (under  6-year-old)  at- 
tending day  care  center  and  those  taken  care  of  at 
home  by  controlling  for  the  type  of  health  plan  and 
sociodemographic  characteristics.  The  study  popu- 
lation consists  of  members  of  two  health  plans  re- 
siding in  two  South  Carolina  counties.  Results  show 
that  the  risks  of  respiratory  symptoms  were  higher 
among  children  attending  day  care  settings  than 
those  taken  care  of  at  homes  although  this  rela- 
tionship is  more  apparent  among  Medicaid  chil- 
dren than  among  HMO  children.  While  the  type  of 
child  care  has  weak  influence  on  medical  care  uti- 
lization, the  type  of  health  plan  exerts  strong  influ- 
ence on  utilization  for  both  day  care  and  home  care 
groups. 
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The  Annual  Meeting  of  the  American  Medical  Asso- 
ciation, held  in  Chicago  during  June  11-15,  2000,  was 
marked  by  an  epochal  event  in  the  history  of  South 
Carolina  medicine— Dr.  Randy  Smoak  of  Orangeburg 
was  inaugurated  President  of  AMA.  Randy  has  served 
the  physicians  and,  indeed,  all  of  the  citizens  of  the 
state  in  many  positions  of  prominence  in  medical 
circles.  He  has  been  a past  chairman  of  the  Board  of 
Trustees  and  a past  president  of  our  state  association. 
He  has  been  a delegate  to  AMA,  a member  of  the  Board 
of  Trustees  of  AMA,  and  at  that  point,  he  moved  through 
the  chairs  of  the  board  to  become  its  chairman.  He  was 
a superb  chairman  by  everyone's  estimation.  Last  year, 
he  was  elected  president-elect  and  inaugurated  at  this 
Annual  Meeting.  Words  cannot  convey  the  pride  we  as 
physicians  and  as  members  of  the  South  Carolina  AMA 
delegation  experienced  as  Randy  was  installed  as  presi- 
dent. 

Of  equal— perhaps  even  more— importance  is  the  fact 
that  Randy  has  done  this  while  maintaining  a quality 
surgical  practice  in  Orangeburg  near  his  place  of  birth 
in  Bamberg,  rearing  a beautiful  family,  contributing  in 
many,  many  ways  to  his  community,  his  church,  as  well 
as  providing  outstanding  medical  service.  South  Caro- 
lina has  sent  many  fine  medical  leaders  over  the  years 
to  AMA,  but  Randy  is  the  first  to  be  elected  president 
in  more  than  100  years.  We  congratulate  him  and  know 
he  will  be  an  example  and  model  for  future  AMA  presi- 
dents to  follow. 

South  Carolina’s  own  delegation  was  increased  in  num- 
ber at  this  meeting.  Because  of  the  great  work  of  our 
two  past  SCMA  presidents.  Dr.  Steve  Imbeau  and  Dr. 
Bill  Hester,  along  with  the  effort  and  dedication  of  our 
CEO  Bill  Mahon,  South  Carolina  increased  its  mem- 
bership in  AMA  to  a level  which  allowed  us  one  more 
delegate  position.  At  the  SCMA  Annual  Meeting,  Dr. 
Nelson  Weston  was  elected  our  fifth  delegate,  and  Dr. 
Jerry  Powell  of  Anderson,  alternate  delegate.  This  is 
especially  notable  since  gaining  membership  in  AMA 
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is  not  a common  occurrence  among  state  constituent 
societies  in  recent  years.  We  appreciate  the  SCMA 
membership's  support. 

We  also  continue  to  enjoy  the  contributions  of  many 
South  Carolina  physicians  who  are  delegates  to  AMA 
through  their  specialty  societies.  I have  mentioned  them 
by  name  before,  and  I cannot  overemphasize  the  con- 
tributions they  each  make  to  their  respective  organiza- 
tions as  they  function  in  AMA  activities.  These  leaders 
include  Marion  Burton.  David  Osguthorpe,  Jay  Scully, 
Steve  Imbeau.  and  Greg  Slachta.  Also  at  the  meeting, 
representing  the  American  College  of  Surgeons,  was 
Dr.  Chad  Rubin  of  Columbia. 

Finally,  we  were  very  pleased  to  see  Dr.  Richard 
Harding  of  Columbia  and  the  USC  School  of  Medi- 
cine present.  As  many  of  you  surely  know,  Richard  is 
the  President-Elect  of  the  American  Psychiatric  Asso- 
ciation. We  were  pleased  to  introduce  Dr.  Harding  to 
the  Southeastern  Delegation,  and  we  congratulate  him 
on  achieving  this  singular  honor  from  his  peers. 

I mention  these  doctors  again  to  point  out  to  you  that 
these  leaders  in  their  specialty  organizations,  represent- 
ing a constituency  of  their  peers,  effectively  and  en- 
thusiastically engage  in  the  national  dialogue  which  in- 
fluences all  of  medicine.  The  strength  of  the  Federa- 
tion which  is  the  American  Medical  Association  resides 
in  the  willingness  of  all  physicians  to  work,  parochial 
interests  aside  first,  for  the  benefit  of  our  patients,  and 
second,  to  preserve  the  practice  of  medicine  as  we  have 
been  able  to  practice  it  over  the  more  than  150  years 
since  AMA  was  created. 

There  are  always  vital,  often  contentious  issues  which 
are  brought  to  the  House  of  Delegates  at  AMA  meet- 
ings. As  I have  told  you  in  the  past,  some  100  reports 
are  generated  by  the  AMA  Board  of  Trustees  and  by 
the  seven  Councils  of  the  House  and  submitted  to  the 
House  of  Delegates.  Resolutions  are  received  from  in- 
dividuals, state  organizations,  specialty  societies  and 
other  sources  which  usually  number  around  200.  Each 


of  these  reports  and  resolutions  are  discussed  in  refer- 
ence committees,  after  which  decisions  made  by  the 
committees  are  presented  to  the  House  of  Delegates. 
Again,  these  are  discussed  and  debated  and  are  then 
voted  upon.  The  decisions  made  may  be  for  adoption, 
non-adoption,  referral  or  “filing.”  Many  of  the  reports 
received  by  the  House  are  ones  which  have  been  pre- 
sented in  previous  meetings,  and  referred  back  to  the 
board  or  to  a council  for  review  and  re-presentation. 

In  each  of  these  reports  to  you,  the  SCMA  member- 
ship, I try  to  seek  out  the  most  important  of  the  issues 
and  inform  you  about  them.  From  the  current  meeting, 
I have  chosen  the  following: 

• Prior  to  the  last  AMA  meeting  last  December  in 
San  Diego,  a report  from  the  Institute  of  Medicine 
(IOM)  was  made  public  which  stated  that  “medical  er- 
rors”—made  by  physicians,  nurses,  pharmacists,  hos- 
pitals or  the  “system”  of  healthcare  — was  responsible 
for  a huge  number  of  deaths  each  year  in  this  country. 
AMA’s  prompt  response  was  proactive,  taking  the  po- 
sition that  AMA  and  physicians  everywhere  would  work 
to  correct  these  errors.  Little  was  said  about  the  accu- 
racy of  the  figures  reported.  AMA  did  take  a firm  stance 
regarding  the  process  of  reporting  errors,  since  the  fed- 
eral administration  had  suggested  development  of  a 
federally-run  office  to  which  errors  would  be  reported. 
It  was  felt  that  there  would  be  problems  with  the  re- 
porting process,  including  maintenance  of  anonymity, 
discovery,  and  potential  for  liability  if  a governmental 
bureaucracy  became  such  an  office. 

At  the  current  meeting,  ten  resolutions  regarding  the 
IOM  report  were  consolidated  into  one  substitute  reso- 
lution (Substitute  Res.  202-A-00),  stating  that  AMA 
would  (1)  continue  advocacy  efforts  to  promote  safety 
in  health  care  delivery;  (2)  advance  the  development 
of  evidence-based  systems  of  data  collection  which 
provide  protection  from  punitive  actions,  were  confi- 
dential and  non-discoverable,  and;  (3)  that  a thorough 
analysis  of  the  IOM  report  be  prepared  and  reported  back 
to  the  House  of  Delegates  at  AMA’s  next  meeting. 

•A  resolution  (Res  218-A-00)  was  presented  which 
initiated  a discussion  of  religious  beliefs  which  are  con- 
fronted by  health  care  demands  surrounding  birth  con- 
trol procedures.  In  a California  community,  several 
hospitals  were  bought  up  by  a Catholic  Hospital  Sys- 
tem, which  denied  to  the  community  birth  control  ac- 
cess, including  such  procedures  as  tubal  ligation  and 
vasectomy.  The  response  to  the  issue  by  AMA  is  ( 1)  to 
support  action  to  ensure  patient  access  to  pregnancy 
prevention  services  within  the  community;  (2)  to  make 
health  care  plans  responsible  to  provide  such  access,  if 


it  is  a covered  benefit;  (3)  to  oppose  interference  by 
third  parties  with  patient  physician  communications, 
including  instruction  in  reproductive  health  care;  while 
(4)  reaffirming  AMA  policy  that  no  physician,  hospital 
or  hospital  personnel  should  be  required  to  perform  any 
act  violative  of  personally  held  moral  principles. 

• Regarding  the  much-discussed  issue  of  pharmacy 
benefits  for  senior  citizens  and  others  as  a part  of  Medi- 
care and  Medicaid  benefits,  two  resolutions  were  pre- 
sented (Res  109-A-00  and  114-A-OO).  One  of  these 
asked  for  outright  AMA  endorsement  of  the  drug-ben- 
efit program,  the  other  asking  for  such  a benefit  to  be 
based  on  national  average  drug  costs,  in  order  that  such 
a benefit  be  “equitable.”  The  House  of  Delegates 
adopted  a report  from  the  Board  of  Trustees  which  ad- 
vocates reaffirmation  of  AMA  policy  which  states  that 
pharmaceutical  benefits  should  be  addressed  in  the 
broader  context  of  transforming  Medicare  into  a fis- 
cally solvent  program,  which  it  is  not,  at  present.  There 
are  six  proposed  guidelines  suggested  for  developing 
such  a benefit,  however,  and  these  include  (1)  funding 
such  a program  separate  from  Parts  A and  B of  Medi- 
care; (2)  make  the  program  targeted  to  low-income 
people,  or  to  “catastrophic”  circumstances;  (3)  struc- 
turing the  program  to  include  deductibles  and  co-pay- 
ments so  that  “economically  responsible  behavior”  by 
beneficiaries  will  be  assured. 

This  issue  will  undoubtedly  be  a prominent  part  of 
health  care  debate  in  the  upcoming  presidential  elec- 
tion. 

• A resolution  (Res  4-A-00)  was  presented  asking 
AMA  to  endorse  the  proposal  by  several  U.S.  Senators 
and  two  state  governors  to  support  a moratorium  on 
the  death  penalty.  This  idea  was  viewed  by  most  of  the 
House  of  Delegates  as  falling  beyond  the  realm  of  medi- 
cal decision-making  into  the  realm  of  law,  and  this  por- 
tion of  the  resolution  was  not  supported.  The  amended 
resolution  did,  however,  support  the  availability  and 
use  of  all  appropriate  medical  forensic  techniques  in 
determining  guilt.  Clearly,  the  thrust  of  such  support 
surrounds  the  recent  use  of  and  questions  about  DNA 
evidence. 

•The  continued  invasion  by  non-physicians  into  ac- 
tivities for  which  they  are  poorly  trained  and  qualified 
led  to  the  introduction  of  a resolution  regarding  phar- 
macists ordering  and  interpreting  laboratory  tests.  A 
well-crafted  substitute  resolution  was  passed,  affirm- 
ing the  position  AMA  has  held:  namely,  that  such  test- 
ing should  be  performed  only  by  those  with  appropri- 
ate clinical  education  under  the  supervision  of  licensed 
physicians,  and  that  regulatory  and  legislative  efforts 
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should  be  made  by  AMA,  working  with  the  states,  to 
implement  this  policy. 

•The  Council  on  Scientific  Affairs,  of  which  one  of 
our  delegates.  Dr.  Chris  Hawk,  is  a member  submitted 
two  reports  which  are  worthy  of  notice.  The  first  of 
these  (CSA  Rep  1-A-00)  regards  the  implementation 
of  needlestick  prevention  measures,  recommending  re- 
porting of  such  occurrences  to  appropriate  authorities, 
to  research  and  develop  new  technologies  and  impor- 
tantly, to  see  that  AMA  work  with  state  associations  to 
disseminate  information  about  the  OSHA  blood-borne 
passage  standard  compliance  directives  to  physicians, 
since  this  relates  to  use  of  needles  in  physician’s  of- 
fices. 

The  second  report  (CSA  Rep  10-A-00)  regards  the 
current  status  of  efforts  in  confronting  bioterrorism.  It 
is  felt  by  many  that  the  use  of  bioterrorist  warfare  is 
inevitable,  and  physician  response  and  education  will 
be  critical.  The  Council  will  be  coming  out  with  a re- 
port on  the  issue  at  the  next  AMA  meeting. 

• A report  from  the  Board  of  Trustees  (BOT  Rep  2- 
A-00)  regarding  the  use  of  e-mail  in  physician’s  of- 
fices was  very  timely  and  felt  by  the  House  of  Del- 
egates to  be  well -structured.  It  addressed  the  increas- 
ing use  of  this  physician-patient-pharmacy-emergency 
room  type  of  communication.  Some  of  the  recommen- 
dations included:  (1)  e-mail  may  be  used  in  emergency 
room  communications,  but  caution  in  its  use  was  ad- 
vised in  “urgent”  matters;  (2)  printed  confirmation  of 
many  messages  may  not  have  to  be  part  of  the  patient’s 
chart,  this  part  of  the  push  toward  limiting  the  “paper 
chart”;  (3)  AMA  should  work  toward  having  develop- 
ment of  CPT  reimbursement  codes  for  electronic  and 
telephone  communications. 

• Two  resolutions  were  submitted  questioning  the 
expansive  HCFA  regulations  regarding  the  use  of  re- 
straints and  seclusion  techniques  in  hospital  and  nurs- 
ing home  settings.  It  was  pointed  out  that  many  of  the 
regulations  are  not  “evidence-based”  in  their  develop- 
ment. Especially  discussed  was  the  “one-hour  rule” 
demanding  that  a physician  see  the  patient  for  whom 
restraints  were  ordered  wuhin  one  hour,  the  evidence 
showing  that  a patient’s  safety  is  not  compromised  by 
a reasonable  delay  in  the  physician’s  visit. 

• At  the  South  Carolina  Medical  Association’s  An- 
nual Meeting  in  April,  a resolution  was  passed  to  vig- 
orously oppose  the  expansion  of  scope  of  practice  of 
dentists  and  non-physician  maxillofacial  surgeons  li- 
censed under  the  Dental  Practice  Act.  This  came  about 
not  only  because  of  some  dentists  performing  services 
about  the  head  and  oral  cavities  for  which  their  train- 


ing was  inadequate,  but  because  it  is  known  that  in  some 
teaching  centers,  such  instruction,  outside  of  defined 
scope  of  dental  practice  guidelines,  may  possibly  be 
being  taught.  A similar  resolution  was  presented  to  the 
HOD  of  AMA  (Res  708-A-00). 

AMA  has  existing  policy  which  well  articulates  its 
opposition  to  non-physicians  engaging  in  the  practice 
of  medicine  without  physician  supervision,  and  the 
policy  was  reaffirmed.  In  addition,  it  was  suggested 
that  state  medical  societies  oppose  state  legislative  pro- 
posals to  expand  such  scope  of  practice. 

•Also,  at  the  SCMA  Annual  Meeting,  a resolution 
was  passed,  asking  for  a ban  on  “all  products  clauses,” 
which  health  care  plans  have  at  times  written  into  phy- 
sician contracts.  These  clauses  give  the  health  plan  the 
ability  to  add  a physician  to  a panel  of  their  other  health 
plan  products  without  requiring  further  agreement  or 
contract  with  the  physician.  A similar  resolution  (Res 
720-A-00)  at  this  meeting  asks  AMA  to  develop  model 
state  legislation  to  ban  such  activity.  AMA  policy  ex- 
ists and  was  reaffirmed. 

• A Council  on  Medical  Services  report  (CMS  Rep 
3-A-00)  outlined  a series  of  recommendations  which 
physicians  who  are  negotiating  with  hospital  in  con- 
tractual matters  should  consider  and  perhaps  adopt  as 
standard  operating  procedures.  This  well  written  report 
was  adopted. 

•An  excellent  report  was  presented  from  the  Coun- 
cil on  Scientific  Affairs  (CSA  Rep  3-A-00)  regarding 
physician  action  and  education  in  the  increasing  prob- 
lem of  antibiotic  over-usage,  leading  to  antibiotic  re- 
sistance. The  report  summarized  AMA’s  activities  about 
this  expanding  problem  and  made  several  recommen- 
dations. Both  the  Food  and  Drug  Administration  and 
CDC  have  expressed  appreciation  to  AMA  for  its  ac- 
tions and  for  the  opportunity  to  work  with  AMA  in  this 
effort. 

A number  of  other  reports  and  resolutions  of  great 
importance  were  reviewed  and  adopted.  I will  touch 
on  these  with  only  brief  comment: 

1.  A resolution  (Res  521-A-00)  was  adopted  which 
asks  AMA  to  recommend  a study  on  the  possible  use 
of  pneumonia  vaccine  for  chronic  smokers.  A recent 
NEJM  report  concluded  that  smoking  is  the  strongest 
independent  risk  factor  for  invasive  pneumococcal  dis- 
ease. 

2.  Added  to  a report  from  the  Council  on  Scientific 
Affairs  (CSA  Rep  9-A-00)  about  screening  for  pros- 
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tate  cancer  was  a recommendation  that  the  “launching 
of  mass  screening  ....  is  premature  at  this  time.” 

3.  Two  resolutions  (Res  6-A-00  and  Res  7-A-00) 
regarding  the  patenting  of  genes  and  a suggested  mora- 
torium on  such  patents  were  debated  at  length.  A deci- 
sion was  made  to  examine  the  issues  and  report  back  at 
the  next  AMA  meeting.  The  suggested  moratorium  reso- 
lution was  not  adopted. 

4.  Initially,  Medicare  carriers  adopted  the  premise 
that  the  “global  surgical  fee”  should  commence  24  hours 
prior  to  the  surgical  procedure  scheduled.  Over  a pe- 
riod of  time,  many  carriers  began  to  include  many  stud- 
ies, tests  and  examinations  prior  to  surgery  as  part  of 
the  “global  fees.”  A resolution  (Res  106-A-00)  was 
passed  to  have  the  payers  return  to  the  original  defini- 
tion. 

5.  The  Board  of  Trustees  announced  in  a report  to 
the  House  (BOT  Rep  22-A-00)  that  the  annual  mem- 
bership fee  would  be  unchanged  in  2001. 

6.  Endorsed  were  resolutions  which  encouraged 
HCFA  to  reimburse  for  the  outpatient  cost  of  low  mo- 
lecular weight  heparin  for  deep  vein  thrombosis  (Res 
1 16-A-00)  and  to  call  upon  the  CPT  Editorial  Panel  to 


develop  codes  for  reimbursement  for  “on-call”  physi- 
cians (Res  129-A-00). 

As  I have  remarked  in  the  past,  I can  report  to  you 
on  only  a few  of  the  many  items  of  business  which 
came  to  the  House  of  Delegates  at  the  most  recent  meet- 
ing; nearly  all  are  important.  Several  of  the  issues  I 
have  discussed  in  this  report  to  you  are  discussed  in 
depth  in  JAMA,  AMNews,  and  other  journals  and  peri- 
odicals. The  entire  proceedings  of  the  House  are  on  the 
AMA  website.  Also,  any  of  the  members  of  the  South 
Carolina  AMA  delegation  will  be  happy  to  discuss  these 
or  any  other  actions  of  the  AMA  House  of  Delegates 
with  you. 

Let  me  once  more  thank  you,  our  constituency,  for 
allowing  us,  your  delegation,  to  serve  you.  Once  more, 
I also  eagerly  proselytize  you  to  AMA  membership,  if 
you  are  not  a member.  AMA  remains  the  most  power- 
ful, active  and  effective  medical  organization  in  the 
world.  In  my  opinion,  every  physician  should  be  a mem- 
ber. South  Carolina  is  an  important  part  of  this  great 
Federation,  as  is  virtually  every  specialty  organization 
in  the  country— including  your  own  specialty— and 
involvement  by  every  physician  will  make  AMA  an 
even  more  effective  organization. 


INCONSISTENCIES  IN  THE  TREATMENT  OF 
FOOTBALL  NECK  INJURIES 


W.  SEAN  IRVIN,  PA-C* 
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INTRODUCTION 

American  football  is  a dangerous  sport.  The  sport 
is  a blend  of  soccer  and  rugby  and  got  its  begin- 
ning in  1 860.  There  was  no  formal  protection  and 
as  a result  many  deaths  occurred.  In  1 905, 1 8 deaths 
and  159  severe  injuries  were  recorded.  At  one  point 
President  Theodore  Roosevelt  considered  banning 
the  sport.  He  later  ordered  colleges  to  adjust  the 
rules  to  eliminate  the  roughness  of  play  and  re- 
duce the  danger  of  injury.1  Over  the  next  70  years, 
protective  equipment  evolved  from  leather  skull- 
caps to  polycarbonate  helmets.  After  decades  of 
decline,  catastrophic  neck  injuries  again  increased 
in  the  sport.  In  1975,  Dr.  Joseph  Torg  revisited  the 
epidemiology  of  neck  injuries  in  American  foot- 
ball. His  research  showed  a clear  cause  and  effect 
relationship.  The  problem,  headfirst  blocking 
(spearing)  and  butt  blocking  were  resulting  in  cata- 
strophic neck  injuries.2  Because  of  this  research, 
major  rule  changes,  occurred  at  all  levels  of  the 
sport.  A drastic  fall  in  the  number  of  severe  neck 
injuries  resulted.  Spearing  and  butt  blocking  are 
now  illegal;  a football  player  may  not  use  the  top 
of  his  helmet  to  ram  an  opponent.  Despite  these 
rule  changes  spearing  has  reappeared  and  with  it 
an  increase  in  catastrophic  injuries.  Studies  show 
that  the  prevalence  to  be  as  high  as  41  percent  in 
one  high  school  game,  or  one  spearing  event  every 
2.4  plays.3 

When  neck  injuries  occur,  a key  factor  in  the 
outcome  is  how  the  initial  treatment  is  rendered. 
Following  an  injury  when  the  football  player  lays 
supine,  the  bulky  shoulder  pads  elevate  the  shoul- 
ders and  head.  The  shape  of  the  helmet  holds  the 
head  off  the  ground,  thus  maintaining  a neutral 
cervical  alignment.4  Should,  in  the  case  of  a po- 
tential severe  neck  injury,  either  of  these  pieces  of 
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equipment  be  removed  without  considering  the 
other,  catastrophic  results  can  occur.  The  Ameri- 
can Orthopaedic  Society  for  Sports  Medicine  rec- 
ognized this  and  has  developed  a position 
statement.  The  National  Association  of  Athletic 
Trainers  have  also  been  proactive  in  creating  stan- 
dards for  equipment  removal  of  neck  injured  foot- 
ball athletes.5  Since  emergency  medical  service 
(EMS)  organizations  are  often  the  only  medical 
care  available,  it  is  critical  that  they  adopt  a simi- 
lar philosophy.6 

This  study  analyzes  the  results  of  a question- 
naire administered  to  the  EMS  providers  in  South 
Carolina.  The  results  of  interviews  and  factor 
analysis  of  the  questionnaires  are  presented. 

MATERIALS  AND  METHODS 

Sample 

A list  of  159  emergency  medical  service  orga- 
nizations was  taken  from  the  Department  of  Health 
and  Environmental  Controls  EMS  section  data- 
base. Emergency  medical  service  organizations 
based  outside  South  Carolina  and  industrial  EMS 
providers  were  not  included  in  the  sample.  Air 
ambulance  providers  were  also  excluded  from  the 
sampling  procedure. 

Questionnaire 

The  survey  instrument  included  seven  questions 
designed  to  assess:  response  or  coverage  of  foot- 
ball related  injuries,  use  of  a formal  protocol  for 
treating  neck  injuries  in  football,  and  review  of 
these  protocols  with  the  schools  they  cover.  The 
questionnaire  also  evaluated  the  removal  of  foot- 
ball helmets  and  / or  shoulder  pads.  The  last  two 
items  addressed  the  level  of  care  provided  by  the 
EMS  organization  and  who  directed  removal  of 
the  equipment  should  that  occur.  Except  questions 
six  and  seven,  all  responses  were  yes  or  no. 

One  hundred  fifty-nine  questionnaires  were 
mailed.  Seventy-one  (44.6  percent)  were  com- 
pleted and  returned  (pre-addressed  stamped  enve- 
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TABLE  1.  TREATMENT  OF  FOOTBALL  NECK  INJURIES,  SOUTH  CAROLINA,  1999: 
Results  of  a Survey 


Question 

Number  of 
Responses 

“Yes” 

Responses 

Statistical 

significance 

2.  Do  EMS  providers  have  specific  protocols 
for  the  treatment  of  football  athletes  with 
potential  catastrophic  neck  injuries? 

84 

23 

* 

3.  Do  EMS  providers  who  have  protocols 
review  them  with  their  respective  schools? 

23 

11 

4.  Do  EMS  providers  remove  helmets  of 
football  athletes  with  potential  catastrophic 
neck  injuries? 

84 

12 

* 

5.  If  EMS  providers  remove  helmets  do  they 
also  remove  the  shoulder  pads? 

84 

29 

* 

* statistical  significance  was  determined  by  chi-square  on  the  basis  of  the  hypotheses  generated 


lopes  were  provided  to  encourage  return).  Twenty- 
four  questionnaires  (15  percent)  were  completed 
using  telephone  interviews  conducted  by  the  se- 
nior author.  The  total  response  rate  was  95  (60 
percent).  Eleven  of  the  completed  questionnaires 
indicated  they  did  not  provide  coverage  of  foot- 
ball related  injuries  (Question  1).  These  eleven 
questionnaires  were  discarded  and  not  included  in 
any  of  the  statistical  calculations. 

SCIENTIFIC  METHOD 

Using  statistical  protocol  the  hypotheses  were 
analyzed  using  chi-square  method  with  p value  less 
than  or  equal  to  0.01.  Results  of  the  analysis  of 
questions  two  through  five  are  seen  in  Table  1 . 

The  EMS  system  in  South  Carolina  provides 
emergency  medical  technician  care  at  three  levels 
(basic,  intermediate,  and  paramedic).  Of  the 
eighty-four  respondents,  73  percent  (62)  provided 
care  at  the  paramedic  level,  17  percent  (14)  at  in- 
termediate level,  and  ten  percent  (8)  at  the  basic 
level  (question  6).  The  question  with  the  most  vari- 
ance concerned  directing  the  removal  of  equipment. 
Question  seven  revealed  65  percent  of  the  respon- 
dents listed  EMS  providers  as  directing  the  re- 


moval, 20  percent  listed  the  athletic  trainer,  12  per- 
cent the  team  physician,  and  3 percent  listed  the 
coach. 

SUMMARY 

There  are  clearly  inconsistencies  in  treatment  tech- 
niques offered  by  EMS  providers  to  football  ath- 
letes with  potential  severe  neck  injuries.  It  is 
unclear  if  current  teaching  methods  or  cirriculums 
play  a role  in  these  inconsistencies.  Standardized 
cirriculum  and  practical  skills  would  ensure  con- 
sistent treatment  of  potential  catastrophic  neck  in- 
juries in  football  athletes. 

This  study  also  suggest  the  need  of  formal  pro- 
tocols for  treating  these  injuries.  Many  times  there 
may  be  non-EMS  providers  involved  in  the  care  of 
the  athletes.  Communication  of  the  protocols  to  all 
“team”  members  is  vitally  important.  We  ALL 
(EMS,  athletic  trainers,  coaches,  and  physicians) 
need  to  be  on  the  “same  page”  when  treating  such 
an  injury.  The  result  of  a knowledgeable  team  may 
mean  the  difference  between  an  athlete  being  a li- 
ability on  society  versus  a productive  member  of 
society. 
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INTRODUCTION 

Living  in  a world  that  values  speed,  technology, 
and  accessibility,  the  Internet  has  provided  a “new 
medium  for  reaching  out  to  find  knowledge  and 
meaning.”1  In  fact,  there  is  little  doubt  that  com- 
puter technology  in  medical  education  will  favor- 
ably influence  our  educational  agendas.2-6  Given 
this  new  medium  for  communication  and  dispen- 
sation of  up-to-date  information,  our  institution 
looked  at  ways  to  incorporate  the  Internet  into 
medical  student  education. 

Review  of  recent  literature  generally  supports 
incorporation  of  CAI  (computer-assisted  instruc- 
tional) programs  into  graduate  medical  school  cur- 
ricula; however,  current  applications  and  use  of  the 
Internet  has  been  generally  limited  to  electronic 
mail  systems  and  imaging  technology.2  7 Addition- 
ally, most  online  medical  resources  are  static  in 
nature,8  and  teaching  modules  minimally  interac- 
tive. At  the  same  time,  medical  educators  are  fac- 
ing a major  difficulty  in  organizing  and  delivering 
an  enormous  amount  of  interactive  information  in 
a rapidly  changing  environment  of  medical  discov- 
ery. Educational  needs  of  medical  students  in  the 
early  preclinical  years  often  differs  significantly 
from  those  needs  in  the  later  clinical  training 
clerkships.  In  consideration  of  varied  learning 
needs  of  medical  students,  we  developed  a website 
resource  at  our  institution  with  multiple  functions 
and  differing  levels  of  student  interaction. 

At  the  Medical  University  of  South  Carolina, 
we  currently  conduct  a core  clinical  Family  Medi- 
cine Clerkship  for  third  year  medical  students  at 
nine  affiliated  clerkship  sites  in  the  state.  Because 
of  a recognized  need  for  students  to  also  feel  “con- 


*  Address  correspondence  to  Dr.  Hunter  at 
University  Family  Medicine,  9298  Medical  Plaza 
Drive,  Charleston,  SC  29406. 


nected”  during  the  clerkship  and  to  familiarize  stu- 
dents with  use  of  the  Internet  to  augment  patient 
care,  the  MSOL  (Medical  Student  On  Line)  website 
was  developed  in  collaboration  with  the  Educa- 
tional Technology  Laboratory  on  campus.  Addi- 
tional purposes  identified  for  the  website  included 
augmentation  of  onsite  learning  and  facilitation  and 
improvement  of  critical  analysis  of  the  medical  lit- 
erature through  the  use  of  Medline.  It  was  also 
felt  that  the  website  would  service  multiple  learn- 
ing styles,  and  lessen  administrative  paperwork  at 
the  distant  sites.  Costs  for  the  development  pro- 
cess were  funded  by  a computer-based  learning 
initiative  grant. 

The  MSOL  website  was  divided  into  three  ma- 
jor sections  with  subsections.  The  major  sections 
include  l)Resources,  2)Communication,  and 
3)Feedback  and  Evaluation.  Under  the  Re- 
sources section,  subsections  included  a “Bulletin 
Board”  for  clerkship  announcements  and  case  stud- 
ies, a “Site  Specifics”  area  with  information  about 
the  nine  individual  clerkship  sites,  and  a “Medline 
Search”  link  that  provided  direct  access  to  search- 
ing the  medical  literature.  The  Communication 
section  included  a student  “Chat  line”  and  “Forum” 
where  students  and  faculty  could  communicate 
openly  about  issues,  as  well  as  “E-mail”  capabili- 
ties to  encourage  interaction  between  students  sepa- 
rated by  geography.  The  Feedback  and 
Evaluation  section  provided  a “Patient  Care  Ex- 
perience” database  that  provides  information  to  the 
student  and  the  clerkship  about  the  demographics 
and  patient  care  diagnoses  seen  by  the  student  dur- 
ing the  clerkship.  A “Sample  Exam”  was  available 
to  students  in  an  effort  to  help  prepare  students  for 
the  written  evaluation  at  the  conclusion  of  the  clerk- 
ship. Finally,  the  “Clerkship  Evaluation”  portion  pro- 
vided online  abilities  for  the  site  coordinators  as  well 
as  the  students  to  evaluate  the  clerkship  experience. 
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Throughout  the  development  process  for  the 
website,  every  attempt  was  made  to  focus  on  stu- 
dent learning  and  communication  rather  than  the 
technology  of  the  Internet.  Written  goals  and  ob- 
jectives, story  boards,  and  flowcharts  preceded 
actual  production  of  the  website.  Formative  evalu- 
ations led  to  improvements  in  the  site’s  overall 
content,  interface,  and  navigation,  and  a structured 
plan  for  training  and  implementation  put  into  place 
for  both  site  coordinators  and  students  alike. 

Real  time  application  of  the  website  itself  be- 
gan in  July,  1997,  to  coincide  with  the  beginning 
of  third  year  medical  student  clerkships.  Prior  to 
the  initiation  of  regular  use  of  the  website,  site  co- 
ordinators were  oriented  to  the  website’s  use  and 
asked  to  include  this  in  their  monthly  orientation 
to  medical  students.  Medical  students  were  also 
oriented  to  the  website  and  its  functions  by  per- 
sonnel from  the  website  development  team. 

METHODS 

Feedback  about  the  website  concerning  site  navi- 
gability, frequency  of  use,  and  strengths/weak- 
nesses of  the  site  was  obtained  from  site 
coordinators  through  multiple  methods  including 
telephone  interviews  and  written  questionnaires 
administered  six  months  into  implementation  of  the 
website.  Student  feedback  regarding  attitudes  and 
opinions  was  obtained  on  a monthly  basis  as  a 
“Preexposure”  and  “Postexposure”survey  on  line, 
with  each  group  of  students  being  asked  to  pro- 
vide feedback  about  the  website’s  usefulness.  Re- 
sponses were  listed  as  “Never,”  “Sometimes,”  and 
“Frequently”  variables  with  the  numbers  “0,”  “1,” 
and  “2”  assigned  to  these  categories  respectively. 
The  results  of  these  surveys  were  then  compared 
using  statistical  analysis.  Focus  group  discussions 
with  students  provided  further  insight  about  advan- 
tages and  disadvantages  of  the  site.  Feedback  from 
the  administrative  personnel  was  gathered  through 
face-to-face  interviews  using  open-ended  ques- 
tions. Information  gathered  through  interviews  and 
focus  groups  were  then  grouped  into  major  con- 
tent areas,  and  this  information  is  presented  below. 
Site  coordinators’  responses,  information  gained 
from  medical  student  focus  groups  and  feedback 
from  administrative  personnel  are  presented  in  a 
“advantages/disadvantages”  format.  Student  feed- 
back (n=122)  obtained  as  a “preexposure”  and 


“postexposure”  survey  are  presented  and  evaluated 
using  paired  t-tests  and  significance  reported  as  p 
<0.05. 

RESULTS 

Group  Discussion  Results 

As  mentioned  above,  several  different  groups 
were  surveyed  regarding  possible  advantages  and 
disadvantages  with  use  of  the  website.  Among 
those  surveyed  included  the  administrative  person- 
nel, medical  students  and  site  coordinators. 

Administrative  Personnel 

Advantages  cited  by  administrative  personnel 
included  the  fact  that  online  website  capabilities 
would  lessen  paperwork,  paper  processing  and 
decreased  time  for  information  to  reach  the  uni- 
versity from  remote  sites.  In  addition,  it  was  felt 
that  the  website  provided  an  easier  mechanism  to 
post  and  distribute  information  regarding  the  clerk- 
ship through  the  centralized  e-mail  system.  Once 
the  patient  care  database  was  to  become  opera- 
tional, it  was  also  felt  that  information  regarding 
medical  student’s  patient  care  experience  would  be 
extremely  efficient  compared  to  the  previous 
method  of  entering  each  care  experience  by  hand 
from  handwritten  punch  cards. 

Disadvantages  cited  by  administrative  person- 
nel was  that  the  system  was  not  currently  utilizing 
all  tools  incorporated  into  the  website,  as  well  as 
initially  increasing  telephone  time  from  distant  sites 
about  the  website.  Additionally,  access  issues  at 
remote  sites  was  problematic.  Finally,  as  with  any 
change  in  existing  systems,  there  was  an  initial  re- 
sistance to  use  of  the  website  at  a few  individual 
programs. 

Site  Coordinators 

Advantages  cited  by  site  coordinators  were  that 
the  website  integrated  multiple  tools  in  one  place, 
easy  navigability,  and  that  it  offered  a centralized 
location  for  posting  information  about  the  clerk- 
ship. The  coordinators  were  quick  to  add,  how- 
ever, that  the  website  was  primarily  used  for 
submission  of  student  evaluations  at  the  end  of  the 
clerkship.  In  addition,  the  possibilities  offered  by 
“connecting”  different  clerkship  sites  was  felt  it 
could  potentially  improve  interrelationships  among 
sites. 
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Disadvantages  included  the  need  for  additional 
technical  support  at  each  remote  location,  and  frus- 
tration with  unreliable  network  connections. 

Students 

Advantages  cited  by  students  were  the  multiple 
number  of  tools  integrated  into  the  site,  particu- 
larly the  e-mail  and  Medline  access. 

Disadvantages:  Early  in  the  pilot  project,  stu- 
dents requested  more  hands  on  training  for  the  site, 
which  was  accomplished  four  months  after  initia- 
tion of  the  website.  In  addition,  initial  expecta- 
tions regarding  use  of  several  portions  of  the  site 
seemed  unclear  to  the  students,  i.e.  expectations 
regarding  use  of  the  “Patient  Care  Experience”  area 
was  most  often  mentioned.  For  survey  results  from 
students,  see  Table  1 . 

Based  on  results  from  pre  and  post-exposure 
questionnaires,  there  appears  to  be  a general  in- 
creasing trend  in  the  number  of  students  who  feel 
comfortable  using  the  Internet  to  search  for  infor- 
mation and  participate  in  group  discussions  via  e- 
mail.  At  the  end  of  the  clerkship,  the  post-exposure 
questionnaire  revealed  a noted  increase  in  the  num- 
bers of  students  who  felt  that  the  Internet  and  our 
“connection”  via  the  website  could  be  an  effective 
tool  for  instruction.  Additionally,  there  were  fewer 
students  who  felt  faculty  expectations  regarding  the 
use  of  Internet  capabilities  for  education  were  too 
high. 

With  respect  to  information  retrieval  and  instruc- 
tion, this  survey  looked  at  Internet  use  for  commu- 
nication, i.e.  e-mail  utilization  and  chat  lines. 
Results  indicate  that  while  the  number  of  students 
who  send  and  receive  e-mail  increased,  there  was 
an  overall  decrease  in  the  number  of  students  who 
indicated  they  could  share  more  thoughtful  and/or 
detailed  information  through  the  e-mail  apparatus.  All 
of  these  trends  were  not  statistically  significant. 

Through  statistical  analysis  of  the  surveys,  two 
areas  were  found  to  be  significant;  1)  students  were 
more  interested  in  improving  their  ability  to  uti- 
lize the  Internet/website  application,  and  2)  stu- 
dents reported  positively  to  welcoming  the 
opportunity  to  use  the  Internet/website  in  assigned 
coursework. 

Discussion 

Results  of  this  study  indicated  that  there  was  an 


increasing  trend  in  the  number  of  students  who  feel 
comfortable  using  the  Internet  to  search  for  infor- 
mation, several  explanations  may  play  a role  in  this. 
Although  the  pre-  and  post-exposure  survey  results 
were  not  statistically  significant,  this  may  be  a re- 
flection of  the  current  clerkship  requirement  to 
frame  a clinical  patient  question  and  then  search 
the  medical  literature  through  Medline  to  answer 
the  clinical  query.  Barnett  cites  the  “changing  na- 
ture of  the  practice  of  medicine  with  rapid  meta- 
morphosis” and  maintenance  of  an  awareness  of 
the  current  medical  literature  essential  to  the  ef- 
fective practice  of  medicine.  Additionally,  he  feels 
that  medical  school  faculty  fail  to  give  appropriate 
emphasis  to  the  reality  that  medical  school  is  just 
the  beginning  of  a lifelong  educational  experience.9 
With  recent  emphasis  on  “evidence  based  medical 
practice,”  development  of  skills  to  utilize  Medline 
and  other  literature  databases  to  optimize  patient 
outcomes  and  update  medical  knowledge  seems 
essential.  Another  reason  for  increasing  student 
comfort  using  the  Internet  could  be  explained  by 
the  open  availability  and  free  use  of  an  Internet 
interface  website  during  the  clerkship.  As  is  often 
the  case  with  newer  technologies,  lack  of  use/com- 
fort of  use  is  frequently  related  to  lack  of  financial 
resources  or  limited  accessiblity.910 

There  was  noted  a positive  trend  in  the  num- 
bers of  students  participating  in  group  discussions 
via  the  use  of  e-mail.  Again,  accessibility  of  tech- 
nology to  utilize  e-mail  may  be  a key  factor  in  this 
trend;  however,  the  ability  to  be  “connected”  with 
other  students  at  distant  sites  during  the  clerkship 
may  also  be  important.  Paradoxically,  fewer  stu- 
dents expressed  that  they  felt  they  shared  more 
detailed  and/or  more  thoughtful  information  with 
peers  and  faculty  through  e-mail  rather  than  face- 
to-face  communication  in  the  post-exposure  sur- 
vey. Perhaps  this  reflects  students’  issues  regarding 
confidentiality  via  email  and/or  the  possible  inter- 
pretation by  the  e-mail  recipient.  Level  of  a 
student’s  typing  skills  may  also  have  influenced 
this  result,  as  those  with  poor  typing  skills  may  see 
use  of  e-mail  for  detailed  information  sharing  as  a 
burden. 

There  was  also  a noted  trend  of  students  who 
indicated  that  the  website  could  be  an  effective  in- 
structional tool.  A primary  focus  for  the  pilot  phase 
of  implementation  for  the  website  was  communi- 
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Table  1.  Pre-exposure  and  Post-exposure  Survey  Results  (N=122) 


Statistically 

Significant 

• Are  you  interested  in  improving  your  ability  to  utilize  the  Internet? 

• I welcome  the  opportunity  to  use  the  Internet  in  coursework. 

• Do  you  feel  comfortable  using  the  Internet  to  search  for  information,  i.e.  patient 

Positive 

education  materials? 

Trend  but 

not 

• Do  you  feel  comfortable  using  the  Internet  to  send  and  receive  e-mail? 

Statistically 

• Do  you  feel  comfortable  participating  in  group  discussions  on  e-mail? 

Significant 

• I can  share  more  detailed  and/or  thoughtful  information  with  peers  and  faculty 

through  e-mail  rather  than  face  to  face  communication. 

• The  Internet  can  be  an  effective  instructional  tool. 

• Faculty  expectations  about  my  ability  to  use  the  Internet  are  reasonable. 

• Do  you  feel  comfortable  using  the  Internet  to  participate  in  live  chat  sessions? 

Not 

• Do  you  feel  comfortable  using  the  Internet  to  post  information  on  a website? 

Statistically 

• The  Internet  can  be  an  effective  resource  for  patient  care. 

Significant 

• The  Internet  can  be  an  effective  tool  for  learning. 

cative  and  interactive/informational,  and  not  nec- 
essarily instructional.  Some  explanation  for  this 
trend  could  include  prior  experiences  such  as  utili- 
zation of  interactive  programs  for  anatomy/neu- 
roanatomy CD-ROMs  during  the  freshman  year, 
the  introduction  of  basic  computer  skills  instruc- 
tion during  the  first  year,  personal  home  computer 
use,  etc. 

Of  those  results  found  to  be  statistically  signifi- 
cant, there  was  an  increase  in  the  numbers  of  stu- 
dents who  expressed  interest  in  improving  their 
ability  to  utilize  the  Internet  and  in  those  who  wel- 
come the  opportunity  to  use  the  Internet  in 
coursework.  Again,  this  result  could  be  supported 
by  the  increased  availability  and  free  use  of  the 
website  during  the  clerkship,  as  well  as  develop- 
ment of  skills  searching  the  medical  literature 
through  Medline.  Then  again,  students  could  also 
be  seeing  the  “handwriting  on  the  walls”  as  the 
impossibility  of  staying  current  with  medical  ad- 
vances is  almost  certain  without  Internet  access. 
For  example,  current  market  research  indicates  that 


more  than  85  percent  of  U.S.  physicians  own  a per- 
sonal computer,  with  estimates  of  Internet  usage 
increasing  to  125  million  users  by  1999. 11  In  addi- 
tion, patients  often  seek  out  information  regarding 
medical  illnesses  on  the  Internet,  and  students  are 
increasingly  using  online  systems  as  part  of  their 
educational  curriculum.811 

Since  piloting  use  of  the  website  in  July  1997, 
a few  of  the  tools  have  been  underutilized  or  de- 
leted. The  chat  room  and  bulletin  board  capabili- 
ties were  used  sporadically  and  currently  no  longer 
in  use.  The  Patient  Care  database  was  never  op- 
erational due  to  technological  difficulties,  and  com- 
puter technology  has  provided  an  alternative  means 
of  documentation  for  students.  The  Sample  Exam 
has  been  deleted  given  that  the  clerkship  testing 
has  changed.  Recently,  an  addition  with  a list  of 
helpful  websites  has  been  place  on  the  home  page. 

LOOKING  AHEAD 

Based  on  formal  feedback  from  students  and  edu- 
cators alike,  there  appear  to  be  several  benefits  re- 
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lated  to  the  use  of  a mutifunctional  website  in  medi- 
cal education.  Educators  feel  that  potential  ben- 
efits include  distance  learning  capabilities  for 
students  whether  they  are  located  on  the  univer- 
sity campus  or  in  rural  communities  for  under- 
graduate training.  Because  of  multiple  tools 
integrated  into  the  website,  there  was  felt  to  be  im- 
mense potential  for  expansion  (i.e.  compiling  an 
archive  of  case  studies  for  student  use).  Based  on 
the  type  of  training,  another  advantage  to  the 
website  could  also  be  oriented  toward  and  inte- 
grated into  currently  existing  curriculum.  Students 
particularly  liked  the  integration  of  multiple  tools 
into  the  website,  and  the  experience  heightened 
their  interest  in  improving  their  ability  to  utilize 
Internet  capabilities.  Results  seem  to  indicate  edu- 
cational websites  can  be  both  practical  and  useful, 
and  further  investigation  and  integration  into  medi- 
cal curricula  should  be  undertaken. 
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WHERE  HISTORY  MEETS  OUR  TOMORROWS: 
THE  FUTURE  OF  THE  AMA 

Inaugural  Address  of  the  President 

2000  Annual  Meeting  of  the  AMA  House  of  Delegates* 

RANDOLPH  D.  SMOAK,  JR.,  MD,  PRESIDENT,  AMERICAN  MEDICAL 
ASSOCIATION 


Thank  you  for  what  is  truly  the  greatest  honor 
of  my  life  in  medicine  and  for  sharing  in  this  spe- 
cial evening  with  me  and  my  family.  No  one  jour- 
neys to  this  podium  without  the  help  and  support 
of  friends  and  family,  and  I would  like  you  to  help 
me  in  thanking  them. 

Starting  with  the  most  important  person  in  my 
life,  Saundra,  my  wife  of  41  wonderful  years.  You 
are  the  light  of  my  life.  And,  I’d  like  you  to  meet 
our  four  daughters  and  their  families: 

Our  oldest,  Elizabeth  Groce;  her  husband,  Keith, 
and  their  daughters  Emily,  Mary  Brandon  and 
Olivia;  Katherine  Brook,  her  husband,  Roger,  and 
their  daughters  Augusta  and  Sarah  Goodwin;  Anne 
Harvin  Gavin  and  her  husband,  David;  and  our 
youngest,  Eleanor  Connelly  and  her  husband, 
Darrell.  Saundra’s  brother,  Lionel  Harvin,  Jr.,  and 
his  wife,  Mary  Anne. 

I also  want  you  to  meet  my  partner  of  30  years, 
Dr.  Arden  Weathers,  and  his  wife,  Judy.  And  our 
office  staff.  Now,  I’m  not  sure  of  the  protocol  for 
introducing  these  two  special  friends,  but  I want 
you  to  meet  Dr.  Jack  Rheney,  Jr.,  pediatrician  to 
all  four  of  our  girls  during  their  years  of  growing 
up.  Saundra  and  I consider  him  and  his  wife,  Joyce, 
part  of  the  family.  And,  we’re  also  deeply  honored 
to  have  with  us  a special  dignitary  and  good  friend, 
Prof  Jaroslav  Blahos  who  is  President  of  the  World 
Medical  Association. 

Now,  South  Carolina  is  a small,  close-knit  state. 
So,  when  one  of  our  own  achieves,  we  all  know 
about  it  and  want  to  join  in  the  celebration.  As  I 
introduce  those  who’ve  made  the  trip,  I know  what 
you’re  going  to  be  asking,  “Is  there  anyone  left  back 


* The  inaugural  address  was  delivered  on 
Wednesday,  June  14,  2000,  in  the  Grand  Ballroom 
of  the  Chicago  Hilton  and  Towers,  Chicago, 
Illinois. 


home?”  We’ve  left  one  or  two  behind,  I promise. 

I am  proud  to  have  served  on  the  faculty  of  both 
of  South  Carolina’s  medical  schools  for  a number 
of  years.  And  also  proud  to  have  so  many  from  my 
alma  maters  who  came  to  share  in  this  evening: 

Chairman  of  the  MUSC  Board  of  Trustees,  my 
college  and  medical  school  classmate,  Dr.  Tommy 
Rowland,  and  his  wife,  Isabel.  Trustee  Hon.  Bob 
Lake  and  his  wife,  Mary  Ann. 

And  six  individuals  who  could  not  make  it  this 
evening  because  of  weather  problems  - President 
Dr.  Ray  Greenberg  and  his  wife,  Leah;  Past  Presi- 
dent, former  Governor  and  U.S.  Secretary  of  En- 
ergy Jim  Edwards  and  his  wife,  Ann,  and  Dean  and 
Vice  President  for  Health  Affairs  Dr.  Layton 
McCurdy  and  his  wife,  Gwen. 

Classmate  and  Chairman  of  Pediatrics  Dr. 
Charlie  Darby  and  his  wife,  Joyce.  Pediatric  Sur- 
geon Dr.  Bleman  Othersen  and  his  wife,  Janelle. 
Mrs.  Betsy  Waters,  executive  director  of  the  Alumni 
Association,  and  her  husband,  Butch. 

And,  from  the  University  of  South  Carolina 
School  of  Medicine  Dean  Larry  Faulkner.  Dean 
Emeritus  O’Neil  Humphries.  Chairman  of  the  De- 
partment of  Surgery  Dr.  Richard  Bell  and  his  wife, 
Paddy.  And  Chairman  of  the  Department  of  Medi- 
cine, Dr.  Charles  Bryan. 

And,  representing  the  US C Partnership  Board, 
Mr.  Jack  Cupp  and  his  wife,  Marilyn.  And,  from 
the  Regional  Medical  Center  where  I practice, 
President  Tom  Dandridge;  Chairman  of  the  Board 
of  Trustees,  Col.  Doug  Johnson,  and  other  board 
members  and  their  spouses  who  are  also  here  with 
us  this  evening. 

As  this  audience  knows  all  too  well,  behind  ev- 
ery successful  AMA  President  is  a strong  medical 
society.  My  colleagues  in  South  Carolina  medicine 
led  by  delegation  chair,  Dr.  Walter  Roberts.  Medi- 
cal society  president,  Dr.  Roger  Gaddy.  And  ex- 
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ecutive  director,  Bill  Mahon.  Along  with  fellow 
South  Carolina  officers,  delegates,  staff  and 
spouses.  Alliance  president,  Gail  Delaney  and  Dr. 
Delaney. 

From  Orangeburg,  Mayor  Martin  Cheatum  and 
his  wife,  Faye.  And  from  throughout  the  South, 
friends  and  classmates  from  college  and  medical 
school,  from  the  Air  Force  to  the  golf  course. 

Thank  you  all  for  your  efforts  to  join  me  here 
this  evening.  And,  AMA,  thank  you  for  making 
them  feel  so  welcome. 

I hope  that,  before  the  ceremonies  began  tonight, 
you  had  a chance  to  enjoy  the  grandeur  of  this  ball- 
room: 26  murals,  10  hand-cut  chandeliers,  24-karat 
gold  leaf  trim  and  a very  colorful  and  interesting 
history. 

When  it  opened,  back  in  1927,  this  was  the  larg- 
est hotel  in  the  world,  with  extensive  services. 
Believe  it  or  not,  one  floor  housed  a full  medical 
department.  And,  on  the  roof,  an  18-hole  golf 
course  with  real  turf. 

Then,  in  1943,  the  Government  converted  this 
hotel  into  an  Army  Air  Force  Technical  Command 
School,  and  re-configured  it  for  the  war  effort.  This 
lovely  ballroom  became  known  as  Mess  Hall  No. 
19. 

After  the  war,  Conrad  Hilton  returned  the  build- 
ing to  civilian  use.  And,  this  graceful  room  played 
host  again  to  many  great  events.  And  since  1985, 
this  is  where  so  many  AMA  Presidents  have  taken 
their  oath  of  office. 

The  force  of  history  fills  this  room.  And,  I am 
humbled  by  the  work  of  those  presidents  who  have 
taken  this  oath  before  me  — two  from  my  own 
state  of  South  Carolina: 

James  Moultrie  in  1851  became  the  fifth  AMA 
President.  When  you  hear  the  name  Moultrie  you 
probably  think  of  the  fort  near  Charleston  that 
played  such  a large  part  in  our  nation’s  early  his- 
tory. But,  the  Moultrie  mark  is  on  AMA  history  as 
well.  He  led  us  during  the  days  of  our  battles  against 
cholera  and  quackery.  And  was  an  early  champion 
for  quality  medical  education.  Today’s  strong  sys- 
tem of  American  medical  schools  is  in  part  his 
legacy. 

In  1916,  a second  Carolinian,  Rupert  Blue,  was 
elected  AMA  President  while  serving  as  the  U.S. 
Surgeon  General.  He’s  credited  in  the  history  books 
for  being  instrumental  in  eradicating  bubonic 


plague  in  San  Francisco.  For  his  work  in  New  Or- 
leans to  halt  yellow  fever  and  helping  prevent  the 
spread  of  malaria  in  the  Panama  Canal.  It  was  at 
his  urging  in  his  inaugural  address  that  the  AMA 
began  the  work  of  mobilizing  American  medicine 
for  service  on  the  battlefields  of  World  War  I. 

And  now,  tonight,  the  mantle  of  leadership  falls 
to  me.  Dr.  Moultrie  was  a champion  of  medical 
education;  Dr.  Blue,  of  public  health.  So,  tonight, 
what  is  it  that  I champion?  What,  as  your  leader,  is 
my  charge  to  you,  the  leaders  of  American  medi- 
cine? 

For  more  than  150  years,  America’s  physicians 
have  tended  the  sick.  And,  through  AMA,  tended 
the  health  of  our  nation.  And,  my  charge  to  you 
tonight  is  to  uphold  this  legacy.  To  keep  your  eye 
firmly  fixed,  on  the  bar  set  by  those  who  served  so 
ably  before  us  as  you  join  me  in  the  work  neces- 
sary to  keeping  our  nation  and  our  patients  strong. 

• Work  like  meeting  the  health  care  needs  of  44 
million  Americans  not  in  our  current  system. 

• Or,  work  like  meeting  the  needs  of  those  who 
are  in  the  system  but  who  are  being  pushed  around 
like  pawns  by  the  system. 

• And,  realizing  that  upholding  the  legacy  is  more 
complex  today,  more  challenging,  but  also  poten- 
tially more  rewarding  than  it  ever  has  been  before. 

As  we  physicians  are  called  upon,  not  only  to 
be  expert  practitioners  of  the  medical  art,  but  also 
to  be  good  stewards  of  our  medical  resources,  re- 
alizing that  we  can  provide  more  care  than  our  na- 
tion can  afford.  We  must  find  ways  to  bring  the 
best  care  to  the  most  people  and  the  needed  care  to 
all  of  the  people. 

I recently  spoke  to  a Rotary  Club  in  Fort  Worth. 
I was  telling  them  about  the  trouble  a patient  of 
mine  had  in  getting  her  insurance  company  to  pay 
for  her  gallbladder  operation.  I even  had  to  get  the 
help  of  the  plant  manager  where  she  worked  to 
pressure  her  insurance  plan  into  doing  the  right 
thing:  paying  for  the  operation  she  obviously 
needed. 

I thought  it  was  a good  illustration  of  the  abuse 
of  big  insurance  and  the  need  to  rein  them  in.  Then 
a man  in  the  audience  stood  up  and  told  us  about 
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his  sister.  She  was  in  danger  of  losing  her  kidney. 
Skilled  surgeons  operated  and  were  able  to  save 
half  that  kidney.  But  then,  her  HMO  only  wanted 
to  pay  for  half  the  operation. 

The  physicians  and  patients  of  America  deserve 
better.  We  must  work  to  set  right  a system  that  in- 
flicts such  wrong-headed  thinking  on  our  col- 
leagues and  on  their  patients.  I know  how  much 
progress  has  been  made  in  the  state  capitals  and  in 
Washington  to  do  just  that,  but  now  is  not  the  time 
to  let  up.  We  must  work  harder,  dig  in  deeper,  to 
hold  our  legislators,  regulators,  and  administrators’ 
feet  to  the  fire  to  force  them  to  do  the  right  thing, 
to  right  a system  that  can  sometimes  be  terribly 
wrong. 

But,  wrong-headedness  isn’t  the  sole  purview 
of  policy  makers.  Patients  can  suffer  from  it,  too. 
We  physicians  must  begin  to  challenge  the  popu- 
lar attitudes  that  say,  “No  matter  what  lifestyle 
choices  I make  along  the  way,  modern  medicine 
will  fix  it.” 

How  many  times  do  we  clean  our  patients’  ar- 
teries, knowing  that  as  soon  as  they  get  home,  they 
will  march  right  back  to  McDonald’s,  Krispy 
Kreme  and  KFC  to  clog  ‘em  again’?  What  good 
does  it  do  to  beat  the  tobacco  companies  in  our 
fight  for  settlement  dollars,  only  to  see  politicians 
pour  those  dollars  into  pot  holes  and  bridges,  in- 
stead of  programs  for  prevention  and  cessation?  In 
the  same  way,  seat  belts  won’t  save  lives  if  they 
are  left  unbuckled  and  helmets  won’t  protect  rid- 
ers who  leave  them  on  closet  shelves. 

It’s  up  to  us  as  physicians,  to  engage  the  pro- 
cess of  health  education  with  our  patients  and  with 
the  public  at  large,  and  to  turn  these  lifestyles 
around.  But  you  and  I know  that  even  the  best  health 
education  programs  are  futile  unless  we  first  solve 
the  health  literacy  crisis.  The  need  is  great  and  your 
AMA  is  already  at  work.  The  AMA  Foundation  is 
unveiling  at  this  meeting  our  new  ‘Partnership  in 
Health’  program,  to  promote  research  and  aware- 
ness of  this  significant  problem.  And  not  only  to 
improve  communications,  but  improve  health  out- 
comes as  well. 

But,  we  must  not  stop  there.  The  AMA  must 
now  have  a presence  in  the  international  arena.  Our 
world  is  truly  becoming  one  world  and  the  impli- 
cation for  medicine  is  clear.  Disease  respects  no 
borders,  knows  no  boundaries.  What  happens  in 


the  farthest  corner  soon  finds  its  way  to  our  corner. 

And  the  AMA  must  do  its  part  to  reach  out  to 
those  far  comers,  to  share  our  medical  wealth  and 
knowledge  not  only  because  it  is  the  right  thing  to 
do,  but  also  because  in  those  far  corners  are  our 
families  and  our  factories. 

In  small  towns,  more  and  more  manufacturing 
plants  are  parts  of  global  businesses  with  sister 
plants  in  Asia,  Africa  and  every  comer  of  the  world. 
Each  of  these  companies  transfers  people  all  over 
the  world. 

Every  transfer  moves  an  entire  family — men, 
women  and  children  we’ve  been  caring  for  giving 
them  the  best  care  in  the  world.  When  they  move, 
we  are  now  working  to  assure  that  they  find  the 
same  quality  health  care  they’ve  come  to  expect 
right  here  at  home. 

That’s  why  we  all  need  to  be  citizens  of  the  en- 
tire world  of  medicine.  This  House  began  that  pro- 
cess in  December  when  you  voted  to  create  the 
category  of  non-voting  international  member,  open- 
ing the  doors  to  physicians  abroad  who  have  been 
asking  to  be  a part  of  what  we  do. 

Last  year,  the  AMA  was  invited  to  serve  in  an 
advisory  capacity  to  the  U.S.  delegation  to  the 
World  Health  Organization.  And  developing  coun- 
tries look  to  us  for  workable  models  as  they  build 
their  own  health  systems  and  medical  organiza- 
tions. We  have  much  to  offer,  much  to  contribute, 
to  the  better  health  of  the  world. 

I opened  my  remarks  talking  about  history  and 
the  wise  leaders  who  have  gone  before  us.  Most  of 
the  time — they  got  it  right.  Thought  carefully,  de- 
cided wisely.  But  even  our  wisest  sometimes  erred. 
Misjudged  the  moment. 

Like  Nathan  Davis,  our  founder  and  first  presi- 
dent. In  1851,  he  wrote  the  “History  of  Medical 
Education  and  Institutions  in  the  United  States.” 
He  dealt  splendidly  with  the  first  three  chapters, 
tracing  American  medicine  from  the  first  settlement 
of  the  Colonies  to  the  year  1850. 

It  was  that  final  chapter  on  advocacy  where  he 
revealed  his  humanness,  his  misjudgment  of  the 
moment.  This  is  what  he  wrote,  “That  the  medical 
profession  needs  or  desires  any  special  legislation 
for  its  own  protection — this  I emphatically  deny. 
And,  whosoever  supposes  it  needs  any  legal  pro- 
tection against  any  or  all  of  the  thousand  forms  of 
quackery  or  pretended  special  systems,  or  isms... 
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is  altogether  mistaken.” 

Well,  Dr.  Davis  was  mistaken.  Our  AM  A action 
is  needed  today  on  behalf  of  our  patients  and  our 
beloved  profession. 

• To  keep  American  medicine  strong  for  patients 
and  physicians. 

• To  raise  high  the  standards  of  quality  and  ethics. 

• To  preserve  the  health  of  the  American  public  as 
we  never  have  before. 


All  noble  goals  in  the  year  ahead. 

It’s  been  said  that  the  upward  course  of  history 
is  due  in  the  long  run  to  the  sound  hearts  of  the 
men  and  women  who  live  it.  Ladies  and  gentle- 
men, I know  of  no  sounder  hearts  than  yours  here 
tonight.  Or,  of  no  greater  upward  course  than  the 
path  that  lies  ahead  for  our  AMA. 

I thank  you  for  the  privilege  of  walking  that  path 
with  you  in  the  year  to  come.  And,  here  before  you, 
I pledge  my  service  tonight  to  you  and  to  the  en- 
during future  of  this,  our  AMA  and  our  patients. 
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OF  SIMS  AND  SMOAK 

In  one  18-day  period,  South  Carolina  attracted 
major  national  attention  in  three  disparate  ways. 
The  Patriot  opened  at  movie  theaters  throughout 
the  country.  The  Confederate  flag  came  down  from 
the  state  house  dome  in  Columbia.  And  Dr. 
Randolph  D.  Smoak  took  the  oath  of  office  as  the 
155th  president  of  the  American  Medical  Associa- 
tion in  Chicago.  I would  like  to  think  that  James 
Marion  Sims  (1813-1883),  the  most  famous  phy- 
sician ever  to  come  out  of  South  Carolina,  was  there 
for  each  event,  watching  and  smiling. 

Sims  was  there  for  The  Patriot  because  he  was 
named,  after  all,  for  General  Francis  Marion,  the 
“Swamp  Fox”  whose  bold  exploits  against  the  Brit- 
ish feature  prominently  in  the  composite  character 
played  by  Mel  Gibson.  Filmed  entirely  in  South 
Carolina,  the  movie  makes  the  case  for  the  Pal- 
metto State  as  a cradle  of  American  democracy. 
The  story  of  Sims’s  finding  a cure  for  vesicovagi- 
nal fistula  provides  a lesson  in  courage — courage 
of  a quiet  kind,  but  courage  requiring  the  same  el- 
ements of  moral  and  practical  reasoning  seen  in 
the  film’s  reenactment  of  Cowpens,  one  of  several 
key  battles  that  drove  Comwalis  north  toward  his 
entrapment  at  Yorktown. 

Sims  was  there  for  the  taking  down  of  the  Con- 
federate flag  and  the  placing  of  a square  version 
truer  to  the  original  naval  jack  in  front  of  the  monu- 
ment to  the  Civil  War  dead.  He  watched  the  pro- 
ceedings from  the  comer  of  Gervais  and  Assem- 
bly streets,  where  his  bust  rests  atop  a pedestal  in- 
scribed “Where  the  love  of  the  man  is  there  also  is 
love  of  the  art — Hippocrates .”  Although  Sims  was 
not  known  for  compromise  in  his  professional  life, 
he  made  a point  of  getting  along  with  his  fellow 
humans  in  the  public  sphere.  He  would  have  en- 
dorsed this  particular  compromise,  urging  his  fel- 
low South  Carolinians  to  get  on  to  more  important 
matters. 

Sims  was  there  for  Randy  Smoak’ s inaugura- 
tion especially  because  he  held  the  office  himself 
(1876-1877)  as  a representative  from  New  York, 


which  certainly  speaks  well  for  him  as  a South- 
erner and  onetime  Confederate  sympathizer.  Lik- 
ing pomp  and  circumstance,  Sims  would  have  rel- 
ished the  ambience  of  the  ballroom  with  its  10 
hand-cut  chandeliers,  26  mirrors,  and  28-carat  gold 
trim.  More  importantly,  he  would  have  applauded 
Randy’s  agenda:  (1)  to  address  the  issues  of  women 
as  decision  makers  in  health  care;  (2)  to  promote 
American  medicine  in  the  global  community;  and 
(3)  to  support  the  AMA’s  continuing  role  in  health 
system  reform.  And  he  would  have  been  pleased 
to  see  that  American  medicine  is  thriving  after  all 
these  years. 

On  the  windy  evening  of  June  14,  2000,  the 
outgoing  president,  Thomas  R.  Reardon  of  Bor- 
ing, Oregon,  put  it  clearly  in  his  farewell  remarks: 
The  image  of  medicine  in  the  United  States  is 
higher  today  than  it  has  been  in  years.  The  AM  A 
has  changed.  The  AMA  is  now  in  the  mainstream 
of  what  is  good  for  patients  and  what  is  good  for 
society.  The  AMA  is  perhaps  the  last  and  only  hope 
our  patients  have  for  advocacy  and  protection  from 
the  interests  of  big  business  and  big  insurance.  We 
have  a story  to  tell — the  value  of  our  health  care 
system. 

Then,  after  an  interlude  of  entertainment  by  Mac 
Frampton,  a pianist  from  Orangeburg  who  en- 
thralled the  audience  with  his  medley  of  Scott 
Joplin,  Beethoven,  and  others,  Randy  took  the  oath 
of  office:  “I  solemnly  swear  that  I shall  carry  out 
the  duties  of  the  office  of  the  president  of  the  Ameri- 
can Medical  Association  to  the  best  of  my  ability.  I 
shall  strive  continually  to  maintain  the  ethics  of 
the  medical  profession  and  to  promote  its  health 
and  welfare. . .”  We  proudly  publish  the  full  text  of 
the  President's  Inaugural  Address  elsewhere  in  this 
issue  of  The  Journal.  Suffice  it  to  say  that  it  was 
delivered  masterfully  and  was  clearly  one  of  the 
best  speeches  any  of  us  had  ever  heard. 

Yes,  it  was  a great  day  for  South  Carolina.  Not 
since  1851,  in  the  person  of  James  Moultrie,  had  a 
physician  practicing  in  South  Carolina  been  inau- 
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gurated  as  president  of  the  American  Medical  As- 
sociation (we  claim  Sims  and  also  Rupert  Blue  but, 
strictly  speaking,  they  were  not  South  Carolinians 
at  the  time  of  their  presidencies).  But  it  was  an  even 
greater  day  for  medicine.  Randy  Smoak  demon- 
strated that  evening  in  the  Grand  Ballroom  of  the 


Chicago  Hilton  the  leadership  qualities  that  we  in 
South  Carolina  have  been  privileged  to  watch  for 
more  than  a quarter  of  a century.  American  medi- 
cine is  in  good  hands.  I could  tell  by  the  treetops, 
for  as  Randy  kept  speaking  the  wind  whipping  in 
from  Lake  Michigan  began  to  settle  down. 

— CSB 


Merrill  Lynch 
is  pleased  to  announce  — 


Diane  M.  Willis 

has  joined  the  Charlotte  Office 
as  a Financial  Consultant, 
Certified  Financial  Planner. 

Merrill  Lynch 

100  North  Tryon  Street,  Suite  3600 
Charlotte,  NC  28202 

704-339-2003  or 
■ 1-800-937-0864  ■ 


be  bullish  ^Merrill  Lynch 

©2000.  Merrill  Lynch,  Pierce,  Fenner  &z  Smith  Incorporated.  Member  SIPC. 
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On  the  Cover. 

RANDOLPH  D.  SMOAK,  JR.,  MD,  2000-2001 AMA  PRESIDENT 


Randolph  D.  Smoak,  Jr,  MD,  a surgeon  from 
Orangeburg,  South  Carolina,  was  elected  President- 
Elect  of  the  American  Medical  Association  (AMA) 
Board  of  Trustees  in  June  1999  and  assumed  the 
role  of  President  on  June  14,  2000. 

He  had  served  as  the  AMA’s  Board  Chair  from 
1998  to  1999,  Vice-Chair  from  1997  to  1998  and 
Secretary-Treasurer  from  1995  to  1997.  A mem- 
ber of  the  Board  of  Trustees  since  1992,  Dr.  Smoak 
has  been  a member  of  its  Executive  Committee 
since  1994.  He  had  served  as  Chair  of  the  Com- 
pensation Committee  from  1997  to  1998,  Chair  of 
the  Finance  Committee  from  1994  to  1997,  as  Sec- 
retary-Treasurer of  the  AMA  Physicians  Health 
Foundation  from  1992  to  1993,  and  as  Chair  of  the 
Board's  Subcommittee  on  Membership  from  1993 
to  1994.  Dr.  Smoak  currently  chairs  the  American 
Medical  Accreditation  Program  (AMAP)  Govern- 
ing Body,  and  as  lead  spokesperson  for  AMA's  anti- 
smoking campaign,  he  represents  the  AMA  on  the 
Department  of  Health  and  Human  Services  Inter- 
agency Committee  on  Smoking  and  Health.  He 
served  as  an  AMA  commissioner  to  the  Joint  Com- 
mission on  Accreditation  of  Healthcare  Organiza- 
tions (JCAHO)  from  1996  to  1999  and  as  AMA's 
official  representative  to  the  National  Health  Coun- 
cil since  1994. 

Prior  to  his  service  on  AMA's  Board  of  Trust- 
ees, he  served  as  alternate  delegate  to  the  AMA 
House  of  Delegates  for  the  South  Carolina  Medi- 
cal Association  (SCMA)  in  1983,  and  as  a delegate 
in  1987.  Serving  on  the  American  Medical  Asso- 
ciation Political  Action  Committee  (AMPAC) 
Board  since  1984,  he  was  elected  Secretary  in  1986 
and  Chair  in  1988.  He  had  worked  with  the  Coun- 
cil on  Legislation  as  the  AMPAC  observer  from 
1988  to  1992. 

Dr.  Smoak's  dedication  to  organized  medicine 
has  been  evident  through  his  years  of  service  on 
the  state  level.  Since  being  elected  to  the  SCMA 
Board  of  Trustees  in  1972,  he  has  served  in  virtu- 
ally every  leadership  position  including  President 
of  SCMA,  Chair  of  the  SCMA,  Chair  of  the  South 


Carolina  Political  Action  Committee,  President  of 
SCMA  Members  Insurance  Trust  and  President  of 
the  South  Carolina  Medical  Care  Foundation.  Dr. 
Smoak  is  a founding  member  of  the  South  Caro- 
lina Oncology  Society  and  served  from  1992  to 
1998  as  Governor  from  South  Carolina  to  the 
American  College  of  Surgeons.  He  is  also  an  ac- 
tive member  of  the  Southeastern  Surgical  Congress, 
the  Southern  Society  of  Clinical  Surgeons,  the  So- 
ciety of  Head  & Neck  Surgeons,  the  South  Caro- 
lina Surgical  Society  and  the  South  Carolina  Chap- 
ter of  the  American  College  of  Surgeons. 

Bom  in  Bamberg,  South  Carolina,  Dr.  Smoak 
received  his  BS  degree  from  the  University  of 
South  Carolina  (USC)  and  his  MD  degree  from 
the  Medical  University  of  South  Carolina  (MUSC). 
He  served  his  internship  at  Grady  Memorial  Hos- 
pital in  Atlanta,  Georgia,  and  completed  his  resi- 
dency training  at  the  Medical  University  of  South 
Carolina.  Dr.  Smoak  completed  a senior  surgical 
oncology  fellowship  at  the  University  of  Texas  MD 
Anderson  Cancer  Center  in  Houston,  Texas.  He 
then  returned  to  his  home  state  to  establish  a surgi- 
cal practice. 

Dr.  Smoak  is  a fellow  of  the  American  College 
of  Surgeons  and  a diplomat  of  the  American  Board 
of  Surgery.  He  is  a clinical  professor  of  surgery  at 
MUSC  and  clinical  associate  professor  of  surgery 
at  the  USC  School  of  Medicine.  He  is  the  past  chair 
of  the  Department  of  Surgery,  Chief  of  Staff  and 
Tmstee  at  the  Orangeburg  Regional  Medical  Center. 

Dr.  Smoak's  involvement  in  civic  activities  in- 
cludes service  as  President,  South  Carolina  Divi- 
sion of  the  American  Cancer  Society;  Lt.  Gover- 
nor of  Carolina's  District  of  Kiwanis  Clubs;  a mem- 
ber of  the  Board  of  Directors  of  the  Orangeburg 
County  Chamber  of  Commerce;  and  a member  of 
the  Orangeburg  Calhoun  Technical  College  Foun- 
dation Board.  He  has  also  served  on  the  Cancer 
Advisory  Committee  of  the  South  Carolina  Depart- 
ment of  Health  and  Environmental  Control  and  as 
Chair  of  the  Statewide  Health  Coordinating  Council. 
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AMA  ALLIANCE  2000  ANNUAL  SESSION 
CHICAGO,  ILLINOIS 


Representatives  from  state  alliances  around  the  nation  convened  at  the  Drake  Hotel  in  Chicago  for  the  77th 
Annual  Session  of  the  AMA  Alliance  held  June  10-13.  Representing  South  Carolina  on  the  national  level 
were  Hope  Grayson,  Dee  Jewell  and  Alexis  Alia.  The  state  delegates  were  Gail  Delaney,  the  2000-2001 
SCMAA  President,  Donna  Richter,  Annette  Nelson,  Lynne  Gettelfinger,  and  Stephanie  Evans.  Shirley  Meiere, 
immediate  SCMAA  past  president,  served  as  the  presidential  delegate. 

The  delegation  attended  the  Opening  Ceremony  of  the  AMA  House  of  Delegates.  Dr.  Randy  Smoak,  Jr.  of 
Orangeburg  is  the  new  President  of  the  American  Medical  Association  and  is  the  first  South  Carolinian  to 
hold  this  prestigious  position.  We  had  a great  opportunity  to  spend  time  with  Dr.  Smoak,  despite  the  de- 
mands of  his  new  position,  when  we  hosted  a reception  for  his  gracious  wife,  alliance  member,  Saundra 
Smoak.  This  time  with  Saundra,  Randy  and  their  family  was  a bonus  because  the  Smoaks  hosted  an  elegant 
reception  and  dinner  for  the  SCMA  and  SCMAA  delegation. 

By  raising  $65,885.00  for  the  AMA  Foundation,  the  SCMAA  was  awarded  the  greatest  total  by  a state,  along 
with  the  other  top  four  states.  AMA  Alliance  President  Ann  Hansen  presented  a check  to  Dr.  William  Mahood, 
AMA  Foundation  President  in  the  amount  of  $1,224,  388.77.  The  Foundation,  in  its  50th  year,  raises  funds 
for  medical  education,  research  and  service  programs.  We  were  proud  to  have  the  excellent  work  of  Dee 
Jewell  on  the  AMA  Foundation  this  year. 

Shirley  Meiere,  our  past  president,  gave  a year-end  report  of  all  the  outstanding  county  achievements  and 
introduced  Gail  Delaney,  the  2000-2001  president. 

Nominees  for  the  2000  Nominating  Committee,  including  past  state  president  Alexis  Alia,  were  introduced. 
Alexis,  a member  of  the  Columbia  Auxiliary,  is  also  serving  on  the  AMAA  membership  committee  this  year. 

A national  2000  Health  Awareness  Promotion  (HAP)  award  was  presented  to  Heather  Yeh  and  Paige  Tif- 
fany, co-presidents,  on  behalf  of  the  Aiken  County  Medical  Association  Alliance.  Through  a yearlong  com- 
mitment, the  Aiken  Alliance  developed  several  projects  designed  to  support  the  emotional  health  and  well 
being  of  the  children  who  attend  the  Salvation  Army  Nancy  Moore  Thurmond  Memorial  Boys  and  Girls 
Club.  This  is  a safe  haven  for  indigent  children  and  receives  no  government  funding  or  outside  support. 

South  Carolina  received  special  recognition  for  having  an  eleven  percent  increase  in  AMA  Alliance  mem- 
bership, far  exceeding  the  “above  five  percent  increase”  award  category.  Presently,  we  have  increased  to 
1,603  AMA  Alliance  members  in  the  state. 

We  attended  the  Plenary  Session  and  Reference  Committee  Hearings  on  policy  resolutions,  budget,  bylaws 
and  health  issues.  Guest  speakers  for  the  meeting  included  Dr.  Joyce  Brothers,  speaking  on  “Success  is  a 
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State  of  Mind,”  and  Mr.  Hugh  Sidey,  who  served  as  Time  magazine’s  political  and  White  House  correspon- 
dent for  nearly  25  years.  The  end  of  the  session  culminated  with  the  installation  of  AMA  president  Susan 
Paddock  of  Oklahoma  whose  message  of  “save  children  and  our  schools  from  violence”  continues  the 
AMAA  “SAVE”  program.  Our  own  Hope  Grayson,  past  state  president  from  Charleston,  was  elected  to  the 
national  board  as  Field  Director  of  the  AMAA. 

The  meeting  was  a chance  to  share  ideas  for  promoting  health  education  and  health  related  charitable  events, 
gain  leadership  skills  and  knowledge  of  the  future  of  health  care  and  how  we  can  affect  that  future.  Having 
received  much  recognition  for  our  successes,  we  are  looking  forward  to  implementing  the  goals  we  have  set 
for  the  coming  year. 


— Stephanie  Evans  (Mrs.  John  P.) 

SCMAA  President-Elect  and  SC  Delegate  Chair 
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DERMATOLOGY,  ORTHOPAEDIC  SUR- 
GERY, OTOLARYNGOLOGY,  PULMONARY 
- CRITICAL  CARE,  RHEUMATOLOGY,  AND 
VASCULAR  - GENERAL  SURGERY:  Practice 
opportunities  exist  in  local  medical  facilities  and 
with  private  practice  groups  in  Orangeburg  County 
for  experienced  practitioners  and  graduating  resi- 
dents/fellows. All  positions  include  salary  or  mini- 
mum net  income  guarantee  and  a relocation 


allowance.  Located  at  the  junction  of  1-26  and 
1-95,  35  minutes  to  Columbia  and  70  minutes  to 
Charleston.  Area  known  for  its  gardens,  golf, 
hunting  and  fishing  (Lake  Marion).  Achieve  fi- 
nancial success  in  a non-competitive  environ- 
ment while  enjoying  a superior  quality  of  life. 
Contact  Dr.  Chermol,  The  Regional  Medical 
Center  at  (800)  866-6045. 
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Gray  Matter 

Matters  of  Interest  to  South  Carolina  Physicians’ ’ 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


DO  YOU  HflWE  ENOUGH  CAPITftl? 

Do  you  have  enough  capital  for  your  own  retirement  or  for  your  beneficiaries  in  the  event 
of  your  death?  The  following  table  shows  the  number  of  years  that  $1,000,000  will  last, 
depending  upon  the  interest  rate  earned  and  the  monthly  income  withdrawn. 


AFTER-TAX  INCOME 
35%  DRAGNET 


MONTHLY 

INCOME 

6% 

8% 

10% 

$ 5,000 

27.0 

38.0 

Forever 

$ 0,000 

20.0 

24.8 

36.0 

$ 7,000 

16.0 

18.7 

23.0 

$ 8,000 

13.4 

15.1 

17.5 

$ 9,000 

11.6 

12.7 

14.3 

$10,000 

10.2 

11.0 

12.1 

Example:  If  you  begin  with  $1,000,000  and  continuously  earn  8%  interest, 
you  can  withdraw  $6,000  per  month  for  24.8  years.  The  fund  will  then  be 
depleted. 


This  chart  shows  how  long  it  will  take  to  accumulate  a fund  of  $1,000,000: 


INTEREST  RATE 

MONTHLY 

6% 

8% 

10% 

SAVINGS 

$ 1,000 

29.5 

24.5 

22.2 

$ 1,500 

24.5 

20.8 

18.9 

$ 2,000 

20.8 

17.9 

16.5 

$ 2,500 

18.7 

15.8 

14.5 

$ 3,000 

15.8 

14.5 

12.8 

Example:  If  you  earn  8%  per  year  and  can  save  $2,000  per  month,  it  will 
take  17.9  years  to  accumulate  $1,000,000. 


To  accumulate  a fund  for  your  own  retirement  requires  time.  If  you  die  early,  you  run  out 
of  time.  Life  insurance  creates  instant  capital  for  your  family.  If  your  accumulated  capi- 
tal is  not  sufficient  if  you  die  today,  consider  life  insurance  to  protect  your  family.  Premi- 
ums to  instantly  create  a $1,000,000  benefit  for  your  survivors  have  dramatically  de- 
creased over  the  last  several  years. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community . 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 

1-800-742-3669 
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by  Talephana  or  E-mail 
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Tell  ReminderPro 
when  to  call  and  how 
to  call  using  a menu  of 
custom  options. 


ReminderPro  For  Windows 


Edit  Schedule  Start  Calls  Reports  Window  Help 


Record  unlimited  types 
of  messages:  recall 
reminders,  birthdays, 
appointment  notices. 


Recall  Reminders 
Appointment  Reminders 
Past  Due  Notif  ication 


Use  our  scheduler  or 
yours:  data-driven 
reminder  calls  are 
created  automatically. 


Start  a calling  session 
and  walk  away. 
ReminderPro  knows 
exactly  when  to  call. 
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Fully-indexed  context 
sensitive  help  is 
available  every  step 
of  the  way. 


ReminderPro  provides  a 
wide  range  of  valuable 
reports  about  each 
calling  session. 


As  soon  as  calls  are 
done,  you  can  listen  to 
messages  patient’s  have 
left  for  you. 


includes  a 7 thousand 
name  library  and  you 
may  add  additional 
names. 


Birthday  Greetings 
Missed  Appointments 
Physician  Reschedules 


Takes  no  sick  days  and  benefits  waived 
Delivers  multiple  types  of  messages  per  session 
Can  deliver  e-maii  messages  automatically 
Free  integration  for  most  software  systems 
Uses  Dialogic®  lifetime-warranted  voice  board 
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of  your  malpractice 


insurance 


James  S.  Gordon,  MD 

and  the  faculty  of  the  Center  for  Mind-Body  Medicine 

present 

AAindBodySpirit  Medicine 

The  Professional  Training  Program 


Integrate  Mind-Body-Spirit  Medicine  into  your 
clinical  practice  of  medicine,  psychology, 
social  work,  nursing  and 
the  other  healing  professions 

Incorporate  this  approach  into  your  own  life 

Learn  to  lead  Mind-Body-Skills  Groups 


November  12-18,  2000 
Palmetto  Dunes  Resort 
Hilton  Head  Island,  South  Carolina 


Jointly  sponsored  meeting 


Center  for  !i  Mind-Body  Medicine 

Accredited  Sponsor 

University 
of  Minnesota 


For  more  information,  to  receive  our  complete 
brochure,  or  to  register, 
call  (202)966-7338  or  visit  our  website: 
www.cmbm.org 


“The  Center  for  Mind-Body 
Medicine  is  doing 
pioneering  work, 
making  the  best  of  the  new 
medicine  available  to  those 
who  need  it  most.  ” 

— Dean  Ornish,  MD 


“The  Center  for  Mind-Body 
Medicine  Program 
is  both  empowering  and 
affirmative,  unleashing  endless 
opportunity  for  healing 
and  celebrating  life. 

This  program  provided  me  with 
the  skills  and  confidence  to 
train  my  own  staff  and  set  up 
a comprehensive  program. 
Thank  you  all  at  the  Center 
for  Mind-Body  Medicine!” 

—Mark  Gilbert,  MD,  FRCP©, 
Toronto,  ON,  Canada 


During  Women  In  Medicine  Month, 

we  gratefully  acknowledge  the 
participation  and  support  of 
our  female  members.  Women 
represent  the  fastest  growing 
membership  segment  in  the 
AMA.With  this  increased 
voice  we  can  make  a difference. 

I encourage  all  female  physicians 
and  medical  students  to  become 
members.  Your  patients  and 
your  profession  depend  on 
your  commitment. 

Together,  we  can  achieve  real 
and  lasting  changes  on  behalf 
of  our  patients.  Please  support 
the  AMA  as  well  as  your 
specialty  society.  Join  today. 


“For  me,  being  a physician  is  a calling. 
I have  to  try  to  make  it  a better  world 
because  I’ve  been  given  so  much.” 


Join  the  AMA  and  your 
specialty  society. 

For  information  about  free 
membership  in  the  AMA  Women 
Physicians  Congress,  call 
800AMA-3211,  ext.  4392 


Nancy  H.  Nielsen 
2001  Vice  Speaker, 

AMA  House  of  Delegates 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


THE  IMPORTANCE  OF  IMMUNIZATION 

What  a wonderful  time  of  year  it  is  in  South  Carolinas  as  we  get  the  hot-dry  summer  behind  us  and 
move  into  the  transitional  part  of  the  year  that  brings  us  cool  mornings  and  the  ability  to  sleep  with  the 
windows  open  at  night.  It  is  also  a time  of  football,  beautiful  fall  foliage,  hunting  season  and  comfort- 
able golfing.  I think  I always  get  a little  depressed  towards  the  end  of  summer  as  I anxiously  await  the 
coming  of  fall. 

Also  associated  with  this  wonderful  time  of  year,  we  physicians  are  faced  with  the  responsibility  of 
immunizing  our  patients  against  influenza  and  pneumococcal  pneumonia.  I recently  returned  from  a 
board  meeting  with  Carolina  Medical  Review,  our  peer  review  organization  here  in  South  Carolina  and 
was  somewhat  dismayed  with  some  of  the  information  that  was  shared  with  the  board  in  response  to  our 
vaccination  rates  in  comparison  with  other  states.  Even  though  we  are  all  aware  of  the  need  to  vaccinate 
high-risk  patients,  a retrospective  review  was  done  of  Medicare  patients  discharged  from  the  hospital 
with  pneumonia  to  see  what  rate  of  documented  influenza  vaccinations  those  people  had  received. 
Unfortunately,  in  South  Carolina,  less  than  ten  percent  of  those  patients  had  a documented  history  of 
influenza  vaccination  and  in  comparing  us  with  other  states,  found  that  90  percent  of  the  other  49  states 
had  a higher  documented  vaccination  rate.  Certainly,  that  is  not  good  enough!  Another  study  that  was 
reviewed  was  the  rate  of  documented  pneumococcal  vaccinations  in  people  who  were  discharged  from 
the  hospital  with  pneumonia.  In  that  study,  less  than  ten  percent  of  those  Medicare  patients  had  a history 
of  documented  vaccine  for  pneumococcal  pneumonia.  Now,  granted  some  of  them  many  not  have  been 
high-risk  patients  but  still  88  percent  of  the  other  states  had  a higher  immunization  rate.  We  can  do 
better,  and  we  must  do  better! 

As  we  enjoy  this  time  of  year,  let’s  make  sure  that  we  put  an  extra  effort  into  making  sure  that  we 
protect  our  patients  so  that  they  too  will  be  able  to  enjoy  this  wonderful  time  of  year! 


Roger  A.  Gaddy,  MD 
President 
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RISK  MANAGEMENT  PROGRAM  FOR  NEW  PHYSICIANS 


The  2000  Risk  Management  Programs  for  newly  licensed 
physicians  will  be  held  at  the  SCMA  Headquarters  on 
Friday,  October  27,  2000.  There  will  be  two  sessions  of- 
fered, 9:00  a.m.  - 12:00  p.m.  and  1:00  p.m.  -4:00  p.m.  To 
register,  call  Melissa  Hamby  at  ext.  253,  798-6207  in 
Columbia  or  (800)  327-1021  statewide.  This  program  is 
sponsored  by  the  JUA/SCMA  Physician  Risk  Manage- 
ment Committee  for  physicians  entering  their  first  or  sec- 
ond year  of  practice.  There  is  no  registration  fee. 

Objectives  of  Program 

At  the  end  of  this  session,  the  attendee  should  be  able  to: 

- Name  the  more  common  causes  of  medical 
malpractice. 

- List  several  prevention  strategies  to  avoid  medical 
malpractice. 

- Recognize  the  role  of  communication  with  patients 


in  risk  management. 

- Outline  the  key  points  in  record  management  as  a role 
of  risk  management. 

- Enumerate  the  proper  steps  to  take  when  an  adverse 
occurrence  happens. 

- Recognize  the  role  of  the  JUA/PCF  and  the  State 
Board  of  Medical  Examiners  in  risk  management. 

Program  Outline 

I.  Introduction  - March  Seabrook,  MD  (West 
Columbia,  SC) 

II.  Overview  of  JUA  and  PCF  - Sam  McEwen, 
Manager,  JUA  Claims  (Columbia,  SC) 

III.  Controlling  Medical  Liability  - March  Seabrook,  MD 

(Risk  Management , continued  on  page  4) 


GOVERNOR  HODGES,  FIRST  STEPS  UNVEIL  NEW  VIDEO 


Governor  Hodges  and  First  Steps  have  unveiled  a new 
parent  education  video,  “Making  All  the  Difference,”  a 
new  video  series  to  help  parents  and  caregivers  stimu- 
late their  young  children’s  intellectual  development.  It 
is  hoped  that  it  will  help  South  Carolina  children  take 
their  first  steps  toward  success.  Governor  Hodges  pre- 
miered the  series  on  May  16  at  the  State  Museum  to  a 
crowd  of  more  than  200  parents  and  early  childhood 
educators. 

Phylicia  Rashad  of  “Cosby”  fame  narrated  the  video 
series,  which  was  taped  in  South  Carolina.  In  the  se- 
ries, Rashad  shows  how  simple  techniques  help  chil- 
dren develop  critical  skills,  and  how  loving  interaction 
between  parents  and  children,  stable  relationships  in 
the  home  and  a safe  environment  affect  development. 
As  they  watch  the  video,  adults  will  learn  how  talking, 
playing,  reading,  and  enjoying  music  with  babies  and 
toddlers  can  make  a tremendous  difference  as  they  grow 
through  the  first  three  years  of  life. 

The  Psaras  Foundation,  a nonprofit  foundation  that  nur- 
tures educational  and  public  service  programs,  funded 


the  videotape  for  First  Steps.  With  the  help  of  agen- 
cies, hospitals  and  organizations  that  work  with  South 
Carolina  families,  these  videos  will  be  provided  free 
to  parents  and  caregivers  of  children  birth  to  age  three 
in  South  Carolina,  beginning  in  late-August.  In  addi- 
tion, a poster  has  been  developed  to  accompany  the 
video  that  provides  information  on  child  health,  safety 
and  development.  Partner  agencies  helping  to  manage 
the  distribution  of  the  video  and  poster  include:  S.C. 
Department  of  Health  and  Human  Services,  S.C.  De- 
partment of  Health  and  Environmental  Control,  and 
Caring  for  Tomorrow’s  Children  in  the  Governor’s 
Office. 

“With  one  in  six  children  assessed  as  not  ready  for 
first  grade  in  South  Carolina,  we  know  we  must  reach 
families  earlier.  These  videos  will  encourage  families 
to  start  at  birth  to  prepare  their  children  for  a success- 
ful school  experience,”  Governor  Hodges  said. 

For  information  on  receiving  a copy  of  the  video,  con- 
tact the  DHEC  Care  Line  at  1-800-868-0404. 


MEDICARE  UPDATE 


Customer  Service  Inquiries 

Where  do  you  begin  when  you  have  a question  about  the 
Medicare  program?  The  first  and  best  place  to  start  is 
Palmetto  GBA’s  Customer  Service  Center.  The  majority 
of  your  questions-from  inquiries  about  how  to  file  a claim, 
to  requests  for  a Medicare  enrollment  form-can  be  handled 
by  their  Customer  Service  representatives. 

The  Customer  Service  Center  hours  are  from  9:00  a.m. 
to  4:00  p.m.,  Monday  through  Friday  (803)  788-5568. 
Calls  received  during  extended  business  hours  are  handled 
by  Medicare's  Voice  Response  Unit  (VRU)  at  the  same 
number.  Questions  that  do  not  require  the  use  of  a spe- 
cific provider  number  can  be  submitted  via  email  at 
Medicare  .PartB  #PG  B A ,com. 

The  Education  department  representatives  work  in  con- 
junction with  the  Customer  Service  Center  and  are  there 
to  serve  you  when  you  have  an  inquiry  that  requires  ex- 
tensive research  or  time.  Their  focus  is  primarily  on  out- 
reach into  the  provider  community  via  workshops,  on- 
site visits  and  other  special  seminars.  For  the  complete 
flow  chart  on  where  to  direct  your  call  (and  why),  please 
see  the  “Medicare  Part  B Problem  Solving  Guide”  in  the 
September  2000  Medicare  Advisory. 

How  to  File  Corrected  Claims 

Occasionally,  you  may  find  an  error  on  a claim  that  has 
already  been  processed  for  payment  by  Medicare.  In  this 
case,  you  must  submit  a “corrected  claim”  to  their  Cus- 
tomer Service  Center  to  have  the  error  corrected.  Medi- 
care corrects  errors  on  previously  paid  claims  by  adjust- 
ing the  original  claim;  therefore,  the  corrected  claims  must 
be  sent  to  them  hard  copy.  A correction  on  a paid  claim 
cannot  be  submitted  electronically. 

A claim  that  was  filed  to  Medicare  and  denied  completely 
is  not  considered  a “corrected  claim”  and  should  be  sub- 
mitted as  a new  claim  with  the  appropriate  corrections. 
You  can  resubmit  your  changes  electronically,  unless  the 
code  appears  on  the  hard  copy  required  list.  (Refer  to  this 
list  in  the  March  1999  Medicare  Advisory.)  The  hard  copy 
codes  usually  have  an  associated  medical  policy  that 
specifies  the  required  documentation.  When  you  file  your 
change  electronically,  your  payment  will  process  within 
14  days.  When  a claim  is  incorrectly  labeled  as  a cor- 
rected claim  and  routed  to  the  Service  Center,  it  may  de- 
lay the  processing  of  your  charges,  as  it  will  be  trans- 
ferred to  the  Processing  Unit. 

Please  be  sure  to  follow  all  applicable  surgical  rules  when 
determining  how  to  submit  your  corrections,  as  second- 
ary codes  should  remain  on  the  claim  with  the  primary 
service.  A claim  denied  for  other  insurance  information 
still  needs  to  be  corrected  through  Medicare's  Customer 


Service  Center  and  cannot  be  filed  as  a new  claim  with 
the  missing  information. 

To  submit  a corrected  claim,  please  submit  a HCFA- 1500 
form  with  all  corrections  circled  in  red  ink.  Label  it  as  a 
corrected  claim  at  the  top  of  the  form  and  attach  a copy 
of  the  Medicare  remittance  advice.  Mail  your  corrected 
claim  to: 

Medicare  Part  B Customer  Service 

Palmetto  GBA 

AG-675 

P.O.  Box  100190 
Columbia,  SC  29202-3190 

Please  note  that  claims  labeled  as  a second  request, 
resubmission  or  tracer  will  be  returned  to  you  because 
claims  with  these  labels  are  considered  status  inquiries. 
The  Medicare  Customer  Service  Center  stopped  handling 
status  inquiries  on  February  1,  1998.  Use  their  voice  re- 
sponse unit  (VRU)  or  claims  status  inquiry  (CSI)  soft- 
ware to  check  on  the  status  of  your  claims.  Please  do  not 
mail  correct  claims  and  new  claims  in  the  same  enve- 
lope, as  they  are  routed  to  separate  departments. 

Please  submit  new  claims  to: 

Medicare  Part  B Claims  Processing  Unit 

Palmetto  GBA 

GM-220 

P.O.  Box  100190 

Columbia,  SC  29202-3190 

ICD-9-CM  Updated  Codes 

The  annual  ICD-9-CM  coding  update  will  be  imple- 
mented on  October  1,  2000.  You  may  begin  using  the 
updated  (2001)  ICD-9-CM  codes  for  claims  submitted 
on  or  after  October  1,  2000.  Old  (2000)  and  new  (2001) 
codes  will  be  accepted  from  October  1,  2000  through 
December  31,  2000;  however,  beginning  with  dates  of 
service  on  or  after  January  1,  2001,  the  new  codes  must 
be  used.  To  avoid  denials,  it  is  important  that  you  use  the 
most  recent  version  of  the  ICD-9-CM  coding  book  so 
you  will  code  to  the  highest  level  of  specificity. 

Provider  Enrollment  Open  House 

Would  you  like  help  completing  the  HCFA-855  enroll- 
ment form?  Go  to  the  Medicare  Part  B Provider  Enroll- 
ment Open  House.  You  do  not  have  to  register  and  there 
is  no  fee.  Just  show  up  and  they  will  help  you.  These  all- 
day open  houses  are  held  the  first  Tuesday  of  every  month, 
9:00  a.m.  to  4:00  p.m.,  at  the  Government  Programs  Com- 
plex. Please  refer  to  the  June  2000  Medicare  Advisory 
for  directions. 


( Medicare , continued  on  page  3) 


PHYSICIANS  CARE 

Currently,  there  are  9,216  participating  physician  loca- 
tions, 926  participating  ancillary  locations  and  1 10  par- 
ticipating hospitals.  PCN  has  72  contracted  groups  with 
58,430  covered  lives.  We  will  continue  to  provide  in- 
formation as  contracts  are  received. 

NEW  GROUPS: 

• Chris  J.  Yahnis  Corporation,  effective  9-1-00 

TERMINATIONS: 

• Midlands  Delivery,  effective  7-31-00 

ATTENTION  ALL  PROVIDERS 

Please  remember  to  keep  your  information  current  with 
PCN  by  utilizing  the  form  provided  in  the  front  of  your 
PCN  Provider  Manual.  Always  indicate  the  date  the  new 
information  became  effective.  You  may  mail  or  fax  to 
the  attention  of  Provider  Relations  at  this  address/fax: 

Physicians  Care  Network 
121  Executive  Center 
Congaree  Building,  Suite  203 
Columbia,  SC  29210 

Phone:  (888)  323-9271 
Fax:  (803)  771-9474 

PCN  is  receiving  a large  volume  of  claims  that  cannot 
be  processed  due  to  missing  information.  This  delays 
your  payment 

Be  sure  to  include  the  following  payor  information: 


NETWORK  UPDATE 

• Group  Name  and  Group  Number 

• Insurance  Company  or  Third  Party  Administrator 
(TPA) 

• Valid  Service  Codes 

• Accurate  Member  Information 

• Accurate  Place  of  Service  Codes 

The  member’s  card  is  your  most  resourceful  tool  in 
obtaining  the  above  information.  Unfortunately,  due 
to  the  large  volume  of  claims  we  receive  with  inap- 
propriate or  lacking  information,  we  will  be  return- 
ing your  claim  if  the  required  information  is  miss- 
ing. Please  ensure  that  this  does  not  happen  to  you! 

PCN  CUSTOMER  SERVICE 

Remember — PCN  is  not  an  insurance  company:  there- 
fore, when  you  contact  PCN  Customer  Service  regard- 
ing claims  status,  eligibility,  or  benefits,  you  will  be 
referred  to  the  appropriate  Third  Party  Administrator 
or  Insurance  Company.  PCN  is  willing  to  assist  you  if 
you  should  encounter  difficulty  with  the  payor.  Please 
contact  PCN  Customer  Service  by  calling  (888)  323- 
9271  or  (803)771-0077. 

PCN  has  implemented  scanning  capabilities  for  expe- 
diting your  claims  more  quickly.  We  have  been  receiv- 
ing claims  where  the  ink  is  too  light  to  scan.  Make  sure 
your  claim  is  legible  or  it  will  be  returned. 

As  an  added  convenience,  an  updated  list  of  pro- 
viders can  be  found  on  our  website  at 
www.physicianscarenet.com. 


(Medicare,  continued  from  page  2) 

October  & November 

When:  October  3 and  November  7 Where:  Medicare  Part  B Palmetto  GBA  Government  Programs  Complex, 

17  Technology  Circle,  Columbia 


Injectable  Drug  Fee  Schedule 

The  Injectable  Drug  Fee  Schedule  is  updated  quarterly.  The  table  in  the  September  2000  Medicare  Advisory  shows 
the  updated  fees  with  price  changes  in  bold.  Prices  are  effective  for  claims  processed  on  or  after  October  1,  2000. 

The  unit  of  measure  for  the  fee  amounts  corresponds  to  the  unit  of  measure  noted  in  the  code  descriptions  published 
in  your  2000  HCPCS  manual.  Please  be  sure  to  report  the  same  unit  of  measure  in  the  Days/Unit  field  (Item  24g)  of 
the  HCFA-1500  (12-90)  claim  form  as  is  listed  in  your  HCPCS  manual.  For  example,  if  the  HCPCS  manual  lists 
one  unit  as  50  mg,  be  sure  to  report  50  mg  as  one  unit  on  the  claim  form.  If  you  administered  100  mg,  you  would  list 
two  units  on  the  claim  form. 


MARK  YOUR  CALENDAR 

The  SCMA’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled  for  April  26-29,  2001, 
at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 


MEDICAID  UPDATE 


Documentation  Requirements  for  Ordering  X-Ray  and 
Lab  Tests 

Physicians,  independent  laboratories,  and  imaging  facili- 
ties are  required  to  keep  documentation  that  reflects  a 
written  request  or  order  for  the  performance  of  a test  or 
procedure.  The  written  request  or  order  should  have  the 
date  of  the  order  and  the  signature  of  the  ordering  physi- 
cian or  nurse  practitioner.  Questions  may  be  directed  to 
your  program  manager  at  (803)  898-2660. 

Fee  Schedule  Increase 

Effective  for  dates  of  service  on  or  after  July  1,  2000, 
DHHS  will  increase  reimbursement  on  codes  96408, 
96410,  and  96412.  All  three  of  these  codes  reflected  in 


the  CPT  Book  are  for  chemotherapy  infusion. 


CPT  Code 
96408 
96410 
96412 


Old  Pricing 
$21.50 
$40.01 
$25.80 


New  Pricing 
$33.32 
$53.07 
$39.71 


Current  Telephone  and  FAX  Numbers 

This  is  a reminder  of  the  current  telephone  and  fax  num- 
bers for  the  Department  of  Physician  Services  at 
SCDHHS.  The  current  telephone  number  is  (803)  898- 
2660.  The  fax  number  is  (803)  898-4501. 


(Risk  Management , continued  from  page  1 ) 

IV.  If  You  Need  A Lawyer  - Speaker  TB  A 

V.  Overview  of  the  State  Board  of  Medical 
Examiners  - J.  D.  Whitehead,  Jr.,  MD,  State  Board 
of  Medical  Examiners  (Columbia,  SC) 

VI.  Hospital  Risk  Management  - Karl  Pfaehler,  SC 
Health  Alliance  (Columbia,  SC) 

VII.  Question  and  Answer  Session 

CME  Credit 


The  South  Carolina  Medical  Association  (SCMA)  des- 
ignates this  continuing  medical  education  activity  for 
up  to  3 hours  of  Category  1 credit  toward  the  Physician’s 
Recognition  Award  for  the  American  Medical  Associa- 
tion. Each  physician  should  claim  only  those  hours  of  credit 
he  or  she  actually  spent  in  the  educational  activity. 

The  South  Carolina  Medical  Association  is  accredited 
by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  to  sponsor  continuing  medical 
education  for  physicians. 


PHYSICIAN  RECOGNITION  AWARDS 

The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition  Award.  This  award 
is  official  documentation  of  Continuing  Medical  Education  hours  earned. 


Robert  Stephen  Adams,  MD 
Elizabeth  Lynne  H.  Baker,  MD 
Lillie  Edward  Bates,  MD 
William  Robt  Bixenman,  MD 
Vance  Wallace  Boddy,  MD 
Shane  Allan  Bowen,  MD 
Stacey  Brennan,  MD 
Pamela  Kay  Brown,  MD 
Phyllis  M.  Bryant-Mobley,  MD 
James  Raymond  Buehler,  MD 
Lon  Robin  Camsew,  MD 
Jim  C.  Chow,  MD 
Stanley  I.  Coleman,  MD 
Herbert  Press  Cooper,  MD 
Louis  Edward  Costa,  MD 
Paul  Alderman  Coward,  MD 
Duane  Elden  Craddock,  MD 
Shelley  Cypher  Springer,  MD 
Christopher  Paul  Davis,  MD 
Lance  Lee  Davis,  MD 
Samuel  Houston  Dement,  MD 
Roy  J.  Ellison,  MD 
Wayne  Gaines  Entrekin,  MD 


Paul  Manuel  Espinoza,  MD 
Joseph  Michael  Evans,  MD 
Donald  Harrison  Fowler,  MD 
Charles  Lawrence  Glace,  MD 
Robin  Ong  Go,  MD 
Robert  Clemans  Goodbar,  MD 
P.  Gopalakrishnan,  MD 
Kelly  C.  Havig-Lipke,  MD 
Jennifer  A.  Hudson,  MD 
John  Stephen  Jobe,  MD 
Christopher  Y.  Kim,  MD 
Shubhalaxmi  A.  Kudchadkar,  MD 
Wendy  Lee,  MD 
Annemarie  C.  Leventis,  MD 
Carl  Siao-Te  Li,  MD 
Mary  Ruth  McBean,  MD 
Landrum  I.  McCarrell,  MD 
John  Gregory  McKay,  MD 
Jay  Michael  Markowitz,  MD 
Peter  Steve  Maurides,  MD 
Mark  Erik  Meijer,  MD 
Nicholas  Edward  Mihelic,  MD 
Robert  Nicholson  Milling,  MD 


Blake  Harrison  Moore,  MD 
Harold  Gleason  Morse,  MD 
William  Bernhard  Naso,  MD 
Janice  M.  Neuner,  MD 
Gregory  Mark  Nunez,  MD 
Wen-Ting  Ouyang,  MD 
Gordon  E.  Pennebaker,  MD 
Angel  Perez,  MD 
Samuel  Benj  Pratt,  MD 
Thomas  Michael  Price,  MD 
Joseph  Paul  Rectenwald,  MD 
Walter  Pursell  Risley,  MD 
Frederic  DeGraw  Schuh,  MD 
John  Russell  Scott,  MD 
March  Edings  Seabrook,  MD 
Roland  LeRoy  Skinner,  Jr.,  MD 
Robert  Ehmsen  Speir,  MD 
David  Gerald  Stone,  MD 
David  Lee  Tate,  MD 
Wiliam  Bonner  Thomason,  MD 
Richard  P.  Von  Buedingen,  MD 
Priscilla  Lorine  Welch,  MD 
David  Bryan  Worthington,  MD 
Mary  Louise  Zozulin,  MD 
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INTRODUCTION 

Insect  venom-induced  hypersensitivity  and  anaphy- 
laxis are  significant  health  problems  in  South  Caro- 
lina. Early  detection  depends  on  teamwork 
between  the  alert  patient  and  the  skilled  clinician. 
Any  age  group  is  at  risk.  Delay  in  diagnosis  can 
result  in  unnecessary  acute  morbidity,  ranging  from 
exaggerated  local  reactions  at  the  site  of  enveno- 
mation  to  sudden  death  from  shock  and  cardiores- 
piratory failure.  A variety  of  arthropods  in  our  state 
can  trigger  the  acute  syndrome  (Table  1). 

Infestations  of  Solenopsis  invicta  (imported  fire 
ant)  continue  in  urban  and  rural  communities  in  all 
46  counties  of  South  Carolina.  Although  other 
arthropods  can  evoke  immune  reactions,  the  im- 
ported fire  ant  (IFA)  has  increased  the  number  of 
patients  being  seen  in  outpatient  settings  as  IFA 
colonies  have  spread  throughout  our  state.  There- 
fore, the  first  line  of  human  defense  is  awareness 
and  avoidance,  and  secondarily,  early  diagnosis  and 


* Address  correspondence  to  Dr.  Schuman  at 
Medical  University  of  South  Carolina,  Department 
of  Family  Medicine,  Agromedicine  Program, 

19  Hagood  Avenue,  Suite  305  HOT,  P.O.  Box  250805, 
Charleston,  SC  29425 


treatment  of  susceptible  hypersensitive  patients.  In 
1998  our  statewide  survey  of  primary  care  physi- 
cians documented  two  deaths,  and  176  cases  of  ana- 
phylaxis among  11,819  cases  of  physician-treated 
cases  of  IFA  exposure.  355  or  three  percent  of  the 
cases  were  referred  to  allergists  for  IFA-specific 
diagnosis  and  treatment.1  Since  ten  years  have 
elapsed  since  the  question  of  delay  in  getting  from 
the  outpatient  setting  to  the  specialist  office  was 
addressed  by  Owens  et  al,2  it  is  appropriate  to  re- 
examine this  parameter  of  appropriate  management 
of  the  IFA-sensitive  patient. 

METHODS 

A questionnaire  with  a postage-paid  return  enve- 
lope was  mailed  in  December  1999  to  26  allergy 
practices  in  South  Carolina  representing  46  board- 
certified  allergy  specialists.  They  were  asked  to 
examine  the  records  of  their  currently  enrolled 
patients  receiving  IFA  desensitization,  in  order  to 
document  the  age,  sex,  onset  of  symptoms,  and  date 
of  consulting  the  allergist  for  specific  diagnosis 
(history,  skin  tests,  serology).  One  office  had  closed 
and  one  refused  cooperation  reducing  the  number 
of  eligible  practices  to  24  and  physicians  to  44. 
Eight  practices  participated  in  the  study  account- 
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Table  1 

South  Carolina  Arthropods  with  Allergic  Properties 


Bees 

Biting  flies 

Cockroaches 

Fire  ants 

Fleas 

Hornets 

Lice 

Scorpions 

Urticating  caterpillars 

Wasps 

ing  for  33  percentof  the  groups  and  23  (52  per- 
cent) of  the  44  eligible  physicians. 

Table  2 lists  the  cases  retrieved  from  chart  re- 
view in  1999  compared  to  chart  review  in  1989. 
154  cases  of  record  in  South  Carolina  happened  to 
match  the  total  number  surveyed  in  three  states 
(AL,  GA,  and  SC)  in  1989.  The  age  distribution 
matched  for  the  less  than  18  years  age  group  (32 
percent  versus  28  percent),  but  participation  was 
skewed  toward  the  older  population  (44  years  and 
older)  in  the  current  survey  (28  percent  versus  40 
percent.) 

Table  3 documents  the  average  delay  in  seek- 
ing specialty  evaluation  and  treatment,  by  three  age 
groups.  While  the  overall  average  delay  improved 
from  21.6  to  17.5  months,  the  middle-aged  group 
of  19-43  year  olds  did  not  improve.  The  children 
improved  the  most  (64  percent)  while  those  over 
44  years  improved  21  percent  (from  28.8  to  22.7 
months).  The  footnote  to  Table  3 provides  further 
detail  on  pediatric  age  groups,  with  children  aged 
2-5  years  being  seen  within  2. 1 months  of  onset  of 
symptoms. 

Table  4 lists  the  most  common  presenting  symp- 
toms of  149  patients  (five  of  the  154  patient  records 
were  incomplete)  as  documented  in  their  charts. 
Generalized  dermal  “itching”  and  “hives”  were 
noted  in  60.4  and  54.4  percent  of  patients.  “Diffi- 
culty breathing,”  ranging  from  wheezing  and  la- 
ryngeal edema  to  chest  tightness,  characterized 
onset  for  53.7  percent  of  the  patients.  Swelling  of 
the  IFA-affected  area  (49.0  percent)  and  swollen 
eyes  (26.8  percent)  were  prominent  symptoms. 
Other  disturbing  signs  of  circulatory  and  nervous 
system  response  (fainting,  flushing,  dizziness, 
headache,  shock,  and  seizure)  were  also  noted  by 
patients  after  IFA  exposure. 

DISCUSSION 

This  survey  data  is  limited  by  non-response  of  some 
of  the  targeted  specialty  offices,  but  the  numbers 
of  cases  retrieved  (154)  suggested  a comparable 
population  to  relate  to  the  1989  survey.  Obviously, 
those  who  may  have  experienced  IFA-related  sys- 
temic reactions  and  did  not  receive  specific  diag- 
nosis and  evaluation  for  long-term  desensitization 
by  the  specialists  are  missing  from  this  study.  How 
many  potential  IFA  sensitive  patients  were  seen  in 
the  outpatient  setting  and  given  acute  care?  How 
many  received  and  filled  epinephrine  syringe  pre- 
scriptions? Such  data  can  only  be  estimated  at  the 
present  time. 

According  to  a recent  county-wide  survey  of 
anaphylaxis  in  Olmsted  County,  Minnesota,  48 
percent  of  133  patients  were  inadequately  evalu- 
ated (non-referral  to  allergist)  in  the  Mayo  Clinic 
area  (32  percent  of  the  100  patients  never  learned 
which  food,  medication,  or  insect  allergen  caused 
the  acute  anaphylactic  episode.)3  The  epidemiologi- 
cal study  for  the  years  1983  through  1987,  docu- 
ments the  incidence  of  anaphylaxis  to  be  “less  than 
one  percent,”  or  2 1 events  per  1 00,000  person  years 
(Confidence  Interval  17  to  25,  95  percent  level). 
The  severity  of  acute  respiratory  symptoms  of  133 
Minnesota  patients  (54  percent)  matches  the  sever- 
ity of  154  South  Carolina  patients  (53.7  percent). 

The  objective  of  our  survey,  to  compare  the  re- 
ferral pattern  to  the  specialist  for  specific  care  in 
1989  and  1999  was  achieved.  The  cumulative  per- 
centage results  in  Figure  1 indicate  that  the  major- 
ity of  patients  seen  in  specialty  offices  came  within 
three  months  of  onset  of  acute  adverse  symptoms 
(92  of  149  = 61.7  percent).  By  twelve  months, 
84.6  percent  had  been  referred.  This  leaves  15.4 
percent  of  the  target  population  as  a goal  for  im- 
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Table  2 

Results  of  Ten  Year  Follow  Up  of  Board  Certified  Allergists 
Fire  Ant  Desensitization,  1989  - 1999 

for 

1989 

1999 

States  Surveyed 

AL,  GA,  SC 

SC 

Patient  records  (n) 

154 

154 

Age  groups  (n  / %): 

<18  years 

50/32 

44/28 

19-43  years 

62/40 

49/32 

>44  years 

42/28 

61  / 40 

Total 

154/100 

154/100 

provement  in  the  coming  years,  as  a very  conser- 
vative estimate.  Fifteen  percent  of  the  IFA-sensi- 
tized  population  at  risk  is  conservative  since,  by 
the  Mayo  Clinic  countywide  study,  an  additional 
48  percent  of  anaphylaxis-prone  patients  can  be 
estimated,  adding  74  patients  to  the  154  who  came 
to  the  allergist  in  our  study. 

Tracy  et  al4  documented  the  IFA  sting  rate  and 


conversion  rate  from  negative  to  positive  skin  tests 
and  serologic  tests  among  107  medical  students  in 
basic  training  at  Lackland  Air  Force  Base,  Texas 
during  only  three  weeks  in  the  summer  of  1994. 
55  of  107  students  (5 1 percent)  were  stung  at  least 
once.  Seven  of  55  victims  (13  percent)  converted 
on  skin  testing,  but  only  one  on  RAST  testing  (1.8 
percent).  One  can  only  imagine  what  a full  sum- 
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Average  Delay  in 

Table  3 

Months  by  Age  Group,  1989  and  1999 

Age  Group 

1989 

1999* 

< 1 8 years 

13.2 

4.7 

19-43  years 

21.6 

22.6 

>44  years 

28.8 

22.7 

Average 

21.6 

17.5 

* Average  delay  for  each  1999  age  group:  2-5  years  (3.1  months);  6-12  years  (6.6  months);  13-18  years 
(4.3  months);  19-30  years  (36.1  months);  31-43  years  (18.2  months);  44-64  years  (19.4  months);  65 
years  and  older  (30.6  months). 

Table  4 

Presenting  Symptoms  of  149  Patients  with 
Fire  Ant  Hypersensitivity,  1999  Survey* 

Symptom 

Number  of  Patients 

% of  Total 

Itching 

90 

60.4 

Hives 

81 

54.4 

Difficulty  Breathing 

80 

53.7 

Swelling  of  affected  area 

73 

49.0 

Swollen  eyes 

40 

26.8 

Fainting 

25 

16.8 

CNS 

12 

8.1 

Headache 

7 

4.7 

Shock 

4 

2.7 

Seizure 

1 

0.7 

*Five  of  the  154  patient  records  were  incomplete.  A given  patient  reported  one  or  more  symptoms. 

mer  of  repeated  exposures  would  achieve  in  IFA 
sensitization  among  newcomers  to  the  area.  IFA 
infestations  are  increasingly  observed  in  indoor 
settings  as  well  as  outdoor  settings,  with  fatalities 
occurring  among  persons  who  are  bed-ridden.56 
Rhoades  and  colleagues  demonstrated  that  102  of 
450  patients  referred  for  evaluation  of  non-IFA  al- 
lergies were  actually  skin  test  positive  (22.7  per- 
cent) and  represented  potential  victims  of  an 
anaphylactic  episode  where  they  lived  (Georgia  and 


Texas).7 

Health  education  remains  one  of  the  front  lines 
of  defense  against  potentially  fatal  anaphylactic 
episodes  going  unrecognized,  poorly  diagnosed,  or 
poorly  treated.  Every  emergency  room  should  em- 
phasize the  advantages  of  referral,  specific  diag- 
nosis, and  effective  long-term  desensitization  under 
the  allergist’s  guidance.  Structural  IFA  invasions 
need  to  be  treated  as  soon  as  they  are  discovered 
by  licensed  pest  control  operators,  because  indoor 
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avoidance  of  stings  is  even  less  likely  than  out- 
door avoidance. 

Wood  cites  some  patients  who  misinterpret 
warning  signs  of  anaphylaxis,  following  acciden- 
tal exposures  to  foods.8  Some  think  they  have  plenty 
of  time  from  onset  of  symptoms  to  get  emergency 
treatment;  that  oral  antihistamine  before  exposure 
will  prevent  a systemic  reaction;  and  that  a mild 
episode  following  a severe  episode  is  a sign  of  de- 
creased risk.  Since  patients  may  misinterpret  ana- 
phylaxis warning  signs,  it  is  essential  that  primary 
care  practitioners  remind  IFA-susceptible  patients 
that  immunotherapy  is  quite  effective  (actually  over 
90  percent  success  in  the  experience  of  clinical  spe- 
cialists).7 

Teamwork  is  the  key  to  early  recognition  and 
referral  of  the  first  time  IFA-anaphylaxis  patient.9 
Teamwork  among  entomologists  is  also  the  key  to 
controlling  the  spread  of  IFA  using  ecologically 
sound  countermeasures  that  are  feasible  and  cost- 
effective.10  In  the  absence  of  widespread  environ- 
mental control  and  no  known  North  American 
competitors,  the  spread  of  IFA  infestations  will 
continue  as  a risk  to  children  and  adults,  indoors 
as  well  as  outdoors,  pets  and  livestock. 
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SEIZURES  IN  CHILDREN:  A GUIDE  FOR 
PEDIATRICIANS  AND  GENERAL  PRACTITIONERS 


SERGIO  A.  FACCHINI,  M.D.* 


INTRODUCTION:  A DEARTH  OF 
SUBSPECIALISTS 

There  is  only  a handful  of  pediatric  neurologists 
currently  practicing  in  South  Carolina,  and  their 
numbers  are  likely  to  remain  stable  or  decline  over 
the  next  several  years.  Not  surprisingly,  as  the  popu- 
lation grows,  appointments  with  some  of  these 
subspecialists  are  being  pushed  further  and  further 
into  the  future.  Moreover,  since  child  neurologists 
are  concentrated  in  Columbia,  Charleston  and 
Greenville-Spartanburg,  children  elsewhere  in 
South  Carolina  must  travel  either  to  one  of  these 
cities  or  to  a neighboring  state  in  order  to  receive 
specialized  care. 

This  article  is  dedicated  to  the  non-neurologist 
who,  by  force  of  circumstances,  is  in  charge  of  the 
oft-difficult  task  of  caring  locally  for  children  and 
adolescents  with  seizures.  It  is  meant  to  be  used 
as  a guide  to  help  him/her  navigate  the  uncharted 
waters  of  childhood  epilepsy. 

Seizures  constitute  one  of  the  commonest  forms 
of  acute  illnesses  in  children  and  adolescents  and 
are  often  a source  of  great  anxiety  for  the  parents 
and  bewilderment  for  the  physician.  Pediatricians 
and  General  Practitioners  alike  are  certain  to  en- 
counter a fair  number  of  seizure  patients  in  their 
daily  practices.  While  some  of  these  patients  are 
ideally  handled  through  a referral  to  a child  neu- 
rologist, in  reality,  the  primary  physician  will  of- 
ten find  himself  making  crucial  decisions  regarding 
the  evaluation  and  treatment. 

To  begin,  the  physician  must  know  that  not  ev- 
ery paroxysmal  event  is  an  epileptic  seizure. 

It  is  also  important  to  realize  that  seizure  symp- 
tomatology may  be  diverse,  multifaceted  and  some- 
times puzzling.  In  addition,  far  from  being  discrete 
entities,  seizures  are  manifestations  of  many  dif- 
ferent types  of  underlying  brain  dysfunction,  rang- 
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ing  from  the  very  benign  to  the  extremely  serious. 
In  dealing  with  young  seizure  patients,  it  is  useful 
to  develop  a well-organized  and  gradual  approach 
to  both  diagnosis  and  treatment.  It  should  all  be- 
gin with  a detailed  history  and  physical  exam,  fol- 
lowed by  the  judicious  use  of  laboratory  tools. 

HISTORY  TAKING:  WAS  IT  REALLY 
A SEIZURE? 

The  first  question  to  consider  is  whether  or  not  the 
episode  being  reported  was  truly  an  epileptic  sei- 
zure. I have  encountered  many  children  and  ado- 
lescents who  were  receiving  medications, 
sometimes  for  several  years,  based  on  scant  pre- 
sumptive evidence  that  they  had  epilepsy.  It  is  al- 
ways helpful  to  remember  the  adage:  “not 
everything  that  shakes  is  a seizure.”  Nonepileptic 
paroxysmal  events  such  as  movement,  sleep  and 
psychiatric  disorders  as  well  as  shuddering,  star- 
ing, syncope,  gastroesophageal  reflux  and  reaction 
to  some  medications  may  imitate  seizures.  To- 
gether, these  conditions  are  at  least  as  frequent  as 
epileptic  seizures. 

Since  the  physician  himself  will  seldom  have 
the  opportunity  to  observe  an  event,  a detailed  his- 
tory is  essential  to  the  diagnosis.  The  most  impor- 
tant piece  of  information  is  a thorough  description 
of  the  event  by  a reliable  witness.  Episodes  not 
entirely  witnessed  by  a parent  and  those  occurring 
away  from  home,  in  sleep,  or  when  the  child  is 
unattended  may  pose  a diagnostic  dilemma.  This 
is  especially  true  when  the  EEG  shows  either  non- 
specific abnormalities  or  no  abnormalities  at  all. 

In  general,  the  more  knowledgeable  the  witness, 
the  more  reliable  and  accurate  his/her  account  will 
be.  Accounts  by  young  and  impressionable  indi- 
viduals, such  as  a sibling  or  a teenage  baby  sitter, 
should  be  received  with  caution.  Even  mature 
adults,  such  as  a parent  or  a teacher,  may  not  al- 
ways be  able  to  provide  good  descriptions.  Some 
are  too  frightened  by  the  event  to  pay  attention  to 
details,  whereas  others  may  either  have  incomplete 
recollection  of  the  event  or  simply  lack  the  ability 
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to  be  precise.  Therefore,  history  should  be  pains- 
takingly taken,  and  questions  may  have  to  be  re- 
phrased over  and  over  until  a clear  picture  emerges. 

PHYSICAL  EXAM:  LOOKING  FOR  CLUES 

A history  of  a possible  seizure  generally  carries 
more  weight  if  the  child  is  also  neurologically  ab- 
normal. The  presence  of  mental  retardation,  focal 
neurologic  deficits  or  skin  stigmata  of  either  Tu- 
berous Sclerosis  or  Sturge-Weber,  indicates  an  ab- 
normal brain,  of  the  type  expected  to  initiate 
spontaneous  seizures  discharges.  However,  at  least 
half  of  the  children  with  seizures  are  neurologi- 
cally intact  and,  thus,  the  seizures  themselves  may 
constitute  the  only  manifestation  of  a dysfunctional 
brain  on  a given  child. 

HYPERVENTILATION:  ABSENCES 
UNVEILED 

This  simple  and  highly  efficacious  test  should  al- 
ways be  performed  at  the  office  when  the  com- 
plaint is  that  of  “staring  spells.”  I keep  colorful 
pinwheels  at  my  office  to  make  it  more  fun  for  the 
child.  However,  a strip  of  soft  paper  will  do  just  as 
well.  The  child  must  blow  continuously,  from  one 
and  a half  to  two  minutes.  Any  interruptions  such 
as  laughing,  talking,  coughing  will  invalidate  the 
test  and  necessitate  a repeat  after  some  rest.  Nearly 
100  percent  of  the  cooperative  children  with  ab- 
sences will  have  a seizure  with  hyperventilation, 
provided  they  are  not  receiving  anticonvulsants. 

For  the  young  and  uncooperative,  the  test  may 
not  be  feasible.  However,  on  the  older  and  coop- 
erative child,  a negative  hyperventilation  rules  out 
absence  seizures  as  a cause  of  their  staring.  When 
results  are  inconclusive,  proceed  with  an  EEG. 

ELECTROENCEPHALOGRAM:  CAVEAT 
EMPTOR 

The  EEG  can  be  the  physician’s  best  friend  or  his 
worst  enemy,  depending  on  how  results  are  viewed. 
An  abnormal  EEG  is  not  proof  that  the  patient  has 
seizures  because  not  all  electrographic  abnormali- 
ties are  epileptogenic  in  nature.  A slow  EEG,  or 
the  presence  of  sharp  waves  in  some  relatively  si- 
lent areas  of  the  brain,  notably  central  and  occipi- 
tal, carry  little  diagnostic  weight  as  far  as  seizures 
are  concerned.  The  electroencephalographer  will 
advise  the  physician  on  the  relative  importance  of 


the  findings  but,  ultimately,  the  diagnosis  will  rest 
on  the  clinical  correlation  by  the  physician  him- 
self. True  spikes  or  spike  and  wave  discharges  in 
highly  epileptogenic  areas,  such  as  the  frontal  and 
temporal  lobes,  can  be  accepted  as  a good  evidence 
of  clinical  seizures.  Likewise,  bilateral  spike  and 
wave  discharges  are  usually  indicative  of  epilepsy. 

Not  all  epileptic  children  will  have  demonstrable 
abnormalities  on  their  EEGs.  When  a routine  EEG 
fails  to  confirm  the  diagnosis  of  seizures,  a sleep- 
deprived  EEG  may  prove  useful  in  bringing  out 
the  epileptic  focus.  This  procedure  takes  advan- 
tage of  the  fact  that  a sleep-deprived  brain  becomes 
electrically  unstable  and  increases  its  rate  of  fir- 
ing. For  the  test  to  be  of  value,  the  child  will  have 
to  be  kept  awake  for  24  hours  prior  to  the  record- 
ing. This  is  not  deleterious  to  the  child  but  can  be 
very  taxing  on  the  parents.  Very  young  children 
will  not  remain  awake  long  enough  to  be  able  to 
take  the  test. 

Simply  staying  up  late  may  help  the  child  go  to 
sleep  during  the  procedure  but  does  not  constitute 
sleep  deprivation.  An  EEG  should  include  both 
periods  of  wakefulness  and  natural  sleep  as  epi- 
leptic discharges  may  occur  exclusively  in  one  or 
the  other  state.  Excessive  muscle,  movement  or 
other  types  of  artifact  may  obscure  seizure  dis- 
charges and  render  the  EEG  technically  unsatis- 
factory. Even  so,  children  should  not  be  sedated  as 
it  is  essential  to  look  at  both  the  awake  and  sleep 
records.  If  a recording  is  found  to  be  technically 
unsatisfactory,  it  is  preferable  to  reschedule  the  test 
than  to  give  the  child  sedation. 

Lastly,  EEG-video  monitoring  is  a special  ex- 
tended inpatient  procedure  that  couples  EEG  re- 
cording with  visualization  of  the  clinical  seizures 
captured  by  a camera. 

NEUROIMAGING:  MAKING  THE  RIGHT 
CHOICE 

Two  neuroimaging  modalities  are  used  in  the  evalu- 
ation of  seizures:  CAT  Scans  and  MRIs.  Except  in 
emergencies,  whenever  neuroimaging  is  indicated, 
an  MRI  rather  than  a CAT  Scan  is  the  test  of  choice. 
CAT  Scans  are  blind  to  some  highly  epileptogenic 
areas  of  the  brain,  such  as  portions  of  the  temporal 
lobes,  and  may  entirely  miss  small  lesions  in  other 
locations.  Neuroimaging  should  be  reserved  for 
seizures  that  are  either  focal  in  origin  or  of  unknown 
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etiology.  Benign  conditions  such  as  Rolandic  Epi- 
lepsy, Typical  Childhood  Absences  and  other  forms 
of  genetically-determined  epilepsies,  obviously  do 
not  require  neuroimaging.  It  is  best  to  obtain  an 
EEG  first  and  then  decide  whether  or  not  an  MRI 
should  be  done.  With  the  exception  of  Rolandic 
Epilepsy  with  benign  centro-temporal  spikes,  a 
focal  EEG  is  always  an  indication  for  an  MRI.  On 
the  other  hand,  if  both  the  routine  and  sleep-de- 
prived EEGs  are  normal,  the  expected  yield  from  an 
MRI  is  so  low  as  to  render  this  test  meaningless. 

MRIs  are  expensive,  and  the  fact  that  young  and 
uncooperative  children  require  sedation  adds  a cer- 
tain degree  of  risk  to  the  procedure. 

SPINAL  TAP:  WHEN  INFECTION  IS 
SUSPECTED 

A spinal  tap  should  always  be  obtained  in  all  cases 
of  neonatal  seizures  or  when  an  infant  or  toddler 
presents  with  his  first  febrile  seizure  and  generally 
appears  ill.  Older  children  only  need  a tap  if  they 
exhibit  signs  of  meningoencephalitis,  such  as  fe- 
ver, meningismus,  hallucinations  confusion,  stu- 
por, etc.  In  any  other  situation,  a routine  spinal  tap 
is  not  recommended  in  the  evaluation  of  seizures. 

SPECIAL  CONSIDERATIONS:  NEONATAL 
SEIZURES 

Neonatal  seizures  constitute  a chapter  apart  and 
require  an  evaluation  diverse  from  that  of  the  sei- 
zures in  older  children.  As  opposed  to  children  in 
whom  idiopathic  (genetic)  epilepsy  constitutes  at 
least  half  of  the  case,  seizures  in  the  newborn  are 
almost  always  secondary  to  a pathological  process. 
Evaluation  of  neonatal  seizures  should  include 
blood  culture,  spinal  tap,  glucose,  electrolytes,  and 
metabolic  studies.  If  the  child  is  too  sick  to  be  sent 
to  radiology  for  a CAT  Scan  or  an  MRI,  a Head 
Ultrasound  should  be  obtained  at  bedside.  Since 
seizure  manifestations  in  newborns  are  nonspecific, 
including  muscle  twitching,  altered  respirations, 
pedaling  movements  etc.,  EEGs  may  be  helpful  in 
defining  the  epileptic  nature  of  these  events. 

Finally,  in  cases  of  neonatal  seizures  resistant 
to  anticonvulsants,  lOOmg  IV  Pyridoxine  should 
be  given.  Pyridoxine-dependency  is  a rare  but  treat- 
able cause  of  neonatal  convulsions. 

SEIZURE  TYPES:  GENERALIZED  AND 


PARTIAL 

Seizures  are  broadly  classified  as  generalized  and 
partial.  Generalized  seizures  include:  grand  mal 
from  the  outset,  absences,  myoclonic  and  atonic. 
Partial  seizures  are  said  to  be  simple  when  there  is 
no  loss  of  consciousness  and  complex  when  the 
consciousness  is  lost. 

Partial  seizures  are  focal  in  origin  but  may  gen- 
eralize into  a grand  mal  (secondary  generalization). 
Most  generalized  seizures  are  manifestations  of  a 
primary  (genetic)  epilepsy,  whereas  focal  seizures 
may  be  an  indication  of  a localized  brain  lesion. 

WHEN  TO  TREAT  SEIZURES:  A 
PHYSICIAN’S  DILEMMA 

A single,  isolated,  brief  seizure  does  not  require 
long-term  treatment.  This  is  especially  true  if  both 
the  EEG  and  physical  exam  are  normal.  On  the 
other  hand,  recurrent  and/or  prolonged  seizures 
may  be  detrimental  to  the  child  and  are  best  handled 
with  long-term  anticonvulsants.  Even  though 
anticonvulsants  may  suppress  abnormal  cerebral 
discharges,  they  merely  constitute  forms  of  symp- 
tomatic treatment  rather  than  a cure  for  epilepsy. 
It  is  highly  debatable  whether  or  not 
anticonvulsants  will  change  the  outcome  of  epi- 
lepsy in  any  significant  way.  Furthermore, 
anticonvulsants  may  cause  side-effects,  ranging 
from  the  very  mild  to  the  potentially  devastating 
and  life-threatening. 

As  such,  anticonvulsants  are  to  be  used  cau- 
tiously and  should  be  reserved  for  cases  in  which 
either  morbidity  or  mortality  from  recurrent  or  pro- 
longed seizures  may  pose  a threat  to  the  well-be- 
ing of  the  child. 

CHOICE  OF  ANTICONVULSANT:  THE 
ALPHABET  SOUP 

In  the  past,  the  choice  of  a seizure  medication  was 
made  simple  by  the  limited  number  of  drugs  avail- 
able. Decades  elapsed  without  any  new  releases, 
but  the  situation  abruptly  changed  a few  years  ago 
with  the  coming  of  a whole  slew  of  new 
anticonvulsants  onto  the  market.  Relative  new- 
comers include:  Topamax,  Gabatril,  Neurontin, 
Felbatol  and  Lamictal. 

This  year  alone,  three  new  anticonvulsants  have 
so  far  reached  the  shelves  of  the  pharmacies: 
Zonegran,  Keppra  and  Trileptal,  with  yet  more  to 
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come.  The  new  drugs  joint  the  traditional,  long- 
established  medications  such  as  Phenobarbital, 
Dilantin,  Tegretol,  Mysoline,  Klonopin,  Zarontin 
and  Depakote.  Given  such  a wide  array  of  choices, 
non-neurologists  may  find  it  difficult  to  select  the 
right  medication  for  their  seizure  patients. 

Since  there  is  no  ideal  anticonvulsant,  the  best 
approach  is  to  choose  a few  drugs,  preferably  some 
of  the  traditional  ones,  and  get  to  know  them  well. 
Most  of  the  generalized  epilepsies  can  be  treated 
with  Depakote,  whereas  Dilantin  and  Tegretol  are 
better  employed  in  the  treatment  of  partial  seizures. 
Phenobarbital  remains  the  anticonvulsant  of  choice 
for  neonates  and  infants  but  should  be  avoided  in 
school-age  children  because  of  cognitive  side-ef- 
fects. Any  seizure  medication  has  the  potential  for 
causing  side-effects  with  which  the  physician 
should  be  thoroughly  familiar  before  initiating 
treatment. 

SUMMARY 

Seizures  are  very  common  in  children  and  adoles- 
cents. Physicians  dealing  with  young  seizure  pa- 
tients should  develop  a well-organized  and 
step-wise  approach  to  the  diagnosis,  bearing  in 


mind  that  other  paroxysmal  disorders  can  closely 
mimic  epileptic  seizures.  Treating  physician  should 
become  familiar  with  a few  of  the  many 
anticonvulsants  available  and  use  them  judiciously 
in  selected  cases. 
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INTRODUCTION 

Diabetes  affects  over  300,000  people  in  South 
Carolina.  In  spite  of  medical  advances  in  the  care 
for  diabetes,  the  incidence  of  mortality  from  heart 
disease  and  from  hypertension,  as  well  as  hospi- 
talization for  renal  insufficiency  and  amputations 
have  risen  substantially  in  South  Carolina  in  the 
past  five  to  ten  years.1  The  State  Legislature  has 
recognized  diabetes  as  an  extremely  important  pub- 
lic health  problem,  and  established  The  Diabetes 
Initiative  of  South  Carolina  to  develop  outreach, 
surveillance,  and  educational  programs  for  health 
professionals  and  for  people  affected  by  diabetes 
and  its  complications.  Many  of  the  programs  of 
The  Diabetes  Initiative  of  South  Carolina  have  been 
described  in  a previous  issue  of  The  Journal  of  the 
South  Carolina  Medical  Association.2 

LEGISLATION  FOR  DIABETES 
EDUCATION  AND  CARE 

The  South  Carolina  General  Assembly  has  recently 
passed  a bill  of  great  importance  to  health  profes- 
sionals, health  insurers,  and  to  people  affected  by 
diabetes  in  South  Carolina.  The  bill  was  first  in- 
troduced in  the  1999  legislative  session  was  signed 
into  law  by  Governor  Hodges  on  June  11,  1999 
and  became  effective  January  1,  2000.  The  bill 
was  amended  in  the  2000  Legislative  session  and 
reads  as  follows: 

Section  2.  Section  38-71 -46(A)  of  the  1976  Code, 
as  added  by  Act  98  of  1999,  is  amended  to  read: 


* Address  correspondence  to  Dr.  Colwell  at 
Diabetes  Center,  Diabetes  Initiative  of  South 
Carolina,  135  Rutledge  Ave.,  Room  273,  RO.  Box 
25056,  Charleston,  SC  29425. 


“(A)  On  or  after  January  1,  2000,  every  health 
maintenance  organization,  individual  and  group 
health  insurance  policy,  or  contract  issued  or  re- 
newed in  this  State  shall  provide  coverage  for  the 
equipment,  supplies,  Food  and  Drug  Administra- 
tion-approved medication  indicated  for  the  treat- 
ment of  diabetes,  and  outpatient  self-management 
training  and  education  for  the  treatment  of  people 
with  diabetes  mellitus,  if  medically  necessary,  and 
prescribed  by  a health  care  professional  who  is  le- 
gally authorized  to  prescribe  such  items  who  dem- 
onstrates adherence  to  minimal  standards  of  care 
for  diabetes  mellitus  as  adopted  and  published  by 
the  Diabetes  Initiative  of  South  Carolina.  This 
subsection  does  not  prohibit  a health  maintenance 
organization  or  an  individual  or  a group  health 
insurance  policy  from  providing  coverage  for  medi- 
cation according  to  formulary  or  using  network 
providers.  Coverage  must  not  be  denied  unless  the 
health  care  professional  demonstrates  a persistent 
pattern  of  failure  to  adhere  to  the  minimal  stan- 
dards of  care  and  unless  the  health  maintenance 
organization  or  insurer  has  first  provided  written 
notice  to  the  health  care  professional  that  cover- 
age will  be  denied  if  the  health  care  professional 
fails  to  adhere  to  the  minimal  standards  of  care. 
(B)  Services  and  payment  for  diabetes  education 
programs  shall  conform  to  regulations  of  the  Health 
Care  Financing  Administration,  US  Department  of 
Health  and  Human  Services,  pursuant  to  Section 
4105  of  the  Balanced  Budget  Act  of  1997.  Diabe- 
tes outpatient  self-management  training  and  edu- 
cation shall  be  provided  by  a registered  or  licensed 
health  care  professional  with  certification  in  dia- 
betes by  the  National  Certification  Board  of  Dia- 
betes Educators,  or  other  accredited  program 
approved  by  the  Diabetes  Initiative  of  South  Caro- 
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lina,  or  by  the  Diabetes  Control  Program  of  the 

S.C.  Department  of  Health  and  Environmental 
Control  in  order  to  meet  the  needs  of  rural  com- 
munities wherein  certified  health  care  profession- 
als providing  this  service  are  not  available. 

(C)  Nothing  contained  in  this  section  may  be  con- 
strued to  affect  in  any  way  the  ability  of  a man- 
aged care  plan  to  credential  or  re-credential  a 
provider. 

(D)  For  purposes  of  this  section:  “ Health  insur- 
ance policy  ” means  a health  benefit  plan,  contract, 
or  evidence  of  coverage  providing  health  insurance 
coverage  as  defined  in  Section  38-71-670(6)  and 
Section  38-71-840(14).  ” 

There  are  two  critical  components  in  this  legis- 
lation. First,  diabetes  self-management  training  and 
education  must  be  provided  by  a health  care  pro- 
fessional who  is  certified  by  The  National  Certifi- 
cation Board  of  Diabetes  Educators.  Alternatively, 
in  order  to  meet  the  needs  of  rural  communities, 
programs  recognized  and  approved  by  The  Diabe- 
tes Initiative  of  South  Carolina  or  by  The  Diabetes 
Control  Program  of  the  S.C.  Department  of  Health 
and  Environmental  Control  (SC  DHEC)  are  also 
eligible  to  receive  payment  for  diabetes  self-man- 
agement and  education. 

Secondly,  insurance  coverage  by  health  main- 
tenance organizations  and  other  health  insurers  is 
linked  to  the  demonstration  by  health  care  profes- 
sionals of  adherence  to  minimal  standards  of  care, 
as  adopted  and  published  by  The  Diabetes  Initia- 
tive of  South  Carolina. 

MINIMAL  STANDARDS  OF  CARE 

On  December  3, 1999,  The  Board  of  the  Diabe- 
tes Initiative  of  South  Carolina  met  and  adopted 
these  seven  minimal  standards: 

1.  At  least  one  HbAlc  Test  annually 

2.  Annual  lipid  profile 

3.  Annual  assessment  of  nephropathy 

4.  Blood  pressure  assessment  at  each  office  visit 

5.  Annual  examination  of  the  feet 

6.  Referral  for  annual  dilated  eye  examination 

7.  Referral  for  diabetes  self-management 
education/  counseling 


CERTIFIED  DIABETES  EDUCATORS  AND 
PROGRAMS  OF  DIABETES  EDUCATION 

The  Diabetes  Initiative  of  South  Carolina,  shortly 
after  its  establishment  by  the  General  Assembly  in 
1994,  recognized  that  there  was  a serious  shortage 
of  certified  diabetes  educators  and  programs  to 
provide  diabetes  education  and  training  in  our  state. 
At  that  time,  there  were  only  25  Certified  Diabetes 
Educators  in  S.C. , and  there  were  no  mechanisms 
to  help  clinics,  hospitals,  or  centers  to  set  up  and 
implement  programs  of  education  for  people  with 
diabetes.  Accordingly,  the  Board  authorized  the  cre- 
ation of  bi-annual  comprehensive  training  pro- 
grams for  health  professionals  who  were  interested 
in  becoming  Certified  Diabetes  Educators.  Sec- 
ondly, the  Board  authorized  the  establishment  of 
Model  Diabetes  Patient  Education  Programs,  in 
collaboration  with  The  Diabetes  Control  Program, 
SC  DHEC.  This  program  was  designed  to  aid  in- 
stitutions, hospitals  and  clinics  to  set  up  programs 
of  recognized  excellence  in  diabetic  education  and 
training.  As  a result  of  these  two  efforts,  we  now 
have  190  Certified  Diabetes  Educators  in  the  state, 
and  have  recognized  13  sites  as  having  Model  Dia- 
betes Patient  Education  Programs.  An  additional 
three  sites  are  soon  to  be  recognized,  and  58  others 
have  started  the  process  towards  the  goal  of  recog- 
nition. Nine  sites  have  received  national  recogni- 
tion by  The  American  Diabetes  Association.  These 
efforts  will  continue,  and  assure  that  our  state  will 
have  an  adequate  number  of  certified  educators  and 
recognized  programs  to  satisfy  the  first  critical 
component  of  this  recent  legislation. 

NATIONAL  GUIDELINES 

A number  of  national  agencies  and  health  organi- 
zations that  deal  with  issues  of  care  for  people  with 
diabetes  have  reached  a consensus  about  care 
guidelines.  The  Task  Force  of  the  Board  of  the 
Diabetes  Initiative  of  South  Carolina  reviewed 
these  recommendations  in  detail.  Nationally,  The 
Health  Plan  Employer  Data  and  Information  Set 
(HEDIS),  established  voluntary  indicators  in  1999, 
and  made  these  mandatory  in  2000.  The  Diabetes 
Quality  Improvement  Project  (DQIP)  is  a consor- 
tium, which  includes  representation  from  The  Na- 
tional Committee  for  Quality  Assurance  (NCQA), 
The  American  Academy  of  Family  Practice 
(AAFP),  American  College  of  Physicians  (ACP), 
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The  American  Diabetes  Association  (ADA),  Vet- 
erans Affairs  (VA),  and  HCFA.  DQIP  established 
a set  of  measures  which  is  to  be  used  nationally  by 
Medicare,  Medicaid,  VA,  NCQA,  ADA,  and  AMA. 
Managed  care  organizations  have  a requirement  to 
collect  DQIP  data,  and  this  effort  is  expected  to 
spread  to  other  health  insurers.  The  seven  guide- 
lines approved  by  The  Diabetes  Initiative  Board 
are  in  accordance  with  these  national  requirements. 
Thus,  needless  duplication  of  effort  should  not  oc- 
cur. 

In  1997,  the  ADA  launched  the  Provider  Rec- 
ognition Program.  The  primary  goals  of  the  pro- 
gram are  to;  facilitate  implementation  of  treatment 
guidelines;  document  the  effectiveness  of  interven- 
tion programs;  and  to  encourage  implementation 
of  effective  intervention  programs.  The  program 
requires  physicians  to  submit  data  documenting 
their  delivery  of  care  to  patients  with  diabetes.  This 
program  provides  a convenient  mechanism  for 
physicians’  providers  to  document  adherence  to 
state  and  national  guidelines. 

SCIENTIFIC  RATIONALE 

There  is  strong  scientific  rationale  for  these  stan- 
dards. Each  is  a measurement  which  leads  to  ac- 
tion to  prevent  or  delay  complications  of  diabetes. 
They  are  supported  by  results  from  large  scale  ran- 
domized collaborative  trials.  Thus,  The  Diabetes 
Control  and  Complications  Trial  (DCCT)  in  type 
1 patients,  and  The  United  Kingdom  Prospective 
Diabetes  Study  (UKPDS)  in  type  2 patients  estab- 
lished unequivocally  that  intensive  glycemic  man- 
agement of  diabetic  patients  will  materially  lower 
the  risk  of  progression  of  retinopathy,  nephropa- 
thy, and  neuropathy.3  4 Action  is  recommended  if 
HbAlC  is  > 8 percent,  with  a goal  of  < 7 percent. 
Trials  directed  at  lowering  LDL-C  below  1 00  mg/ 
dl  and  raising  HDL-C  above  40  mg/dl,  in  addition 
to  lowering  plasma  triglyceride  levels  below  200 
mg/dl  have  shown  at  least  a 25-30  percent  relative 
risk  reduction  for  coronary  events  in  people  with 
diabetes.5-7  Assessment  of  nephropathy  by  check- 
ing for  small  amounts  of  albumin  in  the  urine 
(microalbumin)  leads  to  action,  usually  with  an- 
giotensin converting  enzyme  therapy,  that  will 
lower  the  rate  of  progression  of  renal  failure8  as 
well  as  decrease  the  risk  for  heart  attacks9  in  dia- 
betic individuals.  At  least  three  recent  large  scale 


trials,  Hypertension  Optional  Treatment  (HOT, 10) 
and  Systolic  Hypertension  in  the  Elderly  (Syst-Eur, 
n)  and  United  Kingdom  Prospective  Diabetes 
Study  (UKPDS, l2)  have  recently  shown  major  risk 
reductions  when  hypertension  is  treated  to  blood 
pressure  levels  below  135/85  mm  Hg.  Many  stud- 
ies have  shown  that  regular  examination  of  the  feet, 
with  foot  care  education,  will  prevent  amputations, 
and  annual  eye  examinations  by  an  eye  specialist 
through  dilated  pupils,  will  lead  to  therapy  to  pre- 
vent blindness.  Finally,  referral  to  a nutritionist, 
certified  diabetes  educator  and  a Counselor  will 
provide  the  patient  with  an  informed  program  in- 
cluding a meal  plan,  exercise,  aspirin  therapy,  and 
the  necessary  knowledge  and  coping  skills  needed 
for  successful  self-management.  Thus,  the  seven 
process  measures  defined  by  The  Diabetes  Initia- 
tive of  South  Carolina  Board  will  naturally  lead  to 
actions  which  will  substantially  improve  the  lives 
of  people  with  diabetes  in  South  Carolina. 

DISCUSSION 

Third  party  payors  will  not  use  these  standards  to 
deny  reimbursement  for  care.  Rather,  they  will  use 
them  to  begin  to  monitor  outcomes,  which  will  ul- 
timately lead  to  great  cost  savings  for  patients  and 
payors  alike.  Studies  have  shown  that  preventa- 
tive actions,  as  triggered  by  these  care  standards, 
will  slow  down  or  prevent  the  costly  complications 
of  diabetes,  including  heart  attacks,  strokes,  renal 
failure,  blindness,  and  amputations.  The  diabetic 
community  is  fortunate  in  having  markers,  which 
are  easily  measured  with  reasonable  cost,  which 
will  identify  areas  in  which  preventative  action  may 
be  taken.  Thus,  these  guidelines  are  nothing  more 
than  what  the  patients  deserve  for  sound  diabetic 
management.  As  such,  they  will  be  widely  adopted 
and  implemented  by  those  practitioners  who  de- 
sire to  utilize  modern  preventative  measures  in 
people  with  diabetic  mellitus. 
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INTRODUCTION 

Insulin  infusion  pumps  are  becoming  increasingly 
popular  since  the  Diabetes  Complications  Control 
Trial  (DCCT)  study  report  in  1993.'  That  study 
suggested  that  complication  rates  can  be  reduced 
significantly  if  the  Ale  value  is  kept  below  7.9 
percent.  A follow-up  report  emphasized  further  the 
importance  of  keeping  the  Ale  below  seven  per- 
cent in  the  prevention  of  diabetic  angiopathy.2  A 
more  recent  study  by  Japanese  investigators 
showed  that  in  NIDDM,  the  onset  of 
microangiopathy  was  almost  directly  correlated 
with  the  average  Ale  level  over  a ten  year  period.3 
They  suggested  the  possible  elimination  of  com- 
plications at  average  Ale  levels  below  six  percent. 
Shichiri  el  al  stated  that  the  relative  risk  (in  type  II 
patients)  of  developing  retinopathy  is  reduced  by 
47  percent  for  every  one  percent  decrease  in  actual 
Ale.4 

Physicians  who  manage  diabetic  adolescents  re- 
alize that  in  the  post-honeymoon  period,  this  lofty 
goal  is  virtually  impossible  with  conventional 
therapy.  CSII  appears  currently  to  offer  the  best 
method  for  maximum  reduction  of  the  mean  Ale 
in  adolescents  and  young  adults. 

Current  regimens  utilizing  CSII  all  give  40  to 
50  percent  of  the  total  daily  insulin  dose  as  basal 
and  50  to  60  percent  as  boluses.5 

This  report  outlines  another  method  which  gives 
20-25  percent  of  daily  dose  as  boluses  and  75-80 
percent  as  basal  and  can  achieve  mean  Ale  values 
in  the  7.5  percent  range  without  undue  hypoglyce- 
mia problems.  The  patients  were  not  hospitalized 
to  initiate  CSII  therapy. 

RESEARCH  DESIGN  AND  METHODS 


* Address  correspondence  to  Dr.  Strickland  at  304 
Fort  Howell  Drive,  Hilton  Head  Island,  SC  29926. 


All  patient  data  are  shown  in  Table  1 and  all  were 
followed  by  the  authors  from  onset  of  diabetes. 
Patients  were  selected  because  after  two  years  of 
numerous  adjustments  with  multiple  daily  doses 
of  mixed  insulin,  they  were  unable  to  consistently 
maintain  Ale  values  below  8.5  percent.  Thus  they 
serve  as  their  own  control.  To  initiate  CSII,  the 
patient  was  mailed  a basal  profile  program  of  four 
to  five  rate  changes  per  day  with  the  lowest  dose 
from  midnight  to  0600,  larger  amounts  during  the 
day  and  usually  the  highest  dose  from  1600  to  2100 
hrs.  An  example  is  presented  in  Table  2.  Boluses 
are  given  before  meals  and  night  snack  depending 
on  blood  glucose  (BG).  A bolus  was  also  given 
(listed  as  “other  times”  in  the  table)  if  the  BG  was 
> 250  mg/dl  { 13.9mmol/L}.  If  such  a dose  was 
needed,  they  were  to  repeat  the  BG  in  one  hour. 
Boluses  were  generally  about  20  percent  of  the  to- 
tal daily  dose,  but  were  based  on  the  pre-meal  BG 
with  coverage  for  the  meal.  The  total  basal  dose 
was  about  80  percent  of  the  total  daily  dose. 

The  initial  CSII  basal  rate  profile  was  given  to 
the  patient  so  that  when  their  pump  arrived  at  their 
home,  they  could  learn  to  program  it  using  the 
manual  and  video.  By  the  time  of  the  instructional 
outpatient  visit,  they  had  programmed  the  pump 
and  could  reprogram  and  bolus  with  it  without  dif- 
ficulty. Only  one  patient,  (A.W.)  was  hospitalized 
for  instructions  because  of  insurance  requirements. 
The  instructional  visit  took  three  to  four  hours.  Pa- 
tients were  generally  on  the  usual  ADA  five  meal 
diet,  so  that  boluses  could  be  figured  to  cover  pre- 
meal BG  and  food  intake. 

To  initiate  the  pump,  the  daily  pre-CSII  dose 
was  reduced  by  20  percent.  MiniMed  506  or  507 
was  used  in  all  but  one  patient  (Disetronic).  Pa- 
tients were  instructed  as  to  minor  adjustments  for 
both  basal  and  bolus  insulin  as  dictated  by  their 
mean  pre-meal  BG  over  a three  day  span.  At  home, 
after  the  initial  visit,  they  checked  BG  every  two 
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Table  1. 

Data  o 

N=32 
20  M 
12  F 

n all  patients 

Age  (yrs) 
Onset 
DM-1 

Age  (yrs) 
Pump  started 

Age  (yrs) 
Last 
visit 

Mean  Ale 
2+  years  before 
pump 

Last  Ale 
before  pump 

1“  Ale 
6-8  weeks 
after  pump 

Mean  Ale 
on  pump 

Mean 

Tnsnlin 

(u/kg) 

before 

primp 

Mean 

Insulin 

(u/kg) 

CHI 

primp 

Range 

2 0/12-24  1/2 

13  9/12  - 
30  4/12 

14  11/12  — 
31  6/12 

6.8-13.1% 

6.8-12.6% 

5.9-9  2% 

5.9-8.6% 

0.55-2.2 

0.23-1/2 

Mean 

ISD 

9.43+4.46 

18.71+4.28 

19.83+1.42 

% 

9.38+1.42 

% 

9.40+1.25 

% 

7.67  + 0.89 
% 

7.46  +0.68 
% 

1.12+0.37 

0.84+0.28 

Table  2. 


Sliding  Scale  Boluses: 


BG  mg/dl 

Breakfast 

Lunch 

Dinner 

Night  Snack 

“Other”  time 

0-50 

2 

0 

1 

0 

0 

51  - 100 

5 

1 

3 

1 

0 

101  - 150 

7 

3 

6 

2 

0 

151-200 

8 

4 

7 

3 

0 

201  - 250 

9 

5 

8 

4 

0 

251  -300 

10 

6 

9 

5 

4 

301  - 400 

11 

7 

10 

6 

5 

>400 

12 

8 

11 

7 

7 

Basat.  Profit  f.s: 


Profile  # 

Time 

Rate  (units/hr.) 

Total 

1 

MN  to  0600 

1.5 

9u 

2 

0600  to  Noon 

2.5 

15u 

3 

Noon  to  1600 

3.5 

14u 

4 

1600  to  2100 

3.7 

18.5u 

5 

2100  to  MN 

2.0 

6u 

62.5  units  total  basal 
18.0  units  total  bolus 
(total  for  desired  range)  80.5  units /day 


hours  and  called  (ALS)  four  times  in  the  first  24 
hours  and  twice  a day  over  the  subsequent  72  hours 
for  any  needed  adjustments.  Afterwards,  they  called 
daily  until  stable. 

Hemoglobin  Ale  values  were  performed  by  the 
DCA-2000  machine  (by  Bayer)  with  quality  con- 
trol compared  to  CX7  Beckman,  as  well  as  con- 
trols with  the  analyzer,  (normal  range  is  4.2  to  6.5 
percent.) 

Table  3 gives  examples  of  basal  and  bolus  doses 
for  patients  whose  average  daily  dose  is  25,  50. 
75,  100  units,  for  convenience. 

Statistical  analysis  of  Ale  values  was  by  the 
student’s  test. 


RESULTS 

Mean  multiple  daily  dose  of  mixed  injections  was 
1.12  ±0.37  units/Kg  and  CSII  was  0.84±0.28  units/ 
Kg  (a  25  percent  reduction).  The  mean  Ale  value 
over  a period  of  more  than  six  months  before  vs. 
six  months  or  more  on  CSII  was  9. 3 8±  1.42  to 
7.46±0.68  percent  p=.001.  The  mean  Ale  imme- 
diately before  CSII  vs.  six  to  eight  weeks  on  CSII 
was  9.40±1.25  to  7.67±0.88  p=.001  (Table  1).  It 
was  surprising  to  find  that  many  patients  had  dra- 
matic reductions  of  their  Ale  within  six  to  eight 
weeks  after  starting  the  pump.  Eighteen  patients 
had  reductions  of  over  15  percent,  13  had  reduc- 
tions over  20  percent,  six  over  30  percent  and  three 
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Table  3. 

Basal  Insulin  Doses:  5 profiles  for  4 different  totals 

MN 6h_ 

0600 6h 

Noon 4h 

1600 

5h 

2100 3h MN 

Daily  Total 
Insulin 

© 

© 

<3> 

© 

© 

Total  Basal 

25u 

0.5u/h  (3) 

0.7u/h  (4.2) 

0.8u/h  (3.2) 

l.Ou/h  (5) 

0.6u/h  (1.8) 

17.2u 

50u 

l.Ou/h  (6) 

1.4u/h  (8.4) 

1.6u/h  (6.4) 

2.2u/h  (11) 

1.2u/h  (3.6) 

35. 4u 

75u 

1.5u/h  (9) 

2.2u/h  (13.2) 

2.5u/h  (10) 

3.2u/h  (16) 

1.8u/h  (5.4) 

53. 6u 

lOOu 

2.0u/h  (12) 

3.2u/h  (19.2) 

3.6u/h  (14.4) 

4.2u/h  (21) 

2.6u/h  (7.8) 

74.4u 

Boluses:  Pre-meal  doses  by  4 different  total  daily  doses. 

BG 

Pre-Breakfast 
25  50  75  100 

Pre-Lunch 
25  50  75  100 

Pre-Supper 
25  50  75  100 

Pre-Night  Snack 
25  50  75  1 00 

Other  Times* 

25  50  75  100 

Bolus  Totals 
25  50  75 

100 

0-50 

1 2 

3 4 

0 

1 2 3 

1 

2 3 4 

0 

1 

1 

3 

0 0 0 0 

2 6 9 

15 

51-100 

2 4 

5 6 

1 

2 3 4 

2 

4 5 6 

1 

2 

3 

4 

0 0 0 0 

6 12  16 

20 

101-150 

2 5 

7 8 

2 

3 4 5 

2 

4 6 8 

1 

2 

4 

5 

0 0 0 0 

7 14  21 

26 

151-200 

4 6 

7 9 

3 

X 5 6 

3 

6 7 9 

3 

4 

5 

6 

0 0 0 0 

13  20  24 

30 

201-250 

5 7 

8 10 

4 

5 6 7 

5 

7 8 10 

4 

5 

6 

7 

0 0 0 0 

18  24  28 

34 

251-300 

6 8 

9 11 

5 

5 7 8 

6 

8 9 11 

5 

6 

7 

8 

12  3 4 

22  28  32 

38 

301-400 

7 9 

10  12 

6 

7 8 9 

7 

9 10  12 

6 

7 

8 

9 

2 3 5 6 

28  32  36 

42 

>400 

8 10 

11  12 

7 8 9 10 

8 

10  11  13 

7 

8 

9 

10 

3 4 7 8 

33  36  40 

46 

*If  insulin  is  given  at  “other  time”,  repeat  in  one  hour. 

Basal 

18  36  54  74 

Total  for  desired  ranges  25  50  75  100 

The  table  for  bolus  doses  before  meals  includes  coverage  for  carbohydrate  and  protein  and  fat  conversion  to  carbo- 
hydrate in  meals  based  on  usual  ADA  meal  plans  with  50%  CHO,  30%  fat,  20%  protein.  Since  children  and  adoles- 
cents often  skip  meals,  and  especially  lunch  boluses,  it  is  sometimes  better  to  include  a 6th  profile  for  2 or  3 hours 
around  lunch  that  increases  the  basal  level  to  help  cover  lunch.  Extra  profiles  may  also  be  needed  at  other  times  for 
similar  reasons. 

over  40  percent. 

There  was  no  significant  change  in  the  num- 
ber of  hypoglycemic  episodes  after  CSII  was 
started.  Many  patients  reported  BG  values  between 
40  to  50  mg/dl,  but  none  were  symptomatic  requir- 
ing glucagon.  Five  patients  experienced  initial  prob- 
lems with  insertion  of  the  Sof-set®  (kinking  of  the 
cannula  in  thin  bellies)  resulting  in  incomplete  in- 
fusion of  insulin,  and  solved  this  problem  by 
switching  to  a needle  set. 

CONCLUSIONS 

This  report  outlines  a method  for  CSII  which  does 
not  require  hospitalization  for  pump  initiation,  pro- 


duces adequate  mean  Ale  values  with  an  average 
reduction  of  about  20  percent  (ex.  9.3  percent  to 
7.5  percent)  and  does  not  increase  hypoglycemic 
episodes.  This  reduction  of  Ale  for  six  months  or 
more  before  and  after  CSII  was  9.38±1.42  to  7.46 
±0.68  percent  and  within  six  to  eight  weeks  after 
beginning  CSII,  the  reduction  was  essentially  the 
same,  9.40±  1.25  to  7. 67±0.88  percent.  Both  results 
are  significant  (p=0.001). 

Current  recommended  methods  for  pump 
therapy  generally  utilize  a total  daily  dose  which 
consists  of  about  60  percent  by  boluses  and  40  per- 
cent as  basal.5'7  Since  teenagers  often  skip  meals, 
fail  to  check  BG,  and  fail  to  bolus  because  of  in- 
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convenience,  it  is  better  to  give  more  of  the  total 
infusion  by  basal  doses  rather  than  large  boluses 
so  as  to  avoid  hypoglycemia.  This  method  has  been 
used  by  the  author  since  the  auto-syringe,  which 
was  one  of  the  earliest  pumps  in  the  late  seventies. 
The  patients  in  this  report  did  not  experience  any 
symptomatic  hypoglycemic  episodes  during  the 
span  of  this  report.  The  higher  bolus  doses  appear 
to  work  well  in  older,  more  mature,  more  compli- 
ant type  I and  type  II  patients,  but  perhaps  not  as 
well  with  adolescents. 

When  using  60  percent  daily  dose  as  boluses, 
Steindel  et  al  found  no  significant  reduction  in  Ale 
values,  but  the  number  of  hospitalizations  and  over- 
all cost  of  management  was  improved.8  Others 
found  a reduction  of  mean  Ale  values,  but  were 
generally  dealing  with  an  older  population.6  7 

A review  of  recent  studies  by  Shichiri  et  al  in 
the  Kumamoto  study  states  that  all  recent  research 
studies  show  that  reducing  the  Ale  levels  is  im- 
perative for  reducing  or  preventing  complications 
in  both  type  I and  type  II  patients.4  This  method, 
utilizing  approximately  80  percent  of  the  total  daily 
dose  as  basal,  avoids  hospitalization  to  initiate  CSII 
and  significantly  reduces  the  mean  Ale  and  this 
reduction  occurs  within  six  to  eight  weeks  of  be- 
ginning CSII.  It  also  avoids  hypoglycemic  epi- 
sodes. 
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Abbreviations 

1.  Hemoglobin -Ale 

(Ale) 

2.  Blood  Glucose 

(BG) 

3.  Insulin  Infusion  Pump 

(CSII) 

4.  Diabetes  Complications  Control  Trial 

(DCCT) 

5.  Diabetes  Mellitus  - Type  1 

(DM-1) 

6.  Non-Insulin  Dependent  Diabetes  Mellitus  (type  II) 

(NIDDM) 

7.  Insulin  Dependent  Diabetes  Mellitus  (type  I) 

(IDDM) 
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Y2K.5.  E PLURIBUS  UNUM,  DUM  SPIRO  SPERO , ESSE  QUAM  VIDERI 

Linked  together  by  the  strong  bonds  of  community  of  interests,  the  profession  of  medicine  forms  a remarkable 
world-unit  in  the  progressive  evolution  of  which  there  is  a fuller  hope  for  humanity  than  in  any  other  direction. 

- William  Osier 

The  Coans  and  the  Cnidians,  the  Arabians  and  the  Galenists,  the  humoralists  and  the  solidists,  the  Brunonians 
and  the  Broussaisians,  the  homeopaths  and  the  regulars,  have,  in  different  centuries,  rent  the  robe  of 
ALsculapius. 

- William  Osier 


The  patient  reader  who  has  endured  these  musings 
on  medicine-at-the-millennium  will  recall  the  major 
premise:  medicine  will  thrive,  but  the  medicine 
profession — well,  it’s  a question  mark.  Technology, 
inching  forward  like  a giant  glacier,  slowly  but 
steadily  erodes  the  uncertainty  that  has  heretofore 
characterized  the  diagnosis,  treatment,  and  prevention 
of  disease.  Remove  the  uncertainty,  and  medicine 
becomes  increasingly  less  of  an  art  and  more  of  a 
technical  service.  Trivialize  the  technology  and  what’s 
left?  But  the  patient  reader  will  also  recall  a cautious 
optimism  about  the  profession’s  future,  while 
recognizing  that  it’s  up  to  us. 

All  readers  will  recognize  e pluribus  unum  and 
dum  spiro  spero  as  the  optimistic  mottos  of  the  United 
States  and  South  Carolina,  respectively.  E pluribus 
unum.  . . out  of  many,  one.  . . we  physicians  must 
consider  ourselves  to  be  first  physicians,  members 
of  a great  worldwide  profession,  and  only  secondarily 
family  practitioners,  nephrologists,  plastic  surgeons, 
or  what  have  you.  Dum  spiro  spero. . . while  I breathe, 
I hope. . . we  physicians  must  maintain  our  collective 
optimism  that  medicine  will  continue  to  be  a superb 
career  choice  for  our  children  and  grandchildren. 
Some  readers  will  recognize  esse  quam  videri  as  the 
mindful  motto  of  North  Carolina,  our  sister  state.  Esse 
quam  videri.  . . to  be  rather  than  seem.  . . 

Esse  quam  videri.  Are  we  one  profession?  Or  do 
we  just  look  like  one  to  outsiders?  Is  the  ideal  possible 
or  unrealistic?  Are  we  self-deluding? 

What  factors  divide  us?  My  list  includes  the 
following: 

• Older  and  younger.  Older  physicians  tend  to  value 

autonomy  and  to  belong  to  the  American  Medical 


Association.  Many  younger  physicians  favor 
group  practice  arrangements  and  see  themselves 
as  “non-joiners.” 

• American  medical  graduates  and  international 
medical  graduates.  The  former  are  sometimes 
perceived  by  the  latter  as  an  old  boy  network.  The 
latter  are  sometimes  perceived  by  the  former  as 
having  escaped  the  high  cost  of  American  medical 
education. 

• Community-based  and  hospital-based. 
Shouldering  their  own  overhead  and  running  small 
businesses,  community-based  physicians 
sometimes  perceive  their  hospital-based 
counteiparts  to  be  unfair  competition. 

• Town  and  gown.  Physicians  in  private  practice  are 
inclined  to  perceive  their  academic  counterparts 
as  subsidized  competition.  Committed  to 
preserving  medicine’s  knowledge  base,  full-time 
faculty  yearn  to  be  treated  like  everyone  else. 

• My  group  and  your  group.  Managed  care  contracts 
and  other  business  arrangements — group  practices 
without  walls  are  one  example — place  entire 
groups  of  physicians  in  fierce  competition  with 
one  another  for  basic  livelihood. 

• Generalists  and  specialists.  Primary  care 
physicians  see  themselves  as  caring  for  the  whole 
patient,  not  just  the  disease,  yet  face  the  daunting 
challenge  of  being  familiar  with  all  of  medicine. 
Some  specialists  perceive  that  all  medical  care  is, 
ultimately,  specialty  care. 

In  my  opinion,  the  most  daunting  of  these  challenges 

is  the  latter:  generalists  versus  specialists. 

The  issue  of  generalism  versus  specialism  applies 

to  all  occupations  in  all  nations  in  all  eras,  but  the 
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outcome  varies  according  to  time  and  place.  Medicine 
in  the  United  States  provides  an  excellent  case  in 
point.  In  Europe  and  the  British  Isles,  medicine  as 
we  know  it  began  with  specialism  out  of  which 
generalism  emerged;  in  the  United  States  it  was  the 
other  way  around.1  American  physicians  began  to 
specialize  during  the  19th  Century,  and  the  pace  of 
specialism  accelerated  dramatically  during  the  20th 
Century  especially  after  the  two  World  Wars. 
Realization  that  the  overwhelming  majority  of  young 
physicians  were  choosing  specialties  and 
subspecialties  spawned  the  primary  care  movement, 
which  began  in  earnest  during  the  1960s  with  the 
formation  of  the  American  Board  of  Family  Practice. 
Despite  the  huge  success  of  the  family  practice 
movement,  however,  data  from  developed  countries 
suggests  that  the  United  States  ranks  worst  in  patient 
satisfaction  which  tends  to  correlate  with  access  to 
primary  care.2  But  what  do  Americans  really  want? 

There  is  no  single  answer,  of  course,  for  pluralism 
and  free  choice  are  basic  tenets  of  American  society. 
My  sense,  however,  is  that  Americans  are  uniquely 
infatuated  with  technology.  Most  Americans,  I 
suspect,  prefer  the  reassurance  of  a normal  CT  scan 
to  a family  physician’s  meticulous  examination  and 
measured  judgement  that  the  headache  is  not  due  to 
a serious  cause.  Most  Americans,  I suspect,  are  not 
really  concerned  that  the  listening  and  caring  primary 
care  physician  is  not  paid  especially  well  for  listening 
and  caring  compared  to  the  generous  reimbursements 
that  flow  from  procedures.  Third  party  payers  will 
figure  out  that  a nurse  practitioner,  a physician’s 
assistant,  or — actually — just  about  anyone  can  order 
the  CT  scan.  Eventually  third  party  payers  and 
government  will  also  insist  that  the  price  of  the 
technology  be  lowered  dramatically.  What,  then,  is 
left  for  physicians? 

Elsewhere  I have  argued  that  primary  care 
physicians,  specialists,  subspecialists,  and  sub- 
subspecialists need  to  forge  new  working 
arrangements  that  are  centered,  perhaps,  around 
Departments  of  Primary  Care. 3 But  a larger  issue  is 
whether  medicine  as  a profession  will  hold  together 
much  longer.  Professions  are  everywhere  under  siege 
and  medicine,  especially  in  the  United  States, 
represents  an  extreme  case.  Recently  three  Canadian 


educators  put  it  well:  “To  prevent  medicine  from 
becoming  a community  in  a market-oriented  world, 
physicians  must  participate  in  shaping  the 
profession’s  future  and  understand  the  principles  and 
obligations  associated  with  being  a member  of  a 
profession. ”4 

E pluribus  unum,  Dum  spiro  spew,  esse  quam 
videri.  What  can  we  do  to  sustain  the  ideal  of  a unified 
profession,  especially  during  an  era  in  which  fierce 
competition,  erosion  of  physician  autonomy,  and 
ever-advancing  technology  threaten  to  divide  us  as 
perhaps  never  before?  When  questions  like  this  one 
arise,  I usually  come  back  to  an  image  bequeathed  to 
us  in  1920  by  a theologian  named  Kirsopp  Lake.  It 
goes  like  this: 

There  was  once  an  archipelago  of  islands  off  a 
mountainous  coast  separated  from  each  other  and 
from  the  mainland  by  the  sea.  But  in  the  course  of 
time  the  sea  dried  up,  the  islands  were  joined  to 
the  great  mountain  behind  them,  and  it  became 
clear  that  they  had  always  been  united  by  solid 
ground  under  a very  shallow  sea.  If  those  islands 
could  have  thought  and  spoken,  what  would  they 
have  said?  Before  the  event  they  would  have 
protested  against  losing  their  insularity,  but  would 
they  have  done  so  afterwards,  when  the  water 
which  divided  them  from  each  other  was  gone, 
and  they  knew  that  they  were  part  of  the  great 
mountain  which  before  they  had  only  dimly  seen, 
obscured  by  the  mists  rising  from  the  sea?5 
Esse  quam  videri.  To  be  rather  than  seem.  . . 

— CSB 
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First,  let  me  say  that  we  had  a very  positive  re- 
sponse to  the  resolution  I wrote  on  behalf  of  South 
Carolina’s  Young  Physicians  Section  (YPS)  ask- 
ing the  AMA  to  establish  a confidential  database 
of  e-mail  addresses  of  all  members  so  that  com- 
munication between  physicians  could  be  optimized. 
The  national  YPS  delegates  actually  expanded  the 
resolution  and  then  it  was  taken  to  the  AMA  house 
of  delegates  where  some  opposition  was  initially 
encountered  in  the  reference  committee.  Thanks  to 
forceful  and  convincing  testimony  by  young  phy- 
sicians, including  this  year’s  national  chair  Dr.  Mark 
Bair  and  the  immediate-past  chair,  Dr.  Stuart 
Gitlow,  the  House  of  Delegates  referred  our  reso- 
lution to  the  AMA  Board  of  Trustees  (BOT)  for  a 
decision.  Since  the  major  concern  expressed  was 
with  respect  to  confidentiality,  our  resolution  stands 
a decent  chance  of  being  enacted  in  the  next  year 
or  two!  Funding  this  system  does  continue  to  be  a 
concern;  however,  we’ll  have  to  stay  tuned  to  see 
what  the  AMA  BOT  does  with  our  proposal.  None- 
theless, this  process  has  convinced  me  that  if  one 
has  a good  idea,  one  CAN  be  heard  and  perhaps 
make  a difference  even  in  the  national  arena. 

Also  of  note:  a resolution  considered  by  the  YPS 
house  of  delegates  proposing  to  streamline  the  pro- 
cess of  obtaining  a Medicare  provider  number  (es- 
pecially relevant  to  young  physicians)  not  only  was 
passed  by  the  YPS,  but  was  also  passed  by  the  AMA 
house  of  delegates.  Note  well  that  this  resolution 
was  written  by  Dr.  Chad  Rubin,  another  South 
Carolina  Young  Physician  representing  the  Ameri- 
can College  of  Surgeons! 

Other  YPS  successes  in  the  AMA  House  of 
Delegates: 

1 )  Passed  a “Patient  Safety”  resolution  in  response 
to  the  medical  errors  issue  advocating  that  AMA 


* 809  82nd  Pkwy.,  Myrtle  Beach,  SC  29572. 


advance  a system  of  reporting  errors  that  would 
be  non-punitive,  confidential,  and  evidence- 
based,  to  enable  the  identification  and 
promotion  of  “best  practices.” 

2)  Passed  a resolution  opposing  expansion  of 
EMTALA  liability. 

3)  Passed  a resolution  to  establish  educational 
programs  for  physicians  regarding  “Fraud  and 
Abuse,”  and  to  vigorously  oppose  the 
overzealous  prosecution  of  physicians 
currently  occurring  in  some  areas. 

4)  Passed  a resolution  regarding  the  appropriate 
government  funding  of  graduate  medical 
education. 

5)  Passed  a resolution  strongly  opposing  any 
expansion  of  scope  of  practice  of  non- 
physician providers  with  respect  to  ordering 
and  interpretation  of  diagnostic  studies. 

The  new  Chair  of  national  YPS  is  Dr.  Mark  Bair 

(mark4success@earthlink.net).  an  emergency  phy- 
sician from  Utah.  Chair-elect  is  Dr.  Todd  Coulter, 
a brash,  outspoken  and  charismatic  internist  from 
Mississippi.  One  fact  is  very  clear  from  my  dis- 
cussions with  these  fine  leaders  and  with  the  re- 
maining governing  council  members:  the  national 
YPS  is  very  impressed  with  South  Carolina  young 
physicians! 

The  great  news  is  that  we  have  been  granted  an 
additional  delegate  seat  nationally,  and  the  SCMA 
BOT  has  agreed  to  fund  another  delegate  to  the 
two  national  meetings ! This  year.  Dr.  Greg  Squires 
and  I will  both  be  attending  the  interim  meeting  in 
Orlando  on  November  30-December  2.  Next  year, 
we  will  have  elections  for  two  delegates  and  two 
alternates ! 

If  you  only  remember  one  thing  from  this 
report,  remember  this:  South  Carolina  young 
physicians  are  being  heard  at  the  highest  levels 
of  national  organized  medicine.  Let's  talk  up  the 
YPS  with  our  colleagues;  let’s  get  more  involved 
ourselves ! 
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OCTOBER 


Saturday  October  7,  2000 

Johnson  City,  TN:  Adelphia  Center 

A Closer  Look  at  Asthma,  Allergic  and 
Immunological  Diseases 

SPONSOR:  East  Tennessee  State  University  James 
H.  Quillen  College  of  Medicine  Division  of 
Allergy  and  Immunology  and  Office  of  CME 
DESCRIPTION:  Will  cover  potentially  fatal 
disorders  of  the  immune  system;  provide 
guidelines  on  prevention/early  diagnosis  and 
management  of  inflammatory,  allergic  and 
rheumatological  diseases 
TARGET  AUDIENCE:  Primary  care  physicians, 
immunologists,  rheumatologists,  physician 
assistants,  nurse  practitioners,  and  healthcare 
professionals 

TUITION:  $100  physicians,  $75  non-physicians 
CONTACT:  Amy  Hall;  (423)  439-6225  or 
(800)  222-3878 

CREDITS:  6 hours,  AMA  Category  1 

Thursday  - Saturday  October  12-14,  2000 

Atlanta,  GA:  Grand  Hyatt 

Seizures,  Spells  and  Shakes:  Neurology  for  the  Non- 
Neurologist 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Internal  medicine,  family 
practice,  neurology,  psychiatry 
CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  12  hours,  AMA  Category  1 


Friday  - Sunday  October  20-22,  2000 

Young  Harris,  GA:  Brasstown  Valley  Resort 

Primary  Care  Issues  in  Endocrine,  Renal,  and 
Metabolic  Diseases 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Family  practice,  internal 
medicine 

CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  16  hours,  AMA  Category  1 

Friday  - Saturday  October  27-28,  2000 

Clemson,  SC:  Madren  Conference  Center 

MUSC/Clemson  CME  Weekend 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  Primary  care  update 
TARGET  AUDIENCE:  Primary  care  physicians 
FACULTY:  Guest  and  MUSC  Faculty 
TUITION:  $270  before  September  29;  $295  after 
September  29 

CONTACT:  Pam  Benjamin;  (843)  876-1925 
CREDITS:  7 hours,  AMA  Category  1 

Friday  - Sunday  October  27-29,  2000 

Augusta,  GA:  Radisson  Riverfront  Hotel 

The  Southeastern  Conference  on  End-of-Life  Care 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

DESCRIPTION:  To  equip  healthcare  professionals 
with  knowledge,  skills,  and  attitudes  necessary  to 
deliver  the  best  end-of-life  care  possible  in  their 


individual  practice  settings 
TUITION:  $150 

CONTACT:  Division  df  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  18  hours,  AMA  Category  1 


NOVEMBER 


Thursday  November  2,  2000 

Charleston,  SC:  Harbour  Club 

Clinician ’s  Guide  to  ADD 
SPONSOR:  Life  Management  Center 
FACULTY:  Daniel  Amen,  MD 
CONTACT:  Sallie  Barnes;  (843)  577-2277 
CREDITS:  1.50  hours,  AMA  Category  1 

Friday  November  3,  2000 

Charleston,  SC:  Charleston  Radisson 

Change  Your  Brain,  Change  Your  Life 
SPONSOR:  Life  Management  Center 
FACULTY:  Daniel  Amen,  MD 
CONTACT:  Sallie  Barnes;  (843)  577-2277 
CREDITS:  6 hours,  AMA  Category  1 

Thursday  - Saturday  November  9-11,  2000 
Hilton  Head  Island,  SC 

The  52nd  Annual  Scientific  Assembly 
SPONSOR:  South  Carolina  Academy  of  Family 
Physicians 

TARGET  AUDIENCE:  Family  physicians, 
physician  assistants,  nurse  practitioners 
TUITION:  $285  for  SCAFP  members,  $295  for  out- 
of-state  AAFP  member,  $310  non-member,  $260 
nurse  practitioners  and  physician  assistants 
CONTACT:  Shannon  Lattimore;  (864)  984-7237 

DECEMBER 


Saturday  - Sunday  December  2-3,  2000 

Columbia,  SC:  Clarion  Town  House  Hotel 

8th  Annual  Alcohol  and  Drug  Issues  Conference  for 
Clinicians 

SPONSOR:  USC  School  of  Medicine  - Palmetto 
Richland  Memorial  Hospital  CME  Organization 
DESCRIPTION:  Update  on  topics  dealing  with 
alcoholism,  substance  abuse  and  addiction 
FACULTY : Stanley  Gitlow,  MD  and  others 
TUITION:  $110  physicians,  $95  non -physicians 
CONTACT:  Steven  Hasterok;  (803)  434-421 1 
CREDITS;  9 hours,  AMA  Category  1 


SCMA  COMMITTEE  ON  CME 

Stacey  V.  Brennan,  MD,  Chair 
Charles  Michael  Collins,  MD,  Vice-Chair 
Stoney  A.  Abercrombie,  MD 
Marion  C.  Anderson,  MD 
Gene  E.  Burges,  MD 
Sami  B.  Elhassani,  MD 
Gary  D.  Harter,  MD 
James  B.  Harris,  MD 
James  L.  Haynes,  MD 
Baxter  F.  McLendon,  MD 
Shailendra  B.  Patel,  MD 
Terry  A.  Payton,  MD 
Ben  C.  Pendarvis,  MD 
William  M.  Simpson,  Jr.,  MD 
Ian  Smith,  MD 
Susan  Stoll  B.  Tate,  MD 
Robert  M.  Sade,  MD,  Speaker  of  the  House 


Friday  - Sunday  December  1-3,  2000 

Charleston,  SC:  Doubletree  Guest  Suites  Hotel 

3rd  Annual  Frontiers  in  Pediatrics 
SPONSOR:  Medical  University  of  South  Carolina 
TARGET  AUDIENCE:  Pediatricians  and  family 
physicians 

FACULTY : Guest  and  MUSC  faculty 
TUITION:  $375 

CONTACT:  Odessa  Ussery;  (843)  876-1925 


On  the  Cover. 


ANDERSON  COUNTY  HOSPITALi 

In  April  1904,  Dr.  Waller  Nardin  reported  to  a 
group  of  women,  called  together  by  Jennie  Kramer 
Gilmer  (Mrs.  Swain),  that  a hospital  that  would  be 
adequate  for  the  needs  of  the  Anderson  commu- 
nity would  require  approximately  $20,000  to 
$25,000  to  build  and  equip.  In  attendance  at  this 
meeting  were  Mrs.  R.  C.  Webb,  Mrs.  Thomas 
Walton,  Mrs.  J.  R.  Vandiver,  Mrs.  Raymond  Beaty, 
Mrs.  J.  J.  Gilmer,  and  Miss  Lucia  Taylor  (later  Mrs. 
W.  A.  Hudgens).  At  the  second  meeting  of  the 
group,  the  following  week,  the  Anderson  County 
Hospital  Association  was  organized  and  a fund  rais- 
ing campaign  launched.  Mrs.  Jennie  Gilmer  later 
recalled  that  some  Andersonians  were  initially  op- 
posed to  her  idea  of  a hospital.  But  by  the  second 
meeting  of  the  group,  hosted  by  Mrs.  J.  A.  Brock, 
over  100  names  were  enrolled  as  donors. 

To  help  raise  money  for  the  project,  the  Hospi- 
tal Association  held  a bazaar  in  1904.  The  price  of 
dinner  with  dessert  and  coffee,  including  plum 
pudding  was  50  cents.  Without  dessert  and  coffee, 
the  price  was  35  cents.  Turkey  was  the  chief  at- 
traction of  the  menu  card.  Oysters  were  served  to 
order  at  night  for  25  cents  an  order.  The  bazaar 
raised  $500  for  the  hospital  fund.  The  hospital  fund 
grew  slowly  but  surely,  and  the  Association  became 
more  effective  with  experience. 

In  1905,  the  women  purchased  a lot  which  is 
included  in  the  property  where  Anderson  Memo- 
rial Hospital  now  stands.  By  1906,  the  Association 
had  prospered  to  such  an  extent  that  the  commu- 
nity began  to  take  a more  lively  interest  in  its  work 
and  a public  meeting  was  called  under  the  auspices 
of  the  County  Medical  Society.  Mrs.  Gilmer,  then 
chairman  of  the  Hospital  Association,  talked  to  a 
Daily  Mail  reporter  stating  that  it  costs  nothing  to 
attend  the  meeting.... The  meeting,  it  was  stressed, 
was  not  for  women  only — men  were  welcomed. 
With  physician  support  and  solid  community  in- 
volvement, momentum  for  the  hospital  increased. 
A courthouse  meeting  was  held  November  9, 1906, 
and  Mr.  R.  S.  Ligon  was  elected  president  of  the 
Association.  (He  had  served  as  auctioneer  at  the 
bazaar  and  had  helped  negotiate  the  land  purchase 


and  related  legal  activities  involved.)  Members  of 
the  Executive  Committee  chosen  at  this  meeting 
were  Fred  G.  Brown;  R.  S.  Ligon;  W.  F.  Cox;  J.  L. 
Gray,  M.D.;  C.  S.  Sullivan;  S.  M.  Orr,  M.D.;  J.  A. 
Brock;  J.  H.  Fretwell;  J.  R.  Vandiver;  H.  H. 
Watkins;  R.  E.  Ligon  and  D.  R Brayer.  Also  at  this 
meeting,  a committee  consisting  of  Mrs.  W.  H. 
Nardin,  Sr.;  Mrs.  S.  M.  Orr;  and  Mr.  J.  J.  Fretwell 
were  chosen  to  nominate  ten  trustees — among  them 
were  to  be  five  women  from  the  Ladies’  Association. 

Plans  and  specifications  for  the  construction  of 
the  hospital  were  prepared  by  J.  H.  Casey,  senior 
member  of  Casey  and  Fant,  local  architects.  The 
contract  was  awarded  to  W.  M.  Mulkey  in  the 
amount  of  $16,756,  excluding  the  heating  plant. 
Although  the  building  was  completed  early  in 
March  1908,  the  formal  opening  of  the  25-bed  hos- 
pital was  held  on  April  14,  1908.  Miss  Mary  E. 
Stelling  of  Columbia  Hospital  in  Columbia,  S.C. 
was  appointed  superintendent  and  Miss  Jean  Kay, 
former  directress  of  the  Columbia  Hospital,  head 
nurse.  The  first  president  of  Anderson  Hospital,  Mr. 
R.  S.  Ligon,  took  his  responsibility  seriously,  of- 
ten rising  at  3 a.m.  to  harvest  vegetables  from  the 
family  garden  which  were  delivered  to  the  hospi- 
tal before  he  went  on  to  work  at  Ligon  and 
Ledbetter,  wholesale  grocers. 

Within  two  years  after  opening,  Anderson  Hos- 
pital had  become  overcrowded.  Though  they  had  a 
struggle  to  make  ends  meet,  the  hospital  was  en- 
larged from  25  to  65  beds  in  1911.  Fire  destroyed 
the  five-year-old  building  in  1912,  but  all  patients, 
staff,  and  visitors  were  removed  safely.  The  two 
story  dwelling  across  the  street  from  the  hospital 
site,  owned  by  Mrs.  Duckett,  was  used  as  tempo- 
rary headquarters.  Plans  were  begun  immediately 
to  rebuild. 

The  hospital  suffered  a second  fire  in  July  1918. 
The  efforts  of  the  nurses,  firemen  and  civilians  pre- 
vented total  devastation,  but  the  fire  practically 
destroyed  the  second  and  third  stories  of  the  east 
wing  and  the  main  portion  of  the  building  suffered 
water  and  smoke  damage. 

Pictured  on  the  cover  of  the  month’s  Journal  is 
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Anderson  Hospital  as  it  looked  about  1917.  Fol- 
lowing a fundraising  campaign  in  the  1940s,  the 
name  changed  to  Anderson  Memorial  Hospital  pro- 
viding a permanent  memorial  to  those  who  died  in 
the  war.  In  the  early  1950s,  the  porch  was  torn  away 
and  a seven-story  structure  erected  in  front  of  the 
old  building.  From  Mrs.  Gilmer’s  first  vision,  and 
the  long  term  support  of  those  like  Ligon  and  Frank 
R.  Wrenn,  M.D.,  the  hospital  has  grown  into  the 
Anderson  Area  Medical  Center  with  a 587-bed  fa- 
cility located  on  a 16-acre  campus  near  downtown 
Anderson.  AAMC,  part  of  AnMed  Health  System 
is  a regional  referral  center  that  serves  residents 
from  not  only  Anderson  County,  but  also  Oconee, 
Pickens,  and  Abbeville  counties  in  western  South 


Carolina,  and  Hart,  Stephens,  Franklin,  and  Elbert 

counties  in  Northeastern  Georgia.2 

Jane  McCutchen  Brown 
Curator,  Waring  Historical  Library 

REFERENCES 

1 . Special  thanks  to  Donna  Roper  at  Pendleton  District 
Commission  and  Dan  Corrigan,  AnMed  Health 
Resources  for  their  assistance  with  information  for 
this  cover  story. 

2.  “Anderson  Memorial  Hospital  1908-1983”  compiled 
from  Anderson  newspaper  articles  from  The 
Intelligencer,  Independent,  and  Daily  Mail,  and 
provided  to  the  author  by  Donna  Roper  of  the 
Pendleton  District  Commission. 


When  office  visits  and  home  health  visits 
are  not  enough,  what  do  you  do? 

When  your  patient  is  not  following  orders. 

When  your  patient  is  talking  about 
trying  natural  remedies. 

Eldon  Armstrong,  RPh  ^hen  your  patient  has  more  questions 
chief  consultant  pharmacist  than  you  have  time  to  answer. 

What  Should  You  Do? 

Call  your  medication  management  experts. 

Sandlapper  Consultant  Pharmacists 

They  will  come  to  your  office  to 
consult  with  your  patients. 


e-mail:  eearmstrong@compuserve.com 


I'll 
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The  South  Carolina  Medical  Association  Alliance  (SCMAA)  has  several  standing  committees,  one  of  which 
is  the  Health  Promotion  Committee.  This  committee  works  with  others  from  the  South  Carolina  Medical 
Association,  the  American  Medical  Association  and  its  Alliance,  and  state  and  community  agencies  to  imple- 
ment many  programs  aimed  at  improving  the  health  of  the  people  of  South  Carolina. 

Each  year,  a new  project  is  introduced  by  the  SCMAA  President  and  the  planning  committee.  Promoting 
alcohol  free  social  interaction  among  teenagers  is  the  major  project  for  this  year.  During  prom  season, 
county  alliances  will  supply  local  florists  with  cards  to  be  attached  to  corsage  boxes  purchased  by  teenagers. 
The  cards  say,  “Make  this  a night  to  remember — not  regret.  Some  decisions  last  a lifetime.  ” 

Since  1995,  project  SAVE  (Stop  America’s  Violence  Everywhere)  has  been  a major  focus  of  the  American 
Medical  Association  Alliance  (AMAA).  More  than  600  state  and  county  alliances  participate  in  the  AMAA’s 
SAVE  activities.  Some  give  gifts  to  homeless  shelters  or  foster  care  facilities  or  give  a presentation  at  a local 
school  or  service  club  discussing  non-violent  alternatives  for  problem  solving.  October  11th  has  been  desig- 
nated “SAVE  TODAY,”  and  the  SCMAA  encourages  each  county  to  celebrate  the  day  in  an  appropriate  way. 

The  AMA  Alliance  has  also  encouraged  the  state  and  county  alliances  to  work  especially  to  “SAVE  Schools 
From  Violence.”  By  adopting  a school,  the  Alliance  can  provide  materials  for  violence  prevention  educa- 
tional programs.  “Hands  Are  Not  For  Hitting”  place  mats  help  teach  preschool  through  third  grade  children 
positive,  non-violent  activities  and  acceptable  ways  to  treat  others.  The  AMA  Foundation  provides  a SAVE 
puzzle  that  can  be  used  to  stimulate  discussion  among  eight  to  eleven-year-olds  about  the  kinds  of  violence 
they  have  seen  and  strategies  to  reduce  violence  among  their  peers  in  the  community.  Our  ultimate  goal  is  to 
make  schools  a safer  place  for  our  children  to  learn,  play,  and  grow. 

In  1997,  the  AMAA  joined  with  America’s  Promise,  a national,  not-for-profit  organization  led  by  General 
Colin  Powell,  to  ensure  our  children  and  young  people  have  access  to  the  resources  they  need  to  become 
successful  adults.  The  AMAA  provided  one  million  children  in  kindergarten  through  third  grade  with  an 
activity  designed  to  help  them  cope  with  anger  and  conflict  and  to  enhance  their  self-esteem.  In  2000,  the 
AMAA  will  be  making  a new  commitment  to  America’s  Promise  and  continue  their  coalition. 

The  AMAA  offers  health  promotion  publications  as  part  of  their  physician  spouse  series.  These  include:  The 
Medical  Marriage:  Sustaining  Healthy  Relationships  For  Physicians  and  Their  Families;  Twelve  Steps  to  a 
Carefree  Retirement;  The  Handbook  of  Physician  Health;  Physician’s  Financial  Sourcebook;  Impairment 
and  Well-Being;  Medical  Family  Support;  Retirement  and  Estate  Planning ; and  Working  in  Your  Spouse’s 
Office.  To  order  any  of  these  publications,  contact  the  AMAA  at  (312)  464-4470. 

If  you,  your  office  staff,  or  any  health  care  provider  would  like  more  information  about  participation  in  any 
of  the  Health  Promotion  Committee  projects,  call  Cathy  Boland  at  (800)  327-1021,  ext.  232.  The  SCMAA 
needs  the  support  of  each  member  to  attain  its  goals. 
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— Annette  Nelson  (Mrs.  John  W.) 

SCMAA  Health  Promotions  Chairperson , 2000-2001 
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ANESTHESIOLOGY,  DERMATOLOGY,  OR- 
THOPAEDIC SURGERY,  OTOLARYNGOL- 
OGY, PULMONARY  - CRITICAL  CARE, 
RHEUMATOLOGY,  AND  VASCULAR  - GEN- 
ERAL SURGERY:  Practice  opportunities  exist  in 
local  medical  facilities  and  with  private  practice 
groups  in  Orangeburg  County  for  experienced  prac- 
titioners and  graduating  residents/fellows.  All  po- 
sitions include  salary  or  minimum  net  income 
guarantee  and  a relocation  allowance.  Located  at 
the  junction  of  1-26  and  1-95,  35  minutes  to  Colum- 
bia and  70  minutes  to  Charleston.  Area  known  for 
its  gardens,  golf,  hunting  and  fishing  (Lake  Marion). 
Achieve  financial  success  in  a non-competitive  en- 


vironment while  enjoying  a superior  quality  of 
life.  Contact  Dr.  Chermol,  The  Regional  Medi- 
cal Center  at  (800)  866-6045. 

PHYSICIANS  NEEDED:  For  locum  tenens 
and  permanent  assignments  in  the  Carolinas. 
Openings  include:  Family,  Pediatrics,  OB-GYN. 
and  Internal  Medicine.  Come  join  our  group  of 
over  100  physicians,  make  top  wages  and  have 
the  flexibility  you  need  for  your  lifestyle.  Fax 
your  cover  letter  and  CV  to  Physician  Solutions, 
Inc.,  at  (919)  845-1947  or  call  us  at  ( 9 1 9 ( 84- 
0054  and  let’s  get  started. 
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Gray  Matter 

“ Matters  of  Interest  to  South  Carolina  Physicians ” 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


long  Term  Care  Insurance 

Today's  Solution  for  Tomorrow’s  Security 


You’ve  worked  hard  to  accumulate  assets,  security 
and  perhaps  even  some  wealth.  You’ve  planned  for 
retirement  and  funded  your  children’s  educations. 
What’s  next?  A vacation  home,  a new  hobby  or  re- 
discovering an  old  one?  You  want  to  fully  embrace 
the  joys  and  opportunities  life  brings  today. 

At  the  same  time,  you  need  protection  against  fi- 
nancial and  health  care  emergencies.  Wouldn’t  it 
be  a shame  to  spend  those  hard-earned  assets  or  to 
jeopardize  your  security  due  to  the  cost  of  a nurs- 
ing home  or  other  long  term  care? 

Mass  Mutual’s  SignatureCareSM  Long  Term  Care 
Insurance  proves  you  the  freedom  to  design  that 
works  for  you  and  your  lifestyle,  while  helping  you 
protect  your  assets,  your  family  and  your  future. 


Most  of  us  want  to  leave  our  assets  and  our  wealth 
to  our  children  or  a favorite  charity.  It’s  just  one  of 
the  many  ways  that  part  of  us  lives  on.  When  you 
are  faced  with  the  need  for  long  term  care,  the  last 
thing  you  want  to  worry  about  is  how  to  pay  for  it. 
You’ve  worked  so  hard  to  have  choices  in  your  life— 
don’t  limit  them  now. 


Who  Pays  the  Long  Term  Care  Bill? 

42% 

Individual  / Self 

18% 

Medicare 

4% 

Other 

35% 

Medicaid 

1% 

Private  Insurance 

Source:  “Long-Term  Care:  Knowing  the  Risk, 
Paying  the  Price,”  Health  Insurance  Association 
of  America,  1997. 

SignatureCare  is  designed  to  provide  you  with  the  flexibility  to  customize  the  policy  to 
meet  your  individual  needs.  Therefore,  we  offer  a variety  of  optional  benefits  to  address 
such  concerns  as  inflation  protection,  indemnity  benefits,  nonforfeiture  and  informal 
caregiver  benefits. 


Sources:  Signature  Care  Long  Term  Care  Insurance  and  Mass  Mutual  Financial  Group 
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I TO  OBTAIN  A CUSTOMIZED  PROPOSAL:  PLEASE  MAIL  OR  FAX  THE  FOLLOWING  INFORMATION  TO  I 

| CAROLINA  PHYSICIANS  ADVISORY  SERVICE  AT  THE  ADDRESS  BELOW:  | 

I NAME I 

ADDRESS 


I PHONE SPECIALTY I 

D.O.B. 

I I 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


t_  ^ Carolina  Physicians 

Sh  j Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community . 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1-800-742-3669 


Thinking  about  Computerized  Medical  Records? 

* Document  an  Encounter  in  30  seconds  * 

Like  to  have  a single  system  for  Accounts  Receivable, 
Scheduling,  Medical  Records,  telephony  and  a single  vendor. 


Done  with  physical  exan  07/28/00  1 2:52  P 


We  have  incorporated  medical  records  into  a single  system.  The  entry  of 
medical  data  through  TOUCH  SCREENS  will  code  and  document  your  Patient 
encounters.  Our  work  flow  module  will  track  each  Patient  from  the  time  they 
check  in  and  alert  you  to  their  location,  time  waiting,  and  next  clinician 
required  for  the  visit.  Your  prescription  and  charges  will  be  at  the  check  out 
desk  and  no  additional  data  entry  is  needed. 
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S OFTWAH  EZ 


Call  us  at  800  754-7213  for  an  onsite  or  remote  dial  up  demonstration.  Also,  you 
can  visit  us  on  the  Web  and  order  a non  invasive  demo  CD. 


Affordable  Telephony 
ReminderPro 


Visit  Us  Online  at  www.FoxMeadozvs.com 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the  ’ 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


©M[p^Systems 

inc. 

Carolina  Research  Park  • One  Science  Court 
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800-800-6472  • 803-735-7700 
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BLACK  AND  WHITE  ADULTS 


Hospital,  given  the  City  of  Union.  S.  C..  in  May,  1925,  by  Erasiie  Nicholson.  This  hospital,  designed 
cl,  is  regarded  as  model  for  a small  town.  !t  was  named  in  honor  of  I)r.  A.  Wallace  Thomson,  for 

Jnion  County  practitioner,  and  Chief  Surgeon,  North  Carolina  Hospital  at  Columbia,  S.  C. , during  War 

Between  the  States.  His  personal  friend  and  chief  clerk,  whom  he  selected  to  secure  detail  of  soldiers  to  protect  hospital 
when  Sherman's  soldiers  jumed  Columbia,  Feb.  17,  1865,  was  the  '■  to  William  A.  Nicholson,  father  of  the  donor  of  the 
hospital  to  Union. 


With  at  least  80  cents  of  every  dollar  going  to  research  and  education  about  research,  it’ll  be  easy  tor  you  to  get 
up  and  make  a difference.  Call  1-800-WALK-JDF. 

>ff  Walk  to  Cure  Diabetes 


Juvenile  Diabetes  Foundation  International 
The  Diabetes  Research  Foundation 


Give  your  patients 
with  low  vision 
a new  outlook  on  life. 


There  is  a free  booklet  that  will  help  you  educate  patients  about  low  vision 
and  help  them  find  ways  to  live  a fuller,  more  independent  lifestyle. 


To  order  copies,  call: 

1 -877-LOW  VISION  (1-877-569-8474) 

or  visit  the  National  Eye  Institute  at:  www.nei.nih.aov. 
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OCTOBER  IS  HEALTH  LITERACY  MONTH 


Health  Literacy —a person  s ability  to  read,  understand, 
and  act  on  health  information— is  a critical  component 
to  successful  medical  care. 

When  patients  with  low  literacy  skills  encounter  the 
modern  health  care  system,  they  are  at  significant  risk 
for  misunderstandings,  medical  errors,  increased  hos- 
pitalizations, and  poorer  health  outcomes.  A 1 994  study 
of  the  reading  level  of  sample  health  and  medical  ma- 
terials found  that  80  percent  of  the  materials  analyzed 
were  written  at  a level  only  three  percent  of  the  U.S. 
adult  population  can  read. 

Health  care  providers  and  health  educators  must  take 
time  to  become  trained  in  materials  development  and 
other  techniques  for  effectively  communicating  health 
information  to  low  literate  consumers.  Other  recent 
findings  that  emphasize  the  need  for  promoting  better 
health  literacy  include: 


• The  1993  National  Adult  Literacy  Survey  estimates 
that  48  percent  of  the  U.S.  adult  population  read  at  the 
lowest  literacy  levels. 

• Among  persons  receiving  Medicaid,  more  than  25 
percent  of  those  tested  scored  below  Grade  Level  4 
and  nearly  nine  percent  of  those  tested  could  not  read 
at  all. 

• Over  33  percent  of  Medicare  managed  care  enrol  lees 
did  not  understand  appointment  slips  or  prescription 
label  directions  and  warnings. 

For  you  or  someone  in  your  office  to  become  involved 
in  efforts  to  promote  better  health  literacy  or  to  get 
information  about  the  ‘'Basic  Skills  for  Writing  Easy- 
to-Read”  workshop,  contact  Rebecca  Jacobson  at 
the  Mid-Carolina  Health  Literacy  Network  at 
SCHealthlit@aol.com  or  (803)  765-2555. 


MEDICARE  UPDATE 


ICD-9-CM  Updated  Codes 

The  annual  ICD-9-CM  coding  update  will  be  imple- 
mented on  October  1,  2000.  You  may  begin  using  the 
updated  (2001)  ICD-9-CM  codes  for  claims  submitted 
on  or  after  October  1,  2000.  Old  (2000)  and  new  (2001) 
codes  will  be  accepted  from  October  1 , 2000  through  De- 
cember 31,  2000;  however,  beginning  with  dates  of  ser- 
vice on  or  after  January  1,  2001,  the  new  codes  must  be 
used.  To  avoid  denials,  it  is  important  that  you  use  the 
most  recent  version  of  the  ICD-9-CM  coding  book  so 
you  will  code  to  the  highest  level  of  specificity. 

Collection  of  Coinsurance  and  Deductible 

Q:  What  is  a provider’s  responsibility  regarding 

deductibles  and  the  20  percent  allowed  that  is  not  paid 


by  Medicare?  A:  The  Health  Care  Financing  Adminis- 
tration (HCFA)  sets  an  expectation  that  providers  make 
a reasonable  effort  to  collect  payment  for  coinsurance 
and  deductibles.  HCFA’s  precise  definition  of  a “reason- 
able effort"  can  be  found  in  section  5220  of  the  Medi- 
care Carriers  Manual.  The  rule  states:  ‘To  be  considered 
a reasonable  collection  effort,  the  effort  to  collect  Medi- 
care coinsurance/deductible  amounts  must  be  similar  to 
the  efforts  made  to  collect  comparable  amounts  from  non- 
Medicare  patients.  It  also  must  involve  the  issuance  of  a 
bill  to  the  beneficiary  or  to  the  party  responsible  for  the 
patient’s  personal  financial  obligations.  In  addition,  it  may 
include,  as  appropriate,  other  actions  such  as  subsequent 
billings,  collection  letters  and  telephone  calls  or  personal 
contact  which  constitute  a genuine  rather  than  token  col- 
lection effort.’’ 


MARK  YOUR  CALENDAR 


The  SCMA’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled  for  April  26-29,  2001, 
at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 


MEDICAL  ECONOMICS  DEPARTMENT  UPDATE 


State  Health  Plan  To  Change  Rates  January  1 , 2001 
The  Office  of  Insurance  Services  (OIS)  expresses  its  ap- 
preciation for  your  participation  in  the  State  Health  Plan 
Network.  No  new  contract  amendments  are  proposed  for 
2000,  other  than  the  amended  Schedule  of  Allowances 
which  will  go  into  effect  on  January  1,  2001. 

The  changes  in  the  Schedule  of  Allowances  represent  the 
following:  In  the  Medical  and  Professional  Component 
service  types,  they  have  increased  Plan  allowances  to  the 
current  Medicare  allowance  for  South  Carolina  if  the  al- 
lowance is  now  below  the  Medicare  amount.  In  order  to 
compensate  for  these  increases,  they  have  reduced  allow- 
ances in  the  Medical  service  type  to  200  percent  of  Medi- 
care in  South  Carolina,  if  the  allowance  currently  exceeds 
this  benchmark.  In  the  Professional  Component  service 
type,  they  have  reduced  allowances  to  250  percent  of 
Medicare  in  South  Carolina,  again  if  the  current  allow- 
ance exceeds  this  amount.  In  both  instances,  reductions 
have  been  capped  at  50  percent  of  the  current  Plan  allow- 
ance. These  changes  offset  each  other  and  are  projected 
to  result  in  no  increase  or  decrease  in  aggregate  reim- 
bursement per  unit  of  service. 

Another  item  to  mention  is  the  significant  change  in  the 
Plan  of  Benefits  to  become  effective  January  1, 2001.  In 
the  State  Health  Plan's  Standard  option,  which  includes 
around  90  percent  of  Plan  participants,  the  annual  de- 
ductible will  increase  from  the  current  $200/person,  $400/ 
family  to  $250/person,  $500/family,  and  the  Plan/patient 
share  of  coinsurance  will  change  from  the  current  85  per- 
cent/ 1 5 percent  to  80  percent/20  percent.  In  thei r Economy 
option,  the  annual  deductible  will  increase  from  the  current 
$300/person,  $600/family  to  $350/person,  $700/family,  and 
the  Plan/patient  share  of  coinsurance  will  change  from  the 
current  80  percent/20  percent  to  75  percent/25  percent. 

Pre-Participation  Physical  Exam  F orm 
Finalized 

During  their  August  meeting,  the  SCMA's  Medical  As- 
pects of  Sports  Committee  finalized  the  pre-participation 
physical  examination  form.  The  South  Carolina  High 
School  League  has  adopted  the  form  as  their  standard 
beginning  for  the  academic  year  2000-2001.  The  com- 
mittee developed  the  form  based  on  guidelines  and  rec- 


ommendations of  the  American  Orthopaedic  Society  of 
Sports  Medicine,  American  Academy  of  Family  Practi- 
tioners, and  the  American  Academy  of  Pediatrics.  The 
new  form  has  a more  detailed  and  thorough  history  which 
provides  better  screening  for  potential  cardiac  catastro- 
phe, unrecognized  head  injury,  as  well  as  questions  per- 
taining to  the  female  athlete.  The  form  can  be  downloaded 
from  the  South  Carolina  High  School  League's  website 
at  www.schsl.org. 

Humana  Expands  Review  Process  For  High  Intensity 
Claims 

In  a recent  letter  from  Humana,  the  manager  of  their 
Claims  Division  stated  that  they  have  been  prospectively 
reviewing  high-intensity  E/M  claims  from  any  physician 
whose  coding  practice  is  above  the  75th  percentile  for 
his/her  specialty.  Currently,  Humana  is  reviewing  the  fol- 
lowing E/M  codes:  new  patient  examinations  (99204/ 
99205) ; es tabl  i shed  patient  exami nations  (992 1 4/992 1 5) ; 
consultations  (99244/99245);  and  emergency  room  phy- 
sician services  (99284/99285). 

Humana’s  focus  is  on  “outlier”  physicians,  those  whose 
high-intensity  E/M  claims  coding  practice  is  above  the 
75th  percentile  for  his/her  specialty  as  compared  to 
Milliman  and  Robertson  data  for  loosely  managed  health 
care  organizations.  Questions  regarding  this  expanded 
review  process  should  be  directed  towards  John 
Andoniades,  Manager  of  Humana’s  Claims  Division,  at 
(800)  558-4444,  extension  5944. 

AMA  to  Hold  Annual  CPT  Coding  Symposium  and 
RBRVS  Half-Day  Session 

The  ninth  annual  AMA  CPT  Coding  Symposium  will  be 
held  at  the  Chicago  Hilton  and  Towers  on  Thursday  and 
Friday,  November  16  and  17,  2000.  Over  1000  people 
are  expected  to  attend  the  Symposium  and  RBRVS  half- 
day session  this  November  as  physician  faculty  explain 
the  hundreds  of  coding  and  RVU  changes  to  CPT  for  2001. 
To  receive  details  by  fax,  call  the  AMA  at  (800)  252- 
4336.  Register  by  calling  the  AMA's  Customer  Service 
Center  at  (800)  621-8335  or  via  their  web  site  at 
www.ama-assn.org/cpt. 

For  more  information  about  the  SCMA's  Medical  Eco- 
nomics Department,  contact  Kelly  Danias  at  (800)  327- 
1021,  ext.  236. 


JOHNSON  & JOHNSON  HEALTHCARE  LECTURE  2000 

The  Johnson  & Johnson  Healthcare  Lecture  2000,  sponsored  by  The  USC  School  of  Law  with  a gift  from 
Johnson  & Johnson,  will  occur  on  October  26  from  12:30-1:30  p.m.  This  year’s  lecture  will  address  the  scien- 
tific and  legal  implications  of  the  Human  Genome  Project.  Prior  to  the  lecture,  the  USC  School  of  Law  will 
host  a public  reception  for  guests  and  speakers  from  11:30  to  12:30  in  Columbia.  All  SCMA  members  are 
invited  to  attend.  Please  RSVP  by  phone  to  (803)  777-6618  . 
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PHYSICIANS  CARE 

Currently,  there  are  9,433  participating  physician  loca- 
tions, 940  participating  ancillary  locations  and  1 10  par- 
ticipating hospitals.  PCN  has  68  contracted  groups  with 
58.472  covered  lives.  We  will  continue  to  provide  in- 
formation as  contracts  are  received. 

TERMINATIONS: 

• Edgefield  Hospital;  effective  9/1/00 
•Anderson  College;  effective  10/ 1/00 

• Kimlor  Mills;  effective  8/1/00 


NETWORK  UPDATE 

• Med  Central  Health  Resources;  effective  8 15  00 

Electronic  filing  coming  soon.  We  are  still  in  the  test- 
ing phase.  If  interested  in  submitting  claims  via  EN- 
VOY. please  call  Provider  Relations  Department  at 
(888)  323-9271  or  (803)  771-0077. 

As  an  added  convenience,  an  updated  list  of  providers 
can  be  found  at  our  website,  www.physicianscarenet.com. 


S.C.  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF  PHYSICIANS- 
AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE  HONORED  AT 

ANNUAL  MEETING 

The  South  Carolina  Chapter  of  the  American  College  of  Physicians-American  Society  of  Internal  Medicine  ( ACP- 
ASIM)  had  a very  successful  Annual  Meeting  in  Charleston  on  September  21-24.  2000.  At  the  Awards  Reception, 
the  Chapter  was  honored  to  receive  the  Chapter  Management  Award  from  the  American  College  of  Physicians- 
American  Society  of  Internal  Medicine  (ACP-ASIM). 

Dr.  Bruce  Usher,  Professor  of  Medicine  and  Director  of  the  Clinical  Cardiology  Fellowship  Training  Program  at  the 
Medical  University  of  South  Carolina  (MUSC),  received  the  Laureate  Award.  The  ACP-ASIM  honors  those  Fellow  s 
and  Masters,  who,  by  their  example  and  conduct,  have  demonstrated  a commitment  to  quality  medical  care  and  an 
abiding  interest  in  education  and  research  in  their  communities  and  in  ACP-ASIM. 


HIGHLIGHTS  OF  THE  SCMA  BOARD  REREAT 
OCTOBER  1-2,  2000 

Edward  W.  Catalano,  MD,  Chairman  of  the  Patients'  Compensation  Fund  (PCF)  Board,  provided  an  update  of 
issues  regarding  the  PCF,  including  the  recent  assessment  made.  The  board  suggested  the  SCMA  staff  summa- 
rize the  PCF  and  JUA  so  that  the  membership  has  the  knowledge  to  make  informed  decisions  about  medical 
liability  insurance.  For  a packet  of  information  from  the  SCMA,  contact  Dana  Kickey  at  (800)  327-1021,  ext. 
234. 

Mr.  Stephen  Wiggins,  Senior  Vice  President  of  Blue  Cross  / Blue  Shield,  provided  a presentation  regarding  the 
Health  Insurance  Portability  Accountability  Act  (HIPAA).  His  presentation  included  an  explanation  of  costs 
and  HIPAA  savings  comparisons. 

Buddy  Watkins  from  the  South  Carolina  Office  of  Rural  Health,  presented  details  concerning  the  South  Caro- 
lina Minority  Research  Project.  The  project  includes  a proposal  for  a research  facility  to  be  put  in  Denmark, 
South  Carolina. 

The  SCMA  Speaker  of  the  House,  Robert  M.  Sade,  MD,  reported  that  Randolph  D.  Smoak,  Jr.,  MD.  President 
of  the  AMA,  will  address  the  House  of  Delegates  at  the  153rd  Annual  Meeting  in  April  2001 . 

After  review  of  the  2000  House  of  Delegates  Resolutions,  it  was  determined  that  the  SCMA  would  actively 
pursue  issues  and  concerns  regarding  the  expanding  scope  of  practice  from  health  care  practitioners  within  the 
state. 
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MEDICAID  UPDATE 


Administration  of  Synagis 

Beginning  with  dates  of  service  on  or  after  August  1 , 2000, 
SCDHHS  began  to  recognize  the  AMA’s  recommended 
CPT  coding  for  the  billing  of  the  50  mg  vial  of  Synagis, 
code  90378.  This  dosage  revision  will  appear  in  CPT 
2001.  The  code  90378  will  replace  code  X9852,  but  for 
your  convenience,  X9852  will  be  allowed  until  Novem- 
ber 1,  2000.  For  a 100  mg  vial  of  Synagis,  providers 
should  continue  to  use  code  S9853.  In  order  to  assure 
consistency,  reimbursement  for  Synagis  will  be  limited 
to  physicians,  hospitals,  and  infusion  centers.  SCDHHS 
will  not  reimburse  pharmacy  providers  for  Synagis. 

Prior  approval  is  no  longer  required  when  Synagis  is  ad- 
ministered within  the  recommendations  published  by  the 
American  Academy  of  Pediatrics.  SCDHHS  will  continue 
to  conduct  reviews  of  medical  records  relating  to  the  ad- 
ministration of  Synagis  and  will  edit  for  children  greater 
than  two  years  of  age  and  any  child  being  given  more 
than  seven  injections  outside  of  the  AAP  recommenda- 
tions. Please  contact  your  Medicaid  program  representa- 
tive at  (803)  898-2660  if  you  have  any  questions. 

Internal  Supplemental  Codes 

Effective  with  dates  of  service  on  and  after  November  1 , 
2000,  DHHS  will  delete  the  following  supplemental  codes 


that  have  been  replaced  with  current  CPT  codes. 

Deleted  Code  Description  Replacement 

CPT  Code 


S7620 

Fructosamine  Serum 

84375 

S7621 

HGB  A2,  Chromatography 

83021 

S7622 

Transferrin,  Nephelom 

84466 

S7623 

Zink  Protoporphyrin 

84630 

S7629 

Eysozomal  Enzymes 

85549 

S7630 

Siliac  Acid  Test 

84285 

S7631 

Lysozomal  Enzyme  Battery 

85549 

S0101 

Radio  Frequency  93650-93652 

Ablation 


In  addition  to  these  codes,  DHHS  has  implemented  the 
TM  modifier  to  identify  teleconsultative  services.  Please 
bill  the  appropriate  level  and  type  of  consultation  from 
the  current  CPT  manual  with  the  TM  modifier  if 
teleconsultations  were  performed  by  your  practice.  The 
addition  of  the  TM  modifier  means  that  supplemental 
codes,  identifying  teleconsultations,  are  no  longer  needed. 
These  codes  are  S9241,  S9242,  S9243,  S9244,  S9245, 
S9251 , S9252,  S9253,  S9254,  S9255,  S9261,  S9262, 
S9263,  S9271,  S9272,  S9273,  S9274,  and  S9275. 


SCMA  WORKSHOPS 


CODING  AND  DOCUMENTATION  FOR  OB-GYN  PRACTICES 

November  9,  2000 

This  half-day  workshop  will  address  many  of  the  most  common  concerns  for  Ob-Gyn  practices.  Looking  at  areas 
that  are  commonly  missed  or  misunderstood,  attendees  will  be  given  practical  solutions  for  ensuring  correct  reim- 
bursement while  meeting  government  and  commercial  carrier  requirements.  Register  by  November  1,  2000. 

9:00  a.m.  - 12:00  p.m.:  Registration:  8:30  am. 

Columbia . Clarion  Town  House  Hotel 


CODING  ISSUES  FOR  ORTHOPAEDIC  PRACTICES 
November  9,  2000 

This  half-day  seminar  will  address  coding  issues  unique  to  orthopaedic  practices.  Medicare  and  commercial  carrier 
interpretations  will  be  discussed.  Examples  of  operative  reports  will  be  utilized  to  demonstrate  certain  issues.  Reg- 
ister by  November  1,  2000. 


1:00 pm.  - 4:00 pm.:  Registration:  12:30 p.m. 
Columbia , Clarion  Town  House  Hotel 


Space  in  each  program  is  limited,  so  be  sure  to  register  early.  If  you  have  any  questions,  please  contact  Melissa 
Hamby,  ext.  253,  at  798-6207  in  Columbia,  or  at  (800)  327-1021  statewide. 
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A STUDY  OF  TWELVE  HOSPITAL  ETHICS 
COMMITTEES  IN  EASTERN  SOUTH  CAROLINA* 

PHILIP  A.  D.  SCHNEIDER,  PH.D.** 


Hospital  Ethics  Committees  have  a complex  vari- 
ety of  assignments  and  expectations.  Their  three 
main  purposes  involve  training,  policy,  and  con- 
sultation. Many  of  the  policy  requirements  of  the 
Joint  Commission  on  the  Accreditation  of 
Healthcare  Organizations  (JCAHO)  can  effectively 
be  monitored  only  by  the  group  in  the  hospital 
trained  and  attuned  to  ethics  considerations  applied 
to  day-to-day  operations — the  hospital  ethics  com- 
mittee. The  delivery  of  ethics  “services”  to  those 
who  need  them — physicians,  nurses,  patients,  fami- 
lies, social  workers — must  be  accomplished  by  this 
group,  the  hospital  ethics  committee,  that  is  trained 
to  deal  with  serious  (often  severely  serious)  ethi- 
cal issues  raised  in  the  clinical  context. 

There  is  a paucity  of  information  available  in 
the  bio-medical  literature  concerning  the  day-to- 
day  operation  of  hospital  ethics  committees.  The 
author  was  the  principal  investigator  in  a project  to 
systematically  and  comprehensively  investigate  the 
composition,  operation,  and  effectiveness  of  eth- 
ics committees  in  the  hospitals  under  study.  Using 


* Additional  data  are  available  from  the  author 
upon  request. 

**  Address  correspondence  to  Dr.  Schneider  at 
Coastal  Carolina  University,  Dept,  of  Philosophy 
and  Religion,  P.O.  Box  261954,  Conway,  SC 
29528-6054.  He  can  be  reached  via  e-mail  at 
Pschneid@coastal.edu. 


a structured  questionnaire  and  personal  interviews, 
a basic  set  of  data  was  developed  concerning  the 
operation  of  committees  in  twelve  hospitals  in 
Charleston,  Florence,  Horry,  Georgetown,  Marion, 
and  Williamsburg  counties  of  South  Carolina.  A 
copy  of  the  final  report  of  this  research  was  pro- 
vided to  each  participating  hospital  and  is  avail- 
able upon  request  from  the  principal  investigator. 
This  research  was  funded  in  part  by  the  Horry 
County  Higher  Education  Commission’s  support 
of  Coastal  Carolina  University’s  Academic  En- 
hancement Grants  Program. 

The  data  generated  from  this  survey  provide  data 
by  hospital  size:  Group  1 Hospitals  (large,  285+ 
beds),  Group  2 Hospitals  (medium,  140-284  beds), 
and  Group  3 Hospitals  (small,  27-139  beds).  Be- 
cause of  our  pledge  of  confidentiality  to  respond- 
ing hospitals,  the  twelve  hospitals  are  identified 
consistently  throughout  the  analysis  and  tables  only 
by  letters. 

ETHICS  COMMITTEE  ORGANIZATION 

Committee  Members’  Medical  Specialties 
There  are  a wide  variety  of  medical  specialties  rep- 
resented on  the  twelve  ethics  committees  included 
in  this  survey.  The  most  frequent  medical  specialty 
represented  is  Surgical  Services  and  Internal  Medi- 
cine (each  on  eight  of  twelve  committees).  Social 
Services  was  represented  on  nine  of  twelve  com- 
mittees. Social  Services  was  represented  on  only 
half  (two  of  four)  of  the  committees  in  the  large 
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hospital  grouping  (Group  1 Hospitals).  Since  ethi- 
cal consults  often  involve  social/familial  issues,  it 
seems  desirable  that  all  committees  should  have  a 
social  worker  presence.  Likewise,  Emergency  Ser- 
vices (four  of  twelve)  and  Intensive  Care  (five  of 
twelve)  were  underrepresented.  Since  many  ethi- 
cal conflicts  and  issues  involve  these  specialties,  it 
would  seem  desirable  for  their  representation  to 
be  universal  as  well.  All  committees  had  nursing 
representation  and  most  committees  (nine  of 
twelve)  had  a clergy  representative.  Only  one  com- 
mittee had  a professional  Philosopher/Ethicist  staff 
representative.  Hospital  Administration  (CEO/VP/ 
Director)  is  represented  on  eight  of  twelve  com- 
mittees, raising  the  question  of  whether  those  com- 
mittees can  be  completely  objective  concerning 
ethical  issues  that  impinge  upon  administration  and 
economics.  Legal  Staff  are  represented  on  only  half 
(six  of  twelve)  of  the  committees.  While  policy 
and  liability  issues  might  become  overbearing  on 
committee  deliberations,  it  is  nonetheless  realistic 
to  have  continuous  legal  expertise  available  to  all 
committees.  A majority  of  committees  (seven  of 
twelve)  have  community  representation. 

Committee  Size 

The  size  of  ethics  committees  varied  from  a low  of 
seven  members  to  a high  of  35  members.  Not  sur- 
prisingly, the  small  (Group  3)  hospitals  had  the 
smallest  committees — an  average  of  ten  members. 
However,  the  large  (Group  1 ) hospitals  averaged 
only  slightly  more — 13  members.  The  exception 
hospital,  reporting  35  members,  has  a formal  “Eth- 
ics Consultation  Service”  whose  members  are  all 
considered  part  of  the  committee,  although  it  does 
not  appear  that  they  are  all  active  in  other  areas  of 
committee  responsibility  such  as  policy  develop- 
ment or  education.  The  medium  size  (Group  2) 
hospitals  averaged  committees  with  18  members. 
Physicians  did  not  dominate  any  committee  as  far 
as  numbers  are  concerned.  Most  committees  had 
physician  membership  at  about  25  percent  and 
nurse  membership  somewhat  lower. 

Committee  Chairs 

A majority  of  ethics  committees  (seven  of  twelve) 
is  chaired  by  physicians,  none  are  chaired  by 
nurses,  and  a fourth  (three  of  twelve)  are  chaired 
by  social  workers.  One  committee  in  a small 


(Group  3)  hospital  is  chaired  by  an  administrator. 
This  situation  may  create  pressures  where  commit- 
tee deliberations  might  be  compromised  for  eco- 
nomic or  “political”  reasons. 

Committee  Members  Training 
Eight  of  the  twelve  hospitals  had  no  requirements 
for  members  to  have  special  training  as  a condi- 
tion of  committee  membership.  Two  hospitals,  one 
large  and  one  small,  have  academic  training  as  a 
requirement  of  membership.  One  small  hospital 
requires  members  to  undergo  both  in-service  train- 
ing and  an  administrative  briefing.  Seven  hospi- 
tals provided  training  to  their  committee  members 
during  the  reporting  year.  The  number  of  training 
hours  for  six  of  these  hospitals  ranged  from  two  to 
four  hours  per  year.  The  other  hospital  (a  large  one) 
provided  25  hours  of  training  for  its  committee 
members  during  the  reporting  year.  It  seems  evi- 
dent from  these  data  that  ethics  committee  mem- 
bers in  nearly  all  of  these  hospitals  are  significantly 
under-trained  for  the  duties  assigned  to  them. 

RECOMMENDATION  1 : Ethics  Committees, 
along  with  a reasonably  sufficient  hospital  bud- 
get, must  strive  to  achieve  the  level  of  skills  nec- 
essary to  provide  credible  service  to  their 
hospitals.  Continuous  education,  whether  in- 
service  or  formal,  is  particularly  important  for 
developing  skills  for  ethics  consultations.  Com- 
mittees should  review  and  self-assess  their  edu- 
cational preparation  against  the  Society  for 
Health  and  Human  Values/Society  for  Bioeth- 
ics Consultation  Task  Force  Standards  for  Bio- 
ethics Consultation  (Annals  of  Internal 
Medicine.  Volume  133,  Number  1,  July  4,  2000, 
pp.  62-63). 

ETHICS  COMMITTEE  OPERATIONS 

Scheduled  Frequency  and  Actual  Length  of 
Committee  Meetings 

For  the  four  large  (Group  1)  hospitals,  two  com- 
mittees met  only  semi-annually  and  the  other  two 
met  monthly  and  every  other  month,  respectively. 
For  the  medium  sized  (Group  2)  hospitals,  three 
committees  met  monthly  and  one  met  quarterly. 
For  the  small  (Group  3)  hospitals,  one  committee 
met  only  when  needed  (but  this  occurred  six  times 
in  the  reporting  year),  one  committee  met  quar- 
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terly,  and  two  committees  met  monthly.  The  dura- 
tion of  meetings  was  uniformly  one  hour  for  all 
hospital  ethics  committees  in  this  survey. 
Committee  Experiences 

One  important  method  of  reinforcing  ethics  com- 
mittee members’  understanding  and  involvement 
in  their  assigned  responsibilities  is  through  con- 
tinuing education  and  training  of  committee  mem- 
bers themselves.  Ethics  workshops  serve  this 
purpose  and  were  experienced  by  half  of  the  com- 
mittees in  this  survey.  Only  one  of  four  large 
(Group  1)  hospital  held  ethics  committee  work- 
shops. These  workshops  were  led,  respectively,  by 
committee  members,  an  academic  ethicist,  a clini- 
cal ethicist,  and  a physician.  Three  of  the  four 
medium  sized  (Group  2)  hospitals  held  workshops 
for  their  ethics  committees.  These  workshops  were 
led  by  academic  and  clinical  ethicists  and  a physi- 
cian. Two  of  the  four  small  (Group  3)  hospitals 
held  workshops  for  their  ethics  committees,  one 
led  by  a clinical  ethicist  and  one  by  a physician. 

In  addition  to  ethics  consults  and  education,  the 
third  major  role  for  hospital  ethics  committees  is 
policy  review  and  advice.  Surprisingly,  four  of  the 
twelve  hospitals  reported  no  discussion  of  hospi- 
tal policies  during  the  survey  year.  All  four  of  the 
medium  sized  (Group  2)  hospitals’  committees  dis- 
cussed hospital  policies,  but  only  two  of  the  four 
committees  in  both  the  large  (Group  1 ) and  small 
(Group  3)  hospitals  discussed  policies. 

Providing  live  ethics  consults  is  a major  respon- 
sibility of  hospital  ethics  committees.  Only  five  of 
the  twelve  hospitals  in  this  survey  performed  any 
live  consults  during  the  survey  year.  Two  large 
(Group  1)  hospitals  performed  twelve  and  104  con- 
sults respectively.  Two  medium  (Group  2)  hospi- 
tals performed  one  and  nine  consults  respectively. 
One  small  (Group  3)  hospital  reported  one  live 
consult. 

In  addition  to  their  own  training,  ethics  com- 
mittees have  a responsibility  to  stimulate  training 
in  ethics  issues  for  hospital  personnel  as  well  as 
for  the  surrounding  community.  Six  of  the  twelve 
hospitals  conducted  training  in  ethics  for  non-com- 
mittee members  in  the  hospital.  Only  four  hospi- 
tals sponsored  community  education  on  ethics 
issues. 

Four  committees  in  this  survey  discussed  non- 
patient medical  staff  issues,  and  two  of  these  four 


were  large  (Group  1)  hospitals.  Two  committees 
discussed  institutional  research  issues  during  the 
survey  year. 

Committee  Training  of  Hospital  Staff 
One  method  for  hospital  ethics  committees  to  help 
satisfy  their  educational  responsibilities  is  by  spon- 
soring agenda  items  for  in-service  meetings  with 
various  hospital  staffs  and  services.  Ten  of  the 
twelve  hospitals  in  this  survey  sponsored  such  in- 
service  meetings.  The  exceptions  were  a small 
(Group  3)  hospital  and  a large  (Group  1)  hospital. 
The  frequency  of  such  training  experiences  ranged 
from  monthly  to  annually. 

Committee  Budgets  and  Library 
Fewer  than  half  of  the  hospitals  in  this  survey  pro- 
vided a budget  for  their  ethics  committees.  Only 
three  hospitals  reported  the  amount  of  their  bud- 
gets— ranging  from  $1500  (for  a medium  sized 
Group  2 hospital)  to  $10,000  per  year  for  a large 
Group  1 hospital.  The  lack  of  budgeting  for  com- 
mittees is  probably  at  the  root  of  the  dearth  of  for- 
mal training  that  occurs  for  committee  members. 
Seven  of  the  twelve  hospitals  maintained  some  sort 
of  library  containing  ethics  materials. 

Publicizing  Committee  Efforts 
Sensitizing  hospital  staff,  patients,  and  patients’ 
families  to  its  existence,  mission,  and  services  is 
important  for  an  ethics  committee  to  be  success- 
ful. Most  committees  in  our  survey  publicized 
their  existence  and  mission  through  newsletters, 
orally  to  hospital  staff  and  patients,  posted  policy, 
hospital  memos,  and  available/required  policy  read- 
ings. Word  of  mouth  (nine  of  twelve  responding 
committees)  was  a frequent  method  of  reminding 
hospital  staff  of  committee  activities.  Four  hospi- 
tals orally  acquaint  patients  about  their  ethics  com- 
mittees’ existence  and  mission  and  eleven  of  the 
twelve  committees  provide  written  statements  to 
patients — usually  in  the  hospital’s  admission  bro- 
chures. 

Networking  With  Other  Committees 
Hospital  Ethics  Committees  can  use  contacts  with 
ethics  committees  from  other  nearby  hospitals  as  a 
vehicle  to  share  training  expenses  as  well  as  clini- 
cal and  policy  development  issues.  Six  of  the  twelve 
committees  in  this  survey  experienced  joint  meet- 
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ings  with  other  ethics  committees.  Two  commit- 
tees joined  with  another  committee  for  ethics  con- 
sults (not  necessarily  with  a committee  contained 
in  this  survey).  Four  committees  participated  in 
joint  training  with  another  ethics  committee. 

ETHICS  COMMITTEE  POLICY 
DEVELOPMENT 

Committee  Policy  Involvement 
Seven  of  the  twelve  hospitals  in  this  survey  con- 
sulted their  ethics  committees  concerning  changes 
in  hospital  policies.  The  implication,  then,  is  that 
the  other  five  ethics  committees  have  no  ordinary 
method  of  reviewing,  commenting  on,  or  affecting 
developing  hospital  policy.  The  danger  for  these 
hospitals  is  that  policies  will  be  put  into  place  that 
ignore,  or  worse — compromise,  ethical  principles 
espoused  by  the  JCAHO.  However,  these  five  hos- 
pitals reported  no  initial  policy  disagreements  with 
the  hospital  administration,  and  all  but  one  of  the 
hospitals  did  report  “reviewing”  hospital  policies. 
Four  hospitals  reported  initial  disagreement  with 
developing  administration  policies,  and  these  dis- 
agreements involved  issues  of  patient  care  and 
physician  rights. 

Policy  Reviews 

All  but  one  hospital  reported  reviewing  policies 
concerning  patient  rights  and  most  ethics  commit- 
tees reported  reviewing  a wide  variety  of  policies 
including:  advanced  directives,  DNR  (do  not  re- 
suscitate) processes,  patient  refusal  of  services, 
withholding  life  sustaining  treatment,  ethics  con- 
sult procedures,  confidentiality,  and  committee 
organization.  Less  frequently,  committees  reviewed 
policies  concerning  medical  futility,  admission/dis- 
charge procedures,  family  communication,  nutri- 
tion, and  organ  donation. 

Patient  Rights  Statements 

Each  of  the  hospitals  in  this  survey  has  a written 
statement  of  patient  rights,  but  four  of  the  hospi- 
tals have  patient  rights  statements  that  say  nothing 
of  the  services  that  might  be  provided  by  the 
hospital’s  ethics  committee.  Four  hospitals  (not 
necessarily  the  same  four  hospitals  without  a pa- 
tient rights  statement  of  ethics  service)  reported  that 
their  ethics  committee  had  not  reviewed  the 
patient’s  rights  statements  within  the  last  two  years. 


ETHICS  COMMITTEE  CONSULTS 

Frequency  of  Live  Ethics  Consults 

While  ethical  consultation  comprises  one  third  of 
an  ethics  committee’s  responsibilities  (beside  edu- 
cation and  policy  development),  only  five  of  the 
twelve  hospitals  in  this  survey  reported  conduct- 
ing live  consults  during  the  survey  year.  Of  the  129 
consults  reported,  1 16  (90  percent)  were  conducted 
in  two  large  (Group  1)  hospitals.  The  remaining 
ten  percent  of  consults  were  conducted  in  two  me- 
dium sized  (Group  2)  hospitals  and  one  small 
(Group  3)  hospital.  It  is  fair  to  conclude  that  most 
ethics  committees  are  not  satisfying  the  JCAHO’s 
requirements  of  providing  an  effective  ethics  con- 
sultation process  so  that  “patients  are  involved  in 
resolving  dilemmas  about  care  decisions.”  (For  a 
recent  commentary  on  this  situation,  see  J.  Spike 
& J.  Greenlaw,  “Ethics  Consultation:  High  Ideals 
or  Unrealistic  Expectations?,”  Annals  of  Internal 
Medicine.  Volume  133,  Number  1,  July  4,  2000, 
pp.  65-66.) 

RECOMMENDATION  2:  Since  it  is  doubtful 
that  most  of  the  hospitals  in  this  survey  are  fully 
meeting  their  responsibilities  under  the  current 
JCAHO  requirements  for  ethics  consultation 
services,  it  is  imperative  that  Ethics  Commit- 
tees realistically  review  the  state  of  their  prepa- 
ration to  perform  live  ethics  consultations. 
Committees  should  review  and  self-assess  their 
educational  preparation  against  the  Society  for 
Health  and  Human  Values/Society  for  Bioeth- 
ics Consultation  Task  Force  Standards  for  Bio- 
ethics Consultation  ( Annals  of  Internal 
Medicine,  Volume  133,  Number  1,  July  4,  2000, 
pp.  62-63).  Committees  should  include  in  their 
annual  Work  Plan  learning  activities  that  will 
bring  at  least  a core  of  their  members  to  a state 
of  professional  readiness  to  perform  live  ethics 
consultations. 

In  those  hospitals  in  which  live  consults  did 
occur,  the  majority  were  requested  by  either  the 
nursing  staff,  attending  physician,  or  resident  phy- 
sician. Interestingly,  very  few  live  consults  were 
requested  by  patients  or  families.  This  suggests 
that,  in  two  of  the  large  hospitals,  education  of  staff 
concerning  ethics  committee  services  may  be  em- 
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Health  Care 
System  Code 


Study  of  Hospital  Ethics  Committees 
Coastal  Carolina  University  Dept,  of  Philosophy,  1998 

Table  1.  Committee  Effectiveness  by  Size  and  Profit/Non-ProfiC 


Group  1 Hospitals 

Group  2 Hospitals 

Group  3 Hospitals 

(Large  Hospitals) 

(Medium-Sized  Hospitals) 

(Small  Hospitals) 

E L J K 

A B C D 

H I F G 

C 


C 


c 


c 


c 


c 


Ineffective 


Somewhat 

Effective 


S 

ss 

X 


xs 

ss 


X 


Effective 
Very  Effective 
Excellent 


XS 


xss 


s 

X 

ss 


X 

sss 


xs 

s 


xsss  xsss 


xss 


ss 


* x=  self-assessment  by  Ethics  Committee  Chair  responding  to  the  survey;  s=  independent  assessment  by  a physician,  nurse,  or 
social  worker.;  a health  care  system  of  “c”  indicates  a for-profit  hospital. 


phasized  (unwisely)  over  education  of  families  or 
patients  about  those  services. 

Organization  of  the  Consultation  Process 
Six  hospitals  reported  that  their  consults  are  (or 
would  be)  accomplished  by  a subcommittee  of  the 
ethics  committee.  (One  hospital  reported  consults 
accomplished  by  the  full  ethics  committee.  This  is 
a very  small  hospital  whose  ethics  committee  is 
composed  of  all  the  physicians  on  the  hospital 
staff.)  All  six  of  these  hospitals  have  a physician 
as  a member  of  the  consult  team.  Only  one  hospi- 
tal (a  large  Group  1 hospital)  reported  having  an 
academically  trained  ethicist  on  a consultation 
team.  Most  hospitals  reported  that  consult  team 
results  were  reviewed  by  the  full  ethics  committee- 
no  doubt  after  the  patient  has  left  the  hospital.  All 
but  one  hospital  reporting  concerning  their  live  con- 
sult process  said  that  special  training  was  required 
for  those  participating  in  live  consults.  The  small 
number  of  consults  that  actually  occurred  (in  other 
than  the  two  large  Group  1 hospitals),  when  coupled 
with  the  training  requirement  and  the  small  or  non- 
existent budgets  available  for  training,  suggest  that 
most  hospitals  in  this  survey  are  not  prepared  to 


embark  on  an  effective  live  consultation  process. 

ETHICS  COMMITTEE  EVALUATION 

Administrative  and  Self-Evaluation 
Almost  all  of  the  committees  (ten  of  twelve)  had 
performed  no  evaluation  of  their  own  activities  dur- 
ing the  survey  year.  Only  one  committee  was 
evaluated  by  the  hospital’s  administration.  Two 
hospitals  (one  large  and  one  small)  requested  feed- 
back on  their  ethics  activities  from  patients,  fami- 
lies, physicians,  nurses,  or  social  workers. 

RECOMMENDATION  3:  There  are  now  avail- 
able a number  of  sources  for  measuring  the  ef- 
fectiveness of  hospital  ethics  committees.  They 
include  the  competencies  listed  by  the  Society 
for  Health  and  Human  Values  and  the  Ethics 
For  Everyone  guidelines  published  by  the 
American  Hospital  Association.  Each  ethics 
committee  should  have  an  annual  work  plan, 
including  target  learning  experiences  to  improve 
the  ethics  competency  of  committee  members. 
With  the  existence  of  such  a plan,  evaluation  of 
committee  effectiveness,  whether  formal  or  in- 
formal, becomes  a practical  possibility. 


Volume  96  • October  2000 


413 


HOSPITAL  ETHICS 
COMMITTEES 


Attendance  at  Committee  Meetings 
One  modest  measure  of  committee  effectiveness 
is  the  consistent  level  of  attendance  at  committee 
meetings  by  its  physician,  nursing,  administrative, 
officer  and  community  members.  Three  of  the  four 
medium  (Group  2)  hospitals  reported  consistent 
attendance  (at  least  three  of  every  four  meetings) 
by  all  its  constituent  groups.  One  medium  sized 
hospital  reported  problems  with  attendance  by  its 
physician  and  officer  members.  One  small  (Group 
3)  hospital  reported  inconsistent  attendance  by  its 
physician  members.  All  four  large  (Group  1)  hos- 
pitals reported  consistent  attendance  by  their  phy- 
sician and  nurse  members. 

Respondent’s  Self-Assessment  of  Committee 
Effectiveness 

Almost  all  of  the  twelve  respondents  to  our  sur- 
vey, selected  by  the  hospital’s  Chief  Executive  Of- 
ficer, were  (appropriately)  the  chairs  of  the 
hospital’s  ethics  committees.  These  respondents 
were  asked  to  assess  the  effectiveness  of  their  com- 
mittee. There  were  four  possible  responses:  Not 
Yet  Effective,  Struggling  to  Find  Its  Appropriate 
Role,  Well  Organized  With  a Recognized  Policy 
and  Operational  Role,  or  Operating  as  Effectively 
as  Possible.  For  the  large  (Group  1)  hospital  com- 
mittees, one  was  struggling,  two  were  judged  to 
be  well  organized,  and  one  was  operating  as  effec- 
tively as  possible.  For  the  medium  (Group  2)  hos- 
pital committees,  one  was  struggling  and  the  other 
three  were  well  organized  (but  not  operating  as  ef- 
fectively as  possible).  For  the  small  (Group  3)  hos- 
pital committees,  one  was  not  yet  effective,  one 
was  struggling,  and  two  were  well  organized  (but 
not  operating  as  effectively  as  possible).  Assum- 
ing no  false  modesty  in  these  responses,  only  one 
of  the  twelve  hospitals  was  operating  as  effectively 
as  possible. 

Areas  in  which  Committees  Need  Improvement 
Two  committees  (in  a large  and  a medium  sized 
hospital)  need  improvement  for  members  atten- 
dance at  meetings.  One  hospital  (a  large  one)  needs 
improvement  in  patient  advocacy  by  the  commit- 
tee. Seven  committees  want  improvement  in  self- 
evaluation,  eight  want  improved  member  training, 
nine  (including  all  four  large  hospitals)  seek  im- 
provement in  hospital  staff  education  about  ethics, 


and  nine  want  improved  networking  opportunities 
with  other  ethics  committees  in  the  region  and 
state.  No  committee  perceived  the  need  for  any 
improvement  in  its  ability  to  influence  hospital 
policy.  Seven  committees  (two  large,  three  me- 
dium and  two  small)  seek  an  increase  in  the  num- 
bers of  live  ethics  consultations.  In  light  of 
RECOMMENDATION  2 above,  it  seems  clear  that 
all  but  one  hospital  should  have  responded  posi- 
tively to  the  need  for  an  increase  in  live  consulta- 
tions. 

Self  and  Supplemental  Assessments  of  Commit- 
tee Effectiveness 

Each  primary  respondent  also  was  asked  to  evalu- 
ate the  committee’s  effectiveness  on  a five  point 
scale;  possible  responses  were:  Ineffective,  Some- 
what Effective,  Effective,  Very  Effective,  and  Ex- 
cellent. Likewise,  a physician,  a nurse,  and  a social 
worker  in  each  hospital  were  asked  to  evaluate  in- 
dependently the  committee’s  effectiveness  on  the 
same  scale.  Table  1 displays  the  comparative  re- 
sults of  these  assessments.  (A  copy  of  all  17  data 
tables  are  available  upon  request  from  the  princi- 
pal investigator.)  An  entry  of  “X”  in  the  table  indi- 
cates the  self-assessment  of  the  (usually)  ethics 
committee  chair  responding  to  the  main  survey. 
An  entry  of  “S”  in  the  table  indicates  the  indepen- 
dent assessment  by  a physician,  nurse,  or  social 
worker.  These  latter  entries  are  labeled  “S”  (for 
supplemental  respondent),  rather  than  identifying 
specifically  whether  the  respondent  was  a physi- 
cian, nurse,  or  social  worker,  to  preserve  the  con- 
fidentiality of  the  supplemental  respondent. 

No  primary  respondent  evaluated  their  ethics 
committee’s  effectiveness  as  Excellent.  For  two  of 
the  medium  (Group  2)  and  one  of  the  small  (Group 
3)  hospitals,  several  supplemental  respondents 
graded  their  committee  as  Excellent,  although  for 
one  of  these  medium  hospitals  (hospital  A)  the  pri- 
mary and  two  supplemental  respondents  graded 
their  committee  as  only  Effective.  For  two  large 
hospitals  (hospitals  E and  L),  the  primary  and 
supplemental  respondents  all  graded  their  commit- 
tee as  Very  Effective.  For  another  large  hospital 
(hospital  K),  the  primary  respondent  graded  the 
committee  as  Very  Effective,  while  all  three  re- 
spondents thought  the  committee  was  only  Effec- 
tive or  Somewhat  Effective.  Table  1 also  identifies 
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whether  the  responding  hospital  is  a for-profit  hos- 
pital. There  seems  to  be  no  difference  in  perceived 
effectiveness  among  the  ethics  committees  of 
profit,  not-for-profit  or  church  affiliated  hospitals. 
There  clearly  is  a large  degree  of  variability  within 
the  same  hospital  among  the  perceptions  of  com- 
mittee effectiveness  by  primary  and  physician/ 
nurse/social  worker  respondents. 

It  might  be  conjectured  that  those  ethics  com- 
mittees that  experience  a large  variety  of  commit- 
tee experiences,  such  as  ethics  workshops  and  live/ 


retrospective  case  discussions,  might  perceive 
themselves  (and  be  perceived)  as  more  effective 
than  those  committees  with  few  of  these  activities. 
This  seems  to  be  the  case  for  one  large  hospital 
(hospital  L),  but  the  data  show  no  marked  trends 
for  the  other  hospitals.  In  fact,  a small  hospital  (hos- 
pital G)  reports  a variety  of  committee  activities, 
but  the  primary  respondent  rates  the  committee  as 
only  Somewhat  Effective,  while  the  supplemental 
respondents  rate  the  committee  as  either  Effective 
or  Excellent. 
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The  health  benefits  of  regular  physical  activity  are 
extensive  and  well  documented.1  Accordingly,  na- 
tional recommendations  suggest  that  all  adults  par- 
ticipate in  30  minutes  of  moderate  physical  activity 
on  five  or  more  days  per  week,  or  20  minutes  of 
vigorous  physical  activity  three  or  more  days  per 
week.2  Unfortunately,  awareness  among  both  prac- 
titioners and  the  public  as  to  the  health  benefits  of 
a regularly  active  lifestyle  has  not  transferred  well 
to  action.  Nearly  two  thirds  (60  percent)  of  U.S. 
adults  report  irregular  patterns  of  leisure-time 
physical  activity,  while  nearly  one-third  (30  per- 
cent) report  no  leisure-time  physical  activity  at  all.3 
This  means  that  for  every  ten  adults,  three  are  in- 
active, six  are  active  but  not  regularly  enough  to 
receive  health  benefits,  and  only  one  person  is  ac- 
tive at  the  recommended  levels  for  health-related 
fitness.  Some  researchers  suggest  that  inactive  per- 
sons are  at  high  risk  for  early  morbidity  and  mor- 
tality on  a level  similar  to  smokers  or  those  with 
high  blood  cholesterol  or  high  blood  pressure.4 
Additionally,  there  is  growing  concern  over  the  par- 
ticularly high  rates  of  physical  inactivity  reported 
among  women,  ethnic  minorities,  and  in  certain 
geographic  locations.3 

Because  of  the  economic  and  public  health  bur- 
den owed  to  high  population  levels  of  physical  in- 
activity 2,  federal  resources  have  been  directed  at 
increasing  the  levels  of  physical  activity  as  well  as 
reducing  the  health  disparities  among  Americans.5 
However,  concern  exists  over  the  degree  to  which 
these  objectives  are  being  met.  In  this  report  we 


* Address  correspondence  to  Dr.  Ainsworth  at  Pre- 
vention Research  Center,  University  of  South  Caro- 
lina, School  of  Public  Health,  Columbia,  S.C.,  29208; 
bainsworth@sph.sc.edu. 


used  national  and  state  level  Behavioral  Risk  Fac- 
tor Surveillance  System  (BRFSS)  data  to  (a)  de- 
scribe current  physical  activity  patterns  among 
black  and  white  South  Carolina  adults;  (b)  com- 
pare the  physical  activity  patterns  of  South  Caro- 
linians with  national  and  regional  data;  and,  (c) 
evaluate  the  secular  trend  of  physical  inactivity 
within  South  Carolina  by  sex  and  race  between 
1990  and  1998. 

METHODS 

The  BRFSS  is  an  ongoing  national  random  digit 
dialing  phone  survey  that  was  developed  by  the 
Centers  for  Disease  Control  and  Prevention  (CDC) 
in  order  to  facilitate  the  identification  of  modifi- 
able risk  factors  by  state  health  departments.  For 
this  report,  BRFSS  data  from  1998  were  used  to 
compare  a sub-sample  of  South  Carolina  respon- 
dents (N  = 3,721)  with  their  national  and  regional 
(southeast)  counterparts.  South  Carolina  data  from 
1990  to  1997  were  used  to  evaluate  the  eight-year 
pattern  of  physical  inactivity  among  South  Caro- 
linians. 

Physical  activity  was  determined  from  the  two 
most  common  leisure-time  activities  reported  by 
the  respondent  for  the  past  month.  National  rec- 
ommendations 2 define  regular  moderate  physical 
activity  as  activities  requiring  three  to  six  METs 
(METs  = work  metabolic  rate  / resting  metabolic 
rate;  1 MET  = 1 kcal/kg/hr)  of  energy  expenditure, 
performed  for  at  least  30  minutes  a day  on  five  or 
more  days  per  week.  Regular  vigorous  activity  is 
defined  as  energy  requirements  of  greater  than  six 
METs  performed  for  at  least  20  minutes  a day  on 
three  or  more  days  per  week.  For  the  current  analy- 
ses, three  mutually  exclusive  physical  activity  lev- 
els were  defined  as:  inactivity  (reporting  no 
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Table  1.  Leisure-Time  Physical  Activity  Among  South  Carolinians 
Aged  18+  Who  Completed  the  1998  BRLSS. 


Physical  Activity  Level** 


n* 

Inactive,  % 

Insufficient,  % 

Regular,  % 

Total 

3,163 

33.6 

52.8 

13.6 

White  Men 

1,072 

32.0 

49.4 

18.6 

White  Women 

1,400 

31.0 

57.6 

11.4 

Black  Men 

246 

34.1 

48.3 

17.7 

Black  Women 

445 

43.8 

52.0 

4.3 

* unweighted  sample  size;  **  percent  weighted  to  state  population  (see  Methods  section  for  definitions  of  activity 
levels.) 


moderate  or  vigorous  leisure-time  physical  activ- 
ity), insufficient  activity  (reporting  some  moder- 
ate or  vigorous  leisure-time  physical  activity,  but 
at  less  than  recommended  levels),  or  regular  activ- 
ity (meeting  all  recommended  levels  for  moderate 
and/or  vigorous  activity).  Analyses  were  stratified 
by  sex  and  race  (black  or  white).  All  analyses  were 
conducted  with  a special  statistical  software 
(SUDAAN  version  5.50,  Research  Triangle  Park, 
NC;  and  SAS  version  6.12,  Cary,  NC)  in  order  to 
account  for  the  complex  sampling  design  used  in 
the  BRFSS. 

RESULTS 

The  majority  of  South  Carolina  adults  (52.8  per- 
cent) reported  insufficient  levels  of  leisure-time 
physical  activity  in  1998  (Table  1).  Just  over  one- 
third  (33.6  percent)  of  the  respondents  reported  no 
leisure-time  activity  at  all,  while  only  13.6  percent 
met  current  recommendations  for  regular  amounts 
of  health-related  leisure-time  physical  activity.  The 
race-sex  comparisons  in  Table  1 showed  black 
women  had  the  highest  prevalence  of  inactivity 
(43.8  percent)  and  the  lowest  prevalence  of  regu- 
lar activity  (4.3  percent).  White  women  were  the 
most  insufficiently  active  (57.6  percent)  in  leisure- 
time, and  white  men  had  the  highest  percent  of 


regular  leisure -time  physical  activity(  18.6  percent). 
Disparities  in  leisure-time  physical  activity  were 
highest  between  black  men  and  women  for  insuf- 
ficient (men,  34.1  percent  and  women,  43.8  per- 
cent) and  regular  activity  (men,  17.7  percent  and 
women  4.3  percent). 

Compared  with  national  and  southeastern  1998 
BRFSS  data,  most  South  Carolinians  demonstrated 
higher  levels  of  inactivity  (Figure  1).  The  excep- 
tion was  for  white  South  Carolina  women,  who 
were  less  inactive  than  their  regional  counterparts. 
Black  women  were  consistently  the  least  active  and 
white  men  were  the  most  active.  Figure  2 shows 
that  about  33  percent  of  South  Carolinians  were 
inactive  during  the  majority  of  the  past  decade. 
Race-sex  comparisons  were  less  stable  across  the 
time  span;  however,  since  1990,  black  women  have 
been  the  least  active  and  white  men  the  most  ac- 
tive during  their  leisure-time.  Differences  in  the 
levels  of  inactivity  were  larger  between  black  men 
and  women  compared  with  white  men  and  women. 

DISCUSSION 

Efforts  to  increase  adult  levels  of  regular  physical 
activity5  have  evolved  in  response  to  evidence- 
based  reports2  that  document  substantial  health 
benefits  from  a regularly  active  lifestyle.  In  spite 
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Figure  1.  Comparison  of  national,  regional  and  South  Carolina  levels  of  physical  inactivity  among  adults  who 
completed  the  1998  BRFSS.  Southeast  defined  as:  Alabama,  Florida,  Georgia,  Kentucky,  Louisiana,  Missis- 
sippi, North  Carolina,  South  Carolina,  and  Tennessee. 


of  these  efforts,  physical  activity  levels  among  most 
U.S.  adults  during  the  past  decade  were  insuffi- 
cient to  confer  protection  against  chronic  disease 
morbidity  and  early  mortality.3  Researchers  re- 
ported similar  findings  among  South  Carolinians 
in  a special  edition  of  the  Journal  (Volume  89,  Is- 
sue 8).  In  this  report  we  used  1998  BRFSS  data  to 
further  examine  the  leisure-time  physical  activity 
patterns  among  South  Carolina  adults  and  to  make 
comparisons  with  1998  national  and  regional  esti- 
mates from  the  BRFSS.  We  also  characterized 
trends  in  physical  inactivity  among  South  Caro- 
lina adults  between  1990  and  1998.  We  found  the 
majority  of  adult  South  Carolinians  to  be  insuffi- 
ciently active  during  leisure-time  and  over  one- 
third  to  be  completely  inactive.  This  finding  is 
similar  to  a previous  report  on  the  physical  activ- 
ity levels  among  South  Carolina  adults  by 
Ainsworth  et  al.6,  and  is  consistent  with  data  re- 


ported for  South  Carolina  in  the  1996  Surgeon 
General’s  report  on  physical  activity  and  health.3 
Regular  moderate  physical  activity  performed  for 
at  least  30  minutes  on  five  or  more  days  per  week, 
and/or  vigorous  physical  activity  performed  for  20 
minutes  on  three  or  more  days  per  week  is  associ- 
ated with  lower  risk  for  heart  disease,  diabetes, 
obesity,  hypertension,  and  colon  cancer.12  3 Regu- 
lar physical  activity  has  also  been  related  with  bet- 
ter mental  health  and  overall  quality  of  life  and 
well-being.1’3  While  performing  some  physical  ac- 
tivity is  better  than  none,  nearly  two-thirds  of 
South  Carolinians  would  enjoy  improved  health  if 
they  were  active  at  regular  intervals. 

Black  women  have  higher  levels  of  physical  in- 
activity compared  with  all  other  sex-race  groups 
in  South  Carolina,  the  southeast,  and  the  U.S.  as  a 
whole.  This  highlights  the  sex3  and  race7  dispari- 
ties in  adult  physical  activity  levels  and  health  sta- 
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Figure  2.  Percent  of  South  Carolinians  reporting  no  leisure-time  physical  activity:  BRFSS  1990-1998.  W,  white; 
B,  black. 


tus  of  ethnic  minorities  and  is  a contributor  to  the 
increasing  rates  of  chronic  disease  among  women 
and  minorities. 

The  observation  of  higher  levels  of  insufficient 
and  irregular  physical  activity  among  South  Caro- 
linians compared  with  all  U.S.  adults  is  consistent 
with  previous  data.3  Physical  inactivity  is  highest 
among  southern  states,  and  is  inversely  and  strongly 
associated  with  the  degree  of  urbanization  in  this 
region.  Except  for  white  women,  the  other  South 
Carolina  subgroups  in  this  study  showed  higher 
inactivity  levels  compared  with  the  average  level 
of  inactivity  reported  among  other  southeastern 
region  states.  Therefore,  the  public  health  burden 
of  physical  inactivity  may  be  particularly  high 
within  this  region. 

Observing  a relatively  stable  pattern  in  the  lev- 
els of  physical  inactivity  among  South  Carolinians 
through  the  majority  of  the  past  decade  shows  the 
need  for  added  physical  activity  promotion  in  South 
Carolina.  Additionally,  the  relative  lack  of  change 
in  physical  activity  patterns  nation  wide  supports 
a national  “call  to  action”  to  increase  activity  lev- 
els in  all  areas  of  daily  life.  The  release  of  the  2010 
national  health  objectives8  speaks  to  the  importance 
of  increasing  population  levels  of  moderate  and 
vigorous  physical  activity  as  a means  of  improv- 
ing our  nation’s  health.  The  2010  objectives  call 
for  reductions  in  (a)  the  percentage  of  adults  who 


are  inactive  from  40  percent  to  20  percent,  and  (b) 
the  percentage  of  adults  who  are  insufficiently  ac- 
tive from  60  percent  to  48  percent.  In  South  Caro- 
lina, this  translates  to  13  percent  fewer  inactive, 
and  five  percent  fewer  insufficiently  active  adult 
men  and  women.  In  addition  to  global  health  rec- 
ommendations, the  Healthy  People  2010  objectives 
call  for  increased  efforts  to  reduce  sex  and  racial 
health  disparities  and  unhealthy  lifestyle  behaviors 
among  Americans.  This  speaks  particularly  to 
South  Carolina  since  black  women  are  among  the 
least  active  compared  with  their  white  counterparts. 
The  lifestyle  approach4  to  physical  activity  and 
health  has  recently  gained  recognition  among  re- 
searchers and  practitioners.  Fundamental  to  the 
“lifestyle  approach”  is  the  individual’s  awareness 
of  and  belief  in  the  health  benefits  of  an  active 
lifestyle  and  the  motivational  readiness  for  behav- 
ioral change.  Physicians  can  play  a role  in  promot- 
ing a regularly  active  lifestyle  among  South 
Carolinians  through  provider-based  physical  activ- 
ity counseling.9  Data  from  a randomized  controlled 
trial  (Project  PACE)  on  the  effects  of  physician- 
based  activity  counseling  showed  reduced  levels 
of  physical  inactivity  among  adults  in  the  experi- 
mental group  compared  with  controls.10 

CONCLUSION 

The  prevalence  of  leisure-time  physical  activity 
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levels  which  are  irregular  or  insufficient  to  confer 
health  benefits  is  high  among  South  Carolina 
adults.  The  relatively  stable  eight-year  pattern  for 
inactivity  in  South  Carolina  suggests  that  little 
progress  has  been  made  in  reducing  the  level  of 
sedentary  living  in  this  state.  Additionally,  sex-race 
differences  are  a persistent  challenge  that  must  be 
overcome  if  the  year  2010  objectives  are  to  be  met. 
Physicians  can  be  a primary  source  of  guidance 
and  positive  affect  for  improving  the  lifestyle  be- 
haviors of  their  patients.  Ideally,  all  adults  should 
be  encouraged  to  have  regular  amounts  of  moder- 
ate or  vigorous  physical  activity  as  a part  of  their 
daily  life.  However,  change  appears  to  occur  in 
stages  that  vary  among  individuals.4-9  Therefore, 
getting  those  who  do  nothing  to  do  something,  and 
promoting  regular  activity  among  those  whose 
current  activity  patterns  are  insufficient  for  health 
benefits  is  likely  to  be  the  most  feasible  and  per- 
haps the  most  natural  progression  of  behavioral 
change.  By  providing  culturally  appropriate  and 
sex  specific  physical  activity  counseling,  physi- 
cians can  promote  a regularly  active  lifestyle  and 
reduce  the  public  health  burden  owed  to  sedentary 
living  in  South  Carolina. 
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PROMOTING  PROFESSIONALISM:  A PRIMER 
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Tensions  between  professionalism  and  commer- 
cialism are  widely  recognized  in  our  society.  For 
example,  the  director  of  a London  think  tank  opines 
that  “the  late  20th  century  has  tried  to  have  pro- 
fessions without  virtue,  and  it  has  not  worked.”1 
The  former  editor  of  JAMA  argues  that  while  medi- 
cine must  always  be  both  business  and  profession, 
the  scale  has  tipped  too  far  toward  the  business 
side  (read:  “greed”)  in  recent  years.2  The  author 
of  a much-acclaimed  history  of  medical  education 
in  the  United  States  observes  that  market  forces 
including  the  general  abandonment  of  fee-for-ser- 
vice  reimbursement  for  managed  care  “pose  an 
unprecedented  threat  to  medical  professionalism- 
particularly  the  physician’s  obligation  to  serve  the 
needs  of  patients.”3  Against  this  background  there 
is  now  a distinct  movement  to  promote  profession- 
alism in  medicine  and  medical  education.  The  ter- 
minology varies  and  is  sometimes  confusing.  The 
words  “humanities,”  “humanitarian,”  “human- 
ism,” and  “humane,”  for  example,  have  different 
meanings  as  do  such  terms  as  “humanism  in 
medicine,”  “professionalism  in  medicine,”  and 
“medical  ethics.”4’5  Generally  speaking,  “profes- 
sionalism” is  being  substituted  for  “attitudes”  in 
the  knowledge/skills/attitudes  paradigm  of  educa- 
tion. National  medical  organizations  are  starting 
to  pay  serious  attention  to  this  issue.  Here  we  will 
seek  tentative  answers  to  four  questions:  ( 1)  What 
is  professionalism?  (2)  Can  professionalism  be 
taught?  (3)  Must  professionalism  be  taught?  (4) 
How  can  we  best  promote  professionalism  in  the 
21st  Century? 

WHAT  IS  PROFESSIONALISM? 

The  numerous  attempts  to  define  professionalism 
remind  us  of  Justice  Potter  Stewart’s  quip  about 
pornography:  “I  can’t  define  it,  but  I know  it  when 
I see  it.”  The  essence  of  medical  professionalism 
consists  of  service  in  the  patient’s  best  interests. 
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Forces  that  complicate  such  a simple  definition  in- 
clude growing  commercialism  in  medicine,  loss  of 
physician  autonomy,  the  concept  of  population- 
based  medicine  with  its  emphasis  on  one-to-n  rather 
than  one-to-one,  and  even — within  medicine — the 
outcomes  movement  with  its  insistence  on  objec- 
tive data  that  ignore  the  nuances  of  the  doctor-pa- 
tient relationship.6  “Profession”  comes  from 
profiteri,  which  comes  from  pro  plus  fassfateri , 
which  means  to  confess  or  own  to.  The  original 
usage  of  “to  profess”  in  English  was  to  take  the 
vows  of  a religious  order.  Thus,  the  meaning  was 
“to  declare  openly,”  to  espouse  a set  of  values.  But 
what  precisely  are  the  values?  Therein  lies  the  rub. 

Various  definitions  of  medical  professionalism 
have  been  offered  from  time  to  time.  Reynolds  de- 
fines it  as  “a  set  of  professional  values,  attitudes, 
and  behaviors  that  result  in  serving  the  interests  of 
patients  and  society  before  the  physician’s  own, 
with  the  goal  of  rendering  healing  to  individuals 
and  communities.”7  Irvine  notes  that  professional- 
ism rests  on  three  pillars:  expertise,  ethics,  and  ser- 
vices. He  also  emphasizes,  however,  the  importance 
of  independence  (or  autonomy),  which  is  linked  to 
the  concept  of  an  independent  profession  as  granted 
by  the  state,  which  is  in  turn  highly  dependent  on 
self-regulation  and  trust.  Trust  is  crucial  not  only 
to  the  relationship  between  doctor  and  patient  but 
also  between  the  profession  and  society.810  Others 
prefer  to  define  professionalism  in  purely  opera- 
tional terms.  The  American  Board  of  Internal  Medi- 
cine, on  the  basis  of  extensive  research,  lists  six 
elements  of  professionalism  and  seven  signs  and 
symptoms  that  professionalism  has  been  betrayed 
(Table  l).11  Swick  et  al.,  in  the  course  of  develop- 
ing a survey  instrument  of  how  professionalism  is 
taught  in  American  medical  schools,  acknowledged 
that  “professionalism  is  a complex  concept  encom- 
passing a number  of  attitudes,  values,  and  behav- 
iors” and  chose  to  focus  on  four  key  attributes:  (1) 
Subordinating  one’s  self-interest  to  the  interest  of 
patients;  (2)  Adhering  to  high  ethical  and  moral 
standards;  (3)  Responding  to  societal  needs;  and 
(4)  Evincing  core  humanistic  values  such  as  em- 
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TABLE  1 

COMPONENTS  OF  PROFESSIONALISM  (AMERICAN  BOARD  OF  INTERNAL  MEDICINE,  1995  u) 

ELEMENTS  OF  PROFESSIONALISM 

SIGNS  AND  SYMPTOMS  THAT 
PROFESSIONALISM  HAS  BEEN  BETRAYED 

• Altruism — the  ruling  principle  is  the  patient’s 
best  interest 

• Accountability — not  only  to  patients  but  also  to 
society  and  to  the  profession 

• Excellence — commitments  to  exceed  expectation 
and  to  life-long  learning 

• Duty — acknowledgment  of  availability  and 
responsiveness  when  on  call 

• Honor  and  integrity — refusal  to  violate  personal 
and  professional  codes 

• Respect  for  others — the  basis  for  all  relationships 

• Abuse  of  power — such  as  betrayal  of  the  trust  of 
patients  and  colleagues;  bias;  sexual  harassment;  and 
breach  of  confidentiality 

• Arrogance — a haughty  self-importance 

• Greed — inappropriate  aspiration  for  money, 
power,  or  fame 

• Misrepresentation — the  conscious  act  of  fraud 

• Impairment — continuing  to  practice  without 
recognition  or  acknowledgment  of  limitations 

• Lack  of  conscientiousness — for  example,  doing 
“just  enough  to  get  by” 

• Conflicts  of  interest — whether  by  self-referral, 
acceptance  of  gifts,  inappropriate  collaboration  with 
industry,  or  compromising  the  principles  of  clinical 
investigation 

TABLE  2 

BEHAVIORS  THAT  COMPRISE  PROFESSIONALISM  (Swick,  200013) 

1.  Physicians  subordinate  their  own  interests  to  the  interests  of  others. 

2.  Physicians  adhere  to  high  ethical  and  moral  standards. 

3.  Physicians  respond  to  societal  needs,  and  their  behaviors  reflect  a social  contract  with  the  communities  served. 

4.  Physicians  evince  core  humanistic  values,  including  honesty  and  integrity,  caring  and  compassion,  altruism  and 
empathy,  respect  for  others,  and  trustworthiness. 

5.  Physicians  exercise  accountability  for  themselves  and  for  their  colleagues. 

6.  Physicians  demonstrate  a continuing  commitment  to  excellence. 

7.  Physicians  exhibit  a commitment  to  scholarship  and  to  advancing  their  field. 

8.  Physicians  deal  with  high  levels  of  complexity  and  uncertainty. 

9.  Physicians  reflect  upon  their  actions  and  decisions. 


pathy,  integrity,  altruism,  and  trustworthiness.12 
More  recently,  Swick  acknowledges  that  “medical 
professionalism”  does  not  lend  itself  to  a dictio- 
nary definition  but  rather  comprises  a set  of  be- 
haviors (Table  2). 13  Challenges  include  reaching 
agreement  on  desired  behaviors,  developing  per- 
formance indicators,  rewarding  good  behaviors, 
and  effecting  change  when  change  is  needed. 

CAN  PROFESSIONALISM  BE  TAUGHT? 

It  has  yet  to  be  demonstrated  that  medical  students, 
residents,  faculty,  or  practicing  physicians  can  be 
taught  professionalism  in  the  same  way,  for  in- 


stance, that  they  can  be  taught  to  treat  hyperten- 
sion or  to  excise  tumors.  The  literature  suggests, 
however,  that  learners  at  all  levels  can  benefit  from 
some  combination  of  didactic  material,  small-group 
discussions,  positive  role  models,  and  periodic  as- 
sessments. Relevant  concepts  include  self-deter- 
mination theory,  the  ethics  of  caring,  and  virtue 
theory. 

Self-determination  theory  recognizes  three  ba- 
sic psychological  needs: 

• Autonomy — freedom  to  take  initiative;  feeling 
volitional  for  one’s  own  behavior. 

• Competence — feeling  effective  and  capable  of 
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TABLE  3. 

TRADITIONAL  VALUES  OF  THE  MEDICAL  PROFESSIONALISM  CONTRASTED  WITH 
CAPITALISTIC  VALUES23 


TRADITIONAL  VALUES  OF  THE 
MEDICAL  PROFESSION 

• Purpose:  to  serve  the  patient  (L.,  patior,  “to  suffer”) 

• Service 

• Advocacy 

• Altruism 

• Services  driven  by  the  application  of  specialized 
knowledge 

• Standards  set  and  maintained  internally 

• Humanism 

• Long-term  goals 

• Meeting  society’s  needs 


CAPITALISTIC  VALUES 


• Purpose:  to  satisfy  consumers  (L.,  consumere , “to 
eat  completely”) 

• Profit 

• Competition 

• Responsibility  to  stockholders 

• Services  driven  by  the  market 

• Standards  set  by  external  forces 

• Consumerism 

• Short-term  goals 

• Giving  society  what  it  thinks  it  wants 


achieving  desired  outcomes. 

• Relatedness-feeling  respect  and  caring  for  oth- 
ers and  feeling  respected  and  cared  for  by  them. 

Self-determination  theory  has  been  applied  to 
undergraduate  medical  education  with  the  finding 
that  there  are  important  implications  for  learners.14 
Second-year  medical  students  who  perceived  their 
teachers  to  be  more  supportive  of  their  autonomy 
acquired  more  humanistic  values,  felt  more  com- 
petent, and  showed  more  enthusiasm  for  the  sub- 
ject matter.  Moreover,  at  six-month  follow-up  these 
students  were  more  supportive  of  simulated  pa- 
tients’ psychological  needs. 

The  ethics  of  caring  is  beginning  to  receive  se- 
rious attention.  It  is  suggested  that  we  have  over- 
looked the  importance  of  caring  as  an  ethical 
orientation  in  medicine — perhaps  because  it  is  so 
obvious,  but  also  perhaps  that  we  do  not  fully  un- 
derstand the  relationship  between  caring  and  the 
various  principles  of  bioethics.  That  medical  stu- 
dents lose  much  of  their  idealism  and  intense  em- 
pathy for  patients  over  time  is  well-known;  wags 
speak  of  the  “pre-cynical”  and  “cynical”  years  of 
the  curriculum.  Caring  must  be  fostered  in  an  en- 
vironment of  mutual  respect.  As  Branch  puts  it: 

I doubt  that  we  will  ever  approach  an  ideal  car- 
ing atmosphere  for  patients  unless  we  extend 
our  caring  to  our  students,  residents,  peers,  and 
ourselves.  Harsh  treatment  of  other  caregivers 
is  unlikely  to  coexist  with  warmth  and  support 
for  patients.15 

When  physicians  speak  disparagingly  about  other 


physicians,  other  health  care  workers,  and  even 
about  patients  as  “hits,”  “players,”  or  “gomers,” 
the  environment  of  caring  is  diminished. 

Virtue  theory  dates  back  to  that  conundrum  of 
the  pre-Socratic  philosophers:  “Can  virtue  be 
taught?”  A more-or-less  standard  understanding  of 
virtue  prevailed  in  the  Western  world  from  the  time 
of  Thomas  Aquinas  until  about  200  years  ago.  The 
cardinal  virtues  (traced  to  Plato’s  dialogues,  espe- 
cially the  Republic ) came  to  be  defined  as  prudence 
(wisdom),  temperance,  justice,  and  fortitude  (cour- 
age), while  the  theological  virtues  (traced  to  St. 
Paul,  in  1 Corinthians  13:13)  came  to  be  defined 
as  faith,  hope,  and  love  (charity).  Within  the  past 
two  centuries  the  notion  has  emerged  that  each  in- 
dividual can  define  virtue  for  himself  or  herself.16 
Recently  a bioethicist  argues  that  while  we  may 
not  be  able  to  cast  our  concepts  of  virtue  in  stone 
for  everyone,  certain  Aristotelian  concepts  of  vir- 
tue can  and  should  guide  us.17  These  include: 

• The  definition  of  virtue — a virtue  enables  some- 
thing or  someone  to  become  what  it  most  essen- 
tially is;  a virtue  is  excellence  in  function. 

• Requirements  for  becoming  virtuous — virtue  re- 
quires self-awareness  and  the  freedom  to  choose 
to  act.  A life  of  virtue  stems  from  a well-developed 
character. 

• How  to  become  virtuous — one  becomes  virtuous 
by  learning  right  habits  during  one’s  upbringing, 
but  virtue  can  also  be  learned  through  performing 
virtuous  acts  in  such  a way  that  they  become  habits. 

• The  importance  of  role  models  and  “states  of  char- 
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TABLE  4.  PROMOTING  PROFESSIONALISM  AT  DIFFERENT  LEVELS 


LEVEL 

ACTION  STEPS 

Each  individual 

Develop  a set  of  principles  (core  values),  preferably  in  writing;  Cultivate  a habit 
of  ethical  reflection  upon  one’s  own  actions  and  those  of  others;  Seek  clarifica- 
tion and  self-understanding  on  conflicting  priorities  and  preferences  for  autonomy 
as  opposed  to  teamwork. 

Medical  schools 

Incorporate  principles  of  professionalism  in  the  mission  statement  and  criteria 
for  admission;  Teach  the  cognitive  components  of  professionalism;  Teach  and 
evaluate  the  behavioral  components  of  professionalism  with  special  attention  to 
the  “hidden  curriculum”  of  the  clinical  years;  Identify  and  reward  residents  and 
faculty  who  serve  students  as  effective  positive  role  models. 

Residency  training  programs 

Reinforce  principles  and  evaluations  of  professionalism  as  developed  and  em- 
phasized by  the  Residency  Review  Committees  and  certifying  boards;  Include 
conferences  on  ethics  and  professionalism  in  the  formal  curriculum;  Promote 
learner-centered  methods  of  evaluation  and  professional  development  programs; 
Identify  and  reward  residents  who  best  exemplify  professionalism;  Reward  fac- 
ulty who  serve  residents  as  effective  positive  role  models. 

Practicing  physicians 

Make  “quiet  time”  to  reflect  on  personal  principles,  goals,  and  actions  and  on  the 
practice  of  medicine  in  a changing  health  care  environment.  Treat  other  physi- 
cians and  health  care  workers  with  mutual  respect,  and  praise  them  for  actions 
that  exemplify  out-of-the-ordinary  professionalism.  Be  committed  to  the  prin- 
ciple of  external  review  and  be  open  about  one’s  own  performance.  Support  ef- 
forts to  measure  proficiency  and  professionalism  as  these  continue  to  evolve. 
Show  leadership  in  the  teams  in  which  one  functions,  be  a good  citizen  in  one’s 
community,  and  consider  leadership  roles  in  medical  organizations. 

Specialty  organizations  and 
organized  medicine 

Develop  and  reinforce  principles  of  ethics  and  professionalism  as  an  ongoing 
activity.  Develop  and  reinforce  standards  of  practice  that  are  in  the  patient’s  best 
interests.  Promote  constructive  relationships  with  organizations  that  represent  other 
health  care  workers.  Promote  ongoing  dialogues  with  stakeholders:  governments, 
insurers,  and  especially  the  general  public.  Recognize  that  evolving  technology 
subjects  the  nature  of  medical  practice  to  both  gradual  and  cataclysmic  change, 
and  that  therefore  medicine’s  social  contract  must  be  re-negotiated  on  an  ongoing 
basis.  Promote  competent,  caring,  and  cost-effective  medicine  at  every  turn,  and 
recognize  those  physicians  whose  professionalism  is  especially  exemplary. 

acter” — we  can  become  virtuous  by  developing  non-negotiable  procedural  values  such  as  respect 
habits  based  on  our  observations  of  virtuous  role  for  equality,  freedom,  and  human  rights.  These 
models  who  exemplify  and  embody  the  ideal  per-  values  generate  in  turn  the  virtues  we  have  come 
formance  of  a specific  activity.  to  acknowledge  as  cornerstones  of  medical  ethics — 

• Concepts  of  virtue  relevant  to  a pluralistic  soci-  beneficence,  non-maleficence,  justice,  and  au- 
ety — reasonable  people  will  often  disagree  about  tonomy — as  well  as  compassion  and  honesty, 
how  fundamental  values  apply  to  specific  situa-  • Aristotle’s  doctrine  of  the  mean — the  notion  of 
tions.  Although  there  is  no  “one  size  fits  all”  defi-  virtue  as  a proper  balance  between  extremes  of  ex- 
nition  of  virtue,  the  good  physician  will  have  certain  cess  and  deficiency  (for  example,  courage  as  a 
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mean  between  cowardliness  and  recklessness)  can 
be  applied  to  our  everyday  understanding  of  virtue 
in  medicine.  For  example,  flexibility  is  a mean  be- 
tween fickleness  and  rigidity;  reflectiveness  is  a 
mean  between  thought-induced  paralysis  and  deaf- 
ness to  the  inner  voice. 

Students  and  residents  must  learn  the  principles 
of  professionalism  both  as  a body  of  information 
and  also  as  a set  of  problem-solving  skills.  The  lat- 
ter are  probably  more  important,  and  methods  de- 
veloped by  John  Dewey  some  70  years  ago  have 
become  more-or-less  standard  in  medical  and  other 
professional  schools.4  Still,  we  ask:  Can  teaching 
professionalism  make  a difference? 

MUST  PROFESSIONALISM  BE  TAUGHT? 

Writing  in  the  British  Medical  Journal,  two  au- 
thors argue  that  professionalism  must  be  taught  if 
for  no  other  reason  than  that  “most  doctors  do  not 
fully  understand  the  obligations  they  must  fulfill 
to  satisfy  public  expectations  and  maintain  profes- 
sional status.”18  Moreover,  professionalism  must 
be  taught  “to  prevent  medicine  from  becoming  a 
commodity  in  a market-oriented  world.”19  The 
impact  of  managed  care  deserves  special  comment. 

Sullivan  recently  discussed  the  impact  of  man- 
aged care  on  three  theoretical  approaches  to  pro- 
fessionalism, as  follows: 

• The  strategic  side  (sometimes  called  "the  profes- 
sional project,”  whereby  groups  or  guilds  claim 
superior  knowledge  and  special  moral  integrity  to 
secure  market  control) — managed  care  causes  the 
guild  to  lose  its  monopoly  as  powerful  market  play- 
ers (notably,  insurance  companies)  become  legiti- 
mated in  terms  of  consumer  sovereignty. 

• Cultural  and  social  authority  (whereby  market 
success  is  attributed  to  claims  for  and  control  of 
specific  areas  of  expertise  closely  linked  to  tech- 
nology and  science) — managed  care  cause  loss  of 
the  guild's  legitimacy  as  an  economic  elite  replaces 
a scientific  elite. 

• The  ideal  of  social  reform  (whereby  profession- 
alism is  not  only  an  expression  of  occupational  self- 
interest  but  also  the  embodiment  of  broader  social, 
cultural,  and  political  goals) — managed  care  neu- 
tralizes this  aspect  to  some  extent  by  viewing 
professionalism  as  a cultural  and  political  phe- 
nomenon. 

With  respect  to  the  first  and  second  of  these 


approaches — the  strategic  side  and  the  issue  of  cul- 
tural and  social  authority — Sullivan  argues  that  we 
must  accept  the  inevitable  with  resignation  and 
equanimity.  It  is  in  the  ideal  of  social  reform  that 
we  can  make  a difference.  The  contract  between 
medicine  and  society  must  be  re-drawn.  In  order 
to  resolve  its  own  crisis  of  legitimacy,  medicine 
must  seek  to  redefine  its  identity  around  a public 
mission.20  In  a similar  vein,  two  Australian  inves- 
tigators argue  that  (1)  professionalism  is  increas- 
ingly seen  as  a task-related  phenomenon  rather  than 
as  a social  phenomenon;  (2)  health  care  reformers 
have  adopted  a simplified  view  of  the  task,  which 
has  in  turn  downgraded  the  intrinsic  value  of  pro- 
fessionalism: (3)  such  an  over-simplified  view  of 
the  task  must  be  rectified;  and  (4)  professional  and 
organizational  structures  must  be  developed  that 
support  each  other  and  that  recognize  the  central 
role  of  professionalism.21  Teaching  social  respon- 
sibility to  medical  students  is  now  being  empha- 
sized.22 Collectively,  we  must  ask  ourselves  the 
question  with  which  we  usually  begin  patient  in- 
terviews: “Why  are  you  here?” 

This  discussion  of  professionalism  in  the  con- 
text of  health  care  reform  and  managed  care  leads 
us  to  the  interface  between  professional  and  busi- 
ness (capitalistic)  values  (Table  3). 2324  Because 
capitalistic  values  have  now  so  thoroughly  perme- 
ated the  fabric  of  medicine,  we  must  try  somehow 
to  meld  the  best  values  of  the  medical  profession 
with  the  best  values  of  capitalism  in  such  a way  as 
to  promote  both  enterprises.  Crucial  to  this  dialogue 
are  (1)  managing  rather  than  resisting  change;  (2) 
fostering  professionalism  in  medical  schools  and 
residency  programs:  and  (3)  taking  medicine's  case 
to  its  many  constituencies,  such  as  the  public,  gov- 
ernment, and  insurers.  In  sum.  professionalism 
must  be  taught — but  how? 

HOW  CAN  WE  BEST  PROMOTE 
PROFESSIONALISM  IN  THE  21ST 
CENTURY? 

Most  of  the  recent  dialogue  has  focused  on  how  to 
foster  professionalism  in  medical  schools  and  resi- 
dency programs. 25-37  There  have  also  been  attempts 
to  measure  professionalism  in  the  clinical  environ- 
ment and  to  assess  the  ethical  competence  of  learn- 
ers at  different  levels.38-40  The  former  editor  of  the 
New  England  Journal  of  Medicine  suggests  that 
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learning  competence  and  compassion  is  not 
enough,  that  students  must  obtain  a clear  under- 
standing of  the  health  care  system  through  the  fol- 
lowing specific  tasks: 

• Learn  the  social  and  political  history  of  the  medi- 
cal profession  in  the  United  States  over  the  past 
200  years. 

• Be  introduced  to  the  economic  dimensions  of 
health  care — where  the  money  comes  from  and 
how  it  is  spent. 

• Learn  the  history  of  health  maintenance  organi- 
zations, and  understand  the  different  forms  of  man- 
aged care  and  how  they  work. 

• Become  familiar  with  the  health  care  reforms  pro- 
posed by  the  Clinton  Administration  in  the  early 
1990s,  and  understand  why  they  were  defeated  and 
what  has  happened  to  health  care  reform  since  then. 

• Examine  the  conflict  between  the  culture  of  busi- 
ness managers  and  that  of  practicing  physicians, 
and  consider  the  recent  efforts  to  achieve  “quality 
control”  as  a balance  to  the  emphasis  on  price. 

• Be  challenged  to  think  about  the  important  ethi- 
cal, legal,  and  professional  issues  raised  by  the  in- 
dustrialization of  health  care. 

• Consider  the  political  and  professional  options 
that  might  preserve  the  most  important  principles 
of  medical  professionalism  while  still  addressing 
the  social  objectives  of  cost,  community  service, 
and  universal  access.24 

The  British  have  addressed  professional  perfor- 
mance and  professionalism  through  the  General 
Medical  Council,  the  Royal  Colleges,  the  univer- 
sities, and  the  British  Medical  Association.  Work- 
ing together,  these  groups  have  sought  to  modernize 
the  core  concept  of  professionalism,  as  follows: 

• Reconciling  professional  values  with  public  val- 
ues; 

• Strengthening  medical  education; 

• Developing  explicit  standards  that,  where  pos- 
sible, are  evidence-based; 

• Managing  under-performance; 

• Establishing  effective  local  medical  regulation; 

• Assessing  and  recording  each  physician’s  con- 
tinuing fitness  to  practice;  and 

• Developing  the  General  Medical  Council  as  a for- 
ward-looking, efficient,  properly- accountable  regu- 
lator.10 

Promoting  professionalism,  then,  must  be  a col- 
lective enterprise  and  should  extend  throughout  the 


entire  medical  community.  Specialty  organizations 
are  taking  note.11,41'44  Three  Canadian  educators 
suggest  that  medicine  now  has  a window  of  op- 
portunity to  re-assert  is  professionalism  through 
emphasis  on  the  doctor-patient  relationship,  edu- 
cation of  new  physicians,  and  work  through  orga- 
nizations.45 

Steven  A.  Covey,  the  popular  motivator,  teaches 
that  private  victory  precedes  public  victory,  that 
we  should  first  seek  independence  and  then  inter- 
dependence, and  that  we  must  constantly  “sharpen 
the  saw” — that  is,  hone  our  skills  and  values.  Pro- 
fessionalism must  be  fostered  at  different  levels 
beginning  with  the  individual  and  continuing 
through  our  umbrella  organizations  (Table  4).  Pro- 
fessionalism increasingly  requires  teamwork  as 
physicians  continue  to  lose  much  of  their  traditional 
autonomy  in  a complex  and  rapidly-changing  en- 
vironment. We  can  best  promote  professionalism 
by  professing  that  what  we  do  is  always  in  the  pub- 
lic interest,  then  constantly  striving  to  prove  that 
this  is  indeed  the  case. 
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Y2K.6.  TOWN  AND  GOWN 

In  our  last  musings  on  medicine  in  this  millennium 
we  pondered  the  issue  of  unity.  In  that  regard,  I’m 
long  been  intrigued  and  troubled  by  the  first  para- 
graph of  the  Hippocratic  Oath: 

To  hold  my  teacher  in  this  art  equal  to  my  own 
parents;  to  make  him  partner  in  my  livelihood; 
when  he  is  in  need  of  money  to  share  mine 
with  him;  to  consider  his  family  as  my  own 
brothers,  and  to  teacher  them  this  art,  if  they 
want  to  learn  it,  without  fee  or  indenture. 
Why  this  emphasis?  There  is  a powerful  message 
here,  an  unspoken  psychological  contract  that  runs 
something  like  this:  “Look,  Bud,  I’m  not  teaching 
you  these  trade  secrets  just  to  have  you  set  up  shop 
across  the  street  and  try  to  put  me  out  of  business, 
see  here!”  The  old  Greeks,  nobody's  fools,  did  not 
take  gratitude  for  granted! 

Aristotle,  in  the  Nichomachean  Ethics , speaks 
of  the  pleasure  of  beneficence.  If  we  do  somebody 
a favor,  we  usually  feel  warmly  towards  them  for 
they’ve  become  the  incarnation  of  our  own  good- 
ness. But  does  the  recipient  necessarily  recipro- 
cate? No.  The  recipient  might  resent  us,  even  take 
advantage  of  us.  There  is  an  old  fable  about  a con- 
niving lad  whose  plan  for  fame  and  fortune  was  to 
marry  the  king’s  daughter.  Knowing  the  king’s  reti- 
nue would  ford  a certain  river  at  a certain  time,  he 
feigned  drowning  and  was  rescued  whereupon  the 
king — basking  in  his  own  beneficence — brought 
the  young  man  into  his  household.  Mother  taught 
me  this  principle  more  succinctly:  “Don’t  ever  do 
anything  for  anybody  and  expect  them  to  do  some- 
thing for  you  in  return.” 

The  first  paragraph  of  the  Hippocratic  Oath  rec- 
ognizes what  we  now  call  town-gown  tension. 
Daniel  Drake,  a pioneering  American  medical  edu- 
cator, said  more  than  a century  ago  that  “the  found- 
ing of  medical  schools  is  a source  of  discord  within 
the  profession.”  Such  are  the  strong  feelings  about 
this  issue  today  that  I quite  intended  to  leave  it 
alone.  My  mind  changed  one  day  in  August  with 
the  arrival  of  two  stories  about  what  is  happening 


in  southern  California  between  UCLA  faculty  and 
their  counterparts  in  private  practice. 

The  first  story,  in  the  Wall  Street  Journal , was 
written  mainly  from  private  physicians’  point  of 
view.  UCLA,  it  seems,  had  used  aggressive  and 
coercive  business  tactics.  Join  us,  or  we’ll  drive 
you  out  of  business.  UCLA  made  life  for  private 
physicians  in  a highly  competitive  market  more 
difficult  by  building  up  a large  primary  care  net- 
work and  then  going  after  contracts.1  The  second 
story,  in  Academic  Medicine , told  the  university's 
point  of  view.  UCLA  did  what  it  had  to  do  to  pre- 
serve and  enhance  its  economic  well-being  but  re- 
mained sensitive  to  the  needs  of  private  physicians 
who  were  after  all  its  traditional  referral  source.2  If 
indeed  trends  in  medicine,  like  the  weather,  begin 
in  California  and  come  eastward,  then  these  con- 
flicting perspectives  on  the  same  scenario  suggest 
that  town-gown  tensions  as  we  know  them  will 
probably  escalate.  But  is  this  inevitable? 

Despite  the  long  history  dating  back  to  antiq- 
uity, town-gown  tensions  as  we  now  know  them 
are  largely  a 20th  Century  phenomenon  brought 
about  by  the  emergence  and  explosive  growth  of 
full-time  clinical  faculties.  Prior  to  the  Flexner  re- 
port (1910),  there  were  no  full-time  clinical  fac- 
ulty in  the  United  States.  William  Osier,  for 
example,  would  be  regarded  today  as  a part-time 
faculty  member;  he  taught  at  the  hospital  in  the 
mornings  and  did  private  practice  out  of  his  home 
in  the  afternoons.  The  growth  of  full-time  clinical 
faculty  began  in  1913  when  the  General  Educa- 
tion Board  of  the  Rockefeller  Foundation  began  to 
endow  medical  schools  with  funds  for  this  purpose. 
Clinical  medicine,  it  was  thought,  would  move  for- 
ward as  a science  only  if  its  professors  were  put  on 
the  same  salaried  basis  as  other  professors  within 
the  university.  The  lofty  ideal  of  the  General  Edu- 
cation Board,  sometimes  called  the  “Hopkins  plan." 
called  for  full-time  clinical  faculty  to  make  no  per- 
sonal income  from  seeing  private  patients.  Judged 
by  its  impact  on  scientific  medicine,  the  Hopkins 
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plan  was  hugely  successful  as  American  medicine 
soon  became  second  to  none.  Judged  by  its  impact 
on  medical  schools,  the  Hopkins  plan  failed  as  it 
soon  became  apparent  that  outstanding  clinical  fac- 
ulty could  not  be  recruited  and  retained  on  salaries 
that  were  a mere  fraction  of  what  could  be  gar- 
nered in  practice.3  Hence  the  Hopkins  plan  was 
replaced  nearly  everywhere  by  the  “Harvard  plan” 
or  “geographic  full-time  plan”  whereby  faculty 
drew  a base  salary  that  could  be  supplemented  by 
seeing  patients.  Still,  clinical  faculties  remained 
relatively  small  and  salaries  comparatively  mod- 
est until  post- World  War  II  prosperity  enabled  large 
NIH  grants  and  Medicare.  The  problem  today  is 
that  (1)  medical  schools  have  come  to  rely  on  prac- 
tice dollars  as  a major  (often  the  major)  source  of 
income;  (2)  teaching  hospitals  have  trained  their 
own  competition  to  the  extent  that  some  programs 
even  insist  on  “non-compete”  clauses;  and  (3)  gov- 
ernment and  business  share  a mandate  to  limit  the 
societal  burden  of  health  care  costs.  What,  then, 
does  the  21st  Century  hold  in  store? 

I’ve  been  privileged  to  feel  the  paranoia  from 
both  sides.  Physicians  in  private  practice  rightfully 
perceive  that  competition  from  faculty  is  unfair  in 
the  sense  that  full-time  faculty  are  subsidized  in 
part  by  tax  dollars.  Full-time  faculty  rightfully  per- 
ceive that  they  must  engage  in  some  private  prac- 
tice to  maintain  their  skills,  that  their  practice  is 
rendered  inefficient  by  the  university’s  competing 
demands,  that  they  (like  private  physicians)  pay 
steep  overheads,  and  that  they  are  unfairly  singled 
out  since  all  physicians,  like  it  or  not,  are  in  com- 
petition. But  my  greater  sadness  is  for  the  future  of 
the  medical  profession.  Analysis  of  articles  pub- 
lished in  The  Journal  through  the  years  led  to  the 
conclusion  that  growth  of  full-time  faculties  dur- 
ing the  20th  Century  served  to  inhibit  practicing 
physicians  from  undertaking  scholarly  activities.4 
What  will  suffer  in  the  end,  I think,  is  the  public 
image  (and  more  importantly,  the  self-image)  of 


medicine  as  a learned  profession. 

What  might  be  done?  My  idea  of  utopia  would 
be  as  follows: 

• Government  and  insurance  companies  would  re- 
ceive a mandate  to  provide  adequate  funding  of 
medical  education. 

• Given  adequate  funding  for  medical  education, 
medical  schools  would  receive  a mandate  to  place 
less  reliance  on  clinical  revenues. 

• Given  less  reliance  on  clinical  revenues,  full-time 
clinical  faculty  would  receive  a mandate  to  be  more 
accountable  for  teaching  and  research  or  other 
scholarly  activities. 

• Given  less  competition  from  full-time  clinical  fac- 
ulty, part-time  clinical  faculty  would  receive  a man- 
date to  participate  more  meaningfully  not  only  in 
teaching  but  also  in  scholarly  activity  in  concert 
with  full-time  faculty. 

• Given  more  venues  for  cooperation  and  collabo- 
ration, full-time  and  part-time  clinical  faculty 
would  increasingly  be  perceived  by  the  public  (and 
again  more  importantly,  by  themselves)  as  a seam- 
less unit — the  ideal  of  a unified  profession. 

Did  it  always  work  in  ancient  Greece?  No,  de- 
spite the  first  paragraph  of  the  Oath.  Will  it  always 
work  here?  No,  despite  our  best  efforts.  Is  the  ideal 
of  a unified  profession  worth  pursuing?  Yes,  be- 
cause it  is  in  the  public  interest.  Dum  spiro  spero. 

— CSB 
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This  issue  of  The  Journal  contains  a timely  article  about  hospital  ethics  committees  in  one  part  of  South 
Carolina.  The  two  guest  editorials  that  follow  elaborate  on  this  important  and  highly  relevant  issue.  Guest 
editorials  reflect  the  opinions  of  the  authors  and  do  not  necessarily  reflect  policies  or  position  of  the 
South  Carolina  Medical  Association. 


—CSB 

THE  HOSPITAL  ETHICS  COMMITTEE:  INTEGRAL  PLAYER  OR 
PASSIVE  OBSERVER? 


Bioethics  permeates  the  American  medical  land- 
scape: in  any  given  week,  it  is  virtually  impossible 
to  watch  the  evening  news  or  read  the  local  paper 
without  encountering  a story  about  an  ethical  di- 
lemma in  health  care.  Many  of  those  dilemmas 
occur  in  or  around  hospitals;  how  ironic,  then,  that 
hospital  ethics  committees  have  not  yet  matured 
in  many  hospitals,  more  than  a decade  after  they 
began  to  proliferate  in  American  health  care  insti- 
tutions. 

In  this  issue  of  the  Journal , a survey  study  by 
Philip  Schneider  attempts  to  “systematically  and 
comprehensively  investigate  the  composition,  op- 
eration, and  effectiveness  of  ethics  committees”  in 
twelve  South  Carolina  hospitals.1  Conspicuously 
absent  from  this  paper  are  certain  important 
methodologic  details:  How  were  these  specific 
hospitals  chosen  for  study?  Did  every  hospital 
approached  by  the  author  even  have  an  ethics  com- 
mittee? Can  we  assume  that  this  sample  fairly  rep- 
resents hospitals  in  South  Carolina  (or  the  United 
States)  generally?  What  information  was  obtained 
from  the  “structured  questionnaire”  and  what  in- 
formation from  the  “personal  interviews”?  Was 
anybody  interviewed  other  than  committee  chairs? 

Despite  these  shortcomings  of  the  study  as  pre- 
sented in  this  published  version,  it  is  possible  to 
draw  some  tentative  conclusions.  First,  the  com- 
mittees tend  to  be  quite  heterogeneous  in  size,  com- 
position, and  frequency  of  meeting.  Second,  most 
committee  members  have  no  training  in  medical 
ethics  before  joining,  and  most  committees  do  very 
little  to  train  their  members  as  a condition  of  mem- 
bership. Third,  hospitals  provide  very  little  finan- 
cial support  for  committee  activities.  Fourth,  only 
about  half  the  committees  appear  to  play  an  active 
role  in  hospital  policy  development.  And  fifth,  eth- 
ics consultation  on  active  cases  (termed  “live”  con- 
sultation by  the  author)  is  rare  or  nonexistent  in 
most  of  these  hospitals. 


It  is  worth  looking  more  closely  at  Schneider's 
data  on  consultation.  During  the  year  prior  to  the 
survey,  seven  of  the  twelve  committees  performed 
no  ethics  consultations,  and  two  hospitals  did  only 
one  consult  each.  Although  individual  ethics  con- 
sultants— and  not  committees — perform  ethics 
consultation  in  some  hospitals  in  the  United  States, 
the  author  implies  that  the  ethics  committee  was 
the  only  available  mechanism  for  consultation  in 
these  surveyed  hospitals.  There  was  one  major 
outlier,  a large  hospital  which  reported  104  con- 
sultations; I suspect  that  this  was  the  hospital  with 
the  “academically  trained  ethicist”  on  the  commit- 
tee— presumably  the  University  Hospital  in 
Charleston. 

What  can  we  conclude  from  this  report?  Above 
all,  one  would  like  to  know  whether  these  com- 
mittees make  a positive  impact  on  patient  care;  after 
all,  one  of  Schneider’s  stated  goals  was  to  docu- 
ment the  effectiveness  of  the  committees.  Unfor- 
tunately, in  this  study  the  only  evaluations  of 
committee  effectiveness  were  ratings  on  a five-item 
scale  by  the  committee  chairs  and  a few  hospital 
workers.  Such  ratings  are  obviously  of  minimal 
value,  but  Schneider  is  not  to  blame  here;  evaluat- 
ing the  overall  impact  of  an  ethics  committee  is 
extraordinarily  difficult. 

I suspect  that  while  some  ethics  committees  in 
South  Carolina  and  elsewhere  are  highly  functional 
and  productive,  many  of  them — perhaps  a major- 
ity— contribute  little  to  the  moral  climate  of  their 
institutions  or  to  the  moral  deliberations  of  work- 
ers within  these  institutions.  That  conclusion  may 
sound  harsh,  but  I do  not  intend  it  that  way.  For 
example,  many  hospital  policies  with  ethical  im- 
plications exist  primarily  to  satisfy  JCAHO  regu- 
lations; clinicians  rarely  consult  those  policies  to 
solve  dilemmatic  cases.  Thus,  the  failure  of  hos- 
pital ethics  committees  to  review  policies  regularly 
may  be  of  little  import. 
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And  what  about  ethics  consultation?  It  is  unre- 
alistic to  expect  many  ethics  committees,  particu- 
larly those  in  rural  areas,  to  have  members  with 
the  advanced  competencies  in  consultation  sug- 
gested recently  in  a Task  Force  report  cited  by 
Schneider.2  Clinicians  may  be  wise  not  to  request 
ethics  consultations  when  a committee's  members 
have  little  or  no  special  training.  (Of  course,  the 
institution  still  must  have  a mechanism — ethics 
committee  or  otherwise — for  patients  and  families 
to  voice  concerns  or  grievances).  In  addition,  ex- 
perienced ethics  consultants  have  noted  that  the 
core  issue  in  many  consultations  is  not  a complex 
philosophical  dilemma,  but  rather  inadequate  or 
poor  communication  between  physicians,  patients, 
and  families.  An  ethics  committee  is  not  necessar- 
ily the  only  (or  best)  mechanism  to  address  defi- 
cient communication.  Schneider's  work  should 
whet  our  appetites  for  more  information  on  hospi- 
tal ethics  committees  in  South  Carolina.  In  an  era 


HOSPITAL  ETHICS  COMMITTEES: 

The  Study  of  Twelve  Hospital  Ethics  Commit- 
tees in  Eastern  South  Carolina  by  Philip  Schneider 
contains  equal  measures  of  good  and  bad  news  re- 
garding the  development  of  hospital  ethics  com- 
mittees in  South  Carolina.  Foremost  among  the 
good  news  is  the  fact  that  each  of  the  twelve  insti- 
tutions surveyed  had  an  operating  ethics  commit- 
tee, attesting  to  the  value  of  the  JCAHO 
accreditation  requirement  that  healthcare  organi- 
zations have  a functioning  process  to  address  ethi- 
cal issues  in  patient  care.  Admirably,  ethics 
committees  are  performing  valuable  education 
functions  in  their  respective  institutions.  Whether 
this  takes  the  form  of  sponsoring  in  service  meet- 
ings with  various  hospital  staffs  and  services,  con- 
ducting training  in  ethics  for  non-committee 
members,  or  sponsoring  community  education  on 
ethical  issues,  committees  are  spending  consider- 
able time  in  providing  education.  In  contrast  to 
the  experience  elsewhere  in  the  country,  moreover, 
ethics  committees  in  South  Carolina  are  not  domi- 
nated numerically  by  physicians,  suggesting  that 
they  can  provide  an  effective  counter  weight  to  tra- 
ditional physician  control  over  patient  care  deci- 
sions. 

Professor  Schneider’s  study,  however,  provides 


of  instability  in  health  care,  new  kinds  of  ethical 
conflict — at  both  the  patient-physician  and  insti- 
tutional levels — will  surely  arise.  It  remains  to  be 
seen  whether  ethics  committees  will  be  integral 
players  or  passive  observers  in  those  conflicts. 
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GOOD  NEWS  AND  BAD 

ample  reason  to  question  whether  adequate  safe- 
guards have  been  taken  to  assure  that  ethics  com- 
mittees further  patient  interests.  Perhaps  most 
shocking  is  the  finding  that  half  of  the  committees 
surveyed  contained  representation  by  the  parent 
hospital’s  legal  staff  and  eight  of  the  twelve  com- 
mittees contained  members  of  the  hospital’s  ad- 
ministration. While  most  commentators  now 
believe  that  risk  management  and  the  protection 
of  the  institutional  interests  are  not  valid  commit- 
tee objectives,  committee  composition  stacked  in 
favor  of  the  institution  gives  the  appearance  that 
liability  and  cost-cutting  concerns  may  influence 
committee  deliberations.  Bolstering  concerns  over 
institutional  capture,  physicians  chair  a majority 
of  ethics  committees  in  South  Carolina.  Although 
each  hospital  had  a written  statement  of  patient 
rights,  the  fact  that  few  live  consultations  were  re- 
quested by  patients  or  families  suggests  that  addi- 
tional patient  education  is  warranted.  Clearly, 
additional  work  is  necessary  to  assure  that  ethics 
committees  do  not  simply  internalize  and  perpetu- 
ate the  parent  hospital’s  institutional  bias,  but  in- 
stead serve  patient  interests. 

Also  of  significant  import  is  Professor 
Schneider’s  observation  that  committee  members 
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in  nearly  all  hospitals  surveyed  “are  significantly 
undertrained  for  the  duties  assigned  to  them.”  This 
lack  of  training  confirms  the  early  concern  by  Pro- 
fessors John  Fletcher  and  Diane  Hoffman  that 
“most  members  of  ethics  committees  engage  in 
little  or  no  serious  study  of  clinical  ethics  or  re- 
lated topics.  In  practice,  each  member  tends  to 
maintain  his  or  her  personal  conduct  of  ethics, 
which  is  rarely  examined  in  serious  debate.”  See 
John  C.  Fletcher  & Diane  E.  Hoffman,  Ethics  Com- 
mittees: Time  to  Experiment  with  Standards,  120 
Annals  of  Internal  Medicine,  335, 336  (1994).  The 
creative  use  of  ethics  workshops  for  members  by 
half  of  the  committees  suggests  that  they  are  bal- 
ancing volunteer  membership  and  limited  or  non- 
existent budgets  with  the  need  for  a working 
knowledge  of  the  bioethics  literature,  on  which  the 


credibility  of  many  committees  hinges. 

Finally  and  perhaps  most  troubling  is  conclu- 
sion that  most  hospitals  in  the  survey  were  not  pre- 
pared to  embark  on  an  effective  live  consultation 
process.  Because  the  creation  and  operation  of  hos- 
pital ethics  committees  is  tied  to  accreditation  and 
therefore  to  participation  in  the  Medicare  program, 
hospitals  have  sufficient  incentive  to  provide  con- 
sultation services.  The  challenge  as  Professor 
Schneider’s  study  demonstrates  is  to  ensure  that 
the  services  provided  are  more  than  “paper  pro- 
cesses.” 

Professor  Robin  Fretwell  Wilson 
University  of  South  Carolina  School  of  Law 
Main  & Green  Streets 
Columbia,  SC  29208 
803/777-8295 
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In  Memoriam 

June  2000  - September  2000 


June  August 

Ben  Herbert  Keyserling,  MD  (Beaufort)  William  C.  Herbert,  Jr.,  MD  (Spartanburg) 

Joel  W.  Wyman,  MD  (Greenville) 


July 

Harry  S.  Allen,  Jr.,  MD  (Florence) 
Robert  A.  Frederick,  MD  (Columbia) 


September 

James  C.  Blalock,  MD  (Aiken) 

James  M.  Stallworth,  MD  (Charleston) 


The  South  Carolina  Medical  Association  Foundation 

If  you  would  like  to  make  a memorial  contribution  to  the  SCMA  Foundation  in  someone’s  name, 
please  complete  the  form  below  and  mail  it  in  the  postage-paid  envelope  included  in  The  Journal. 
The  family  will  receive  a notification  card  of  your  contribution  in  memory  of  their  loved  one. 

The  SCMA  continually  tracks  the  deaths  of  physician  members  in  the  state.  If  you  know  of  someone 
missing  from  the  list  for 'the  dates  above,  please  contact  the  SCMA  office  at  (803)  798-6207  in 
Columbia,  or  statewide  at  1-800-327-1021. 


□ Yes,  I would  like  to  make  a contribution  to  the  SCMA  Foundation. 

Please  print  or  type: 

In  Memory  of: 

Contributors  Name: 

Contributor  s Address:  


) 


Phone:  ( 


Detach  and  return  with  a check  made  payable  to  the  SCMA  Foundation, 
P.O.  Box  1 1188,  Columbia,  SC  29211.  A postage-paid  envelope  is  provided 
for  you  inside  the  center  of  the  magazine.  Thank  you  for  your  contribution. 
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WALLACE  THOMSON  HOSPITAL,  UNION,  S.C. 


The  original  13  patient  hospital  was  designed 
by  a famous  architect  from  Boston  and  regarded 
as  a model  for  a small  town.  The  cover  illustration 
is  from  a c.1927  postcard  that  provides  a view  of 
the  hospital  and  a thumbnail  picture  of  Dr. 
Thomson.  Built  with  public  subscriptions  and 
managed  by  a '*lf-perpetuating  board  of  trustees, 
it  began  operation  in  1920.  Mrs.  Anne  H.  Jeter 
gave  $5,000  when  the  idea  of  the  hospital  was  first 
concieved,  on  the  condition  that  the  hospital  would 
be  named  for  her  nephew,  Dr.  Wallace  Thomson.! 

Andrew  Wallace  Thomson  was  born  at  Santuc 
in  Union  County,  S.C.  in  1828.  He  graduated  from 
the  South  Carolina  College  in  1848  and  attended 
Jefferson  Medical  College  in  Philadelphia  from 
which  he  received  his  M.D.  degree.  He  returned 
to  Union  for  the  practice  of  medicine  until  the 
outbreak  of  The  War  Between  the  States  when  he 
was  appointed  surgeon  to  the  5th  Reg.,  South 
Carolina  Volunteers  and  went  with  the  regiment  to 
Virginia.  To  the  great  sorrow  of  his  regiment,  he 
was  transferred  to  the  charge  of  Winder  Hospital, 
Richmond,  Virginia.  However,  he  requested  that 
he  be  sent  back  to  his  old  command  which  he  joined 
as  it  was  going  forward  in  battle  and  he  remained 
with  them  in  all  of  the  bloody  fights  around 
Richmond,  then  returned  to  his  post  at  Winder 
Hospital.  He  was  selected  by  the  Surgeon  General 
to  investigate  the  treatment  of  Federal  prisoners  at 
Libby  Prison,  about  which  complaints  were  being 
made  in  the  North.  He  was  put  in  charge  and 
performed  this  duty  fully  and  well,  weeding  out 
incompetent  officials,  until  the  prison  was  put  under 
proper  discipline.  Finding  the  prison  walls  gloomy, 
he  requested  a return  to  field  duty.  In  1863,  the 
authorities  determined  to  establish  a hospital  at 
Columbia,  S.C.  and  Dr.  Thomson  was  sent  to 
organize  this  hospital,  known  as  the  Second  North 
Carolina,  and  here  he  served  until  the  close  of  the 
war.  The  hospital  was  set  up  on  the  campus  of  the 
South  Carolina  College  and  Dr.  Thomson  was 
ranking  surgeon  of  the  post. 

Mr.  William  A.  Nicholson,  of  Union,  served  as 
chief  clerk  under  Dr.  Thomson.  Mr.  Nicholson  was 


a personal  friend  of  Dr.  Thomson’s  and  was  selected 
to  secure  a detail  of  soldiers  to  protect  the  hospital 
when  Sherman’s  soldiers  burned  Columbia  on 
February  17,  1865.  Mr.  Nicholson  provided  this 
description  of  Dr.  Thomson: 

“To  those  not  familiar  with  his  temperament  he 
might  have  been  regarded  as  harsh  and  perhaps 
unreasonable;  nothing  could  be  further  from  a 
correct  estimate  of  the  man.  A more  tender-hearted 
liberal  and  devoted  surgeon  cannot  be  found.  I 
know  of  many  occasions  when  he  took  of  his 
private  means  to  get  delicacies  for  the  sick,  or  to 
aid  some  poor  soldier  to  reach  his  home.  But  of  all 
men,  he  was  the  most  uncompromising  foe  to 
officer  or  private  whom  he  suspected  of  feigning 
sickness;  then  it  was  that  his  indignation  knew  no 
bounds.” 

When  the  war  was  over,  Dr.  Thomson  returned 
to  Union  to  practice  his  profession.  He  was 
consulted  far  and  near  and  his  patients  had 
unbounded  confidence  in  his  diagnosis,  judgement 
and  skill.  As  a citizen  he  was  public-spirited, 
generous,  firm  of  purpose,  devoted  to  duty,  and 
forgetful  of  self.2  In  addition  to  the  hospital  in 
Union,  the  Infirmary  of  the  University  of  South 
Carolina  is  also  named  in  his  honor.  He  died  in 
April  1881  at  the  age  of  52. 

When  the  Wallace  Thomson  Hospital  first 
opened,  it  was  managed  by  the  board  and  leased  to 
Dr.  W.  S.  Zimmerman  of  Spartanburg  who  with 
Dr.  B.  B.  Steedly,  both  surgeons,  cooperated  with 
the  local  medical  profession  in  operating  it.  Each 
member  of  the  local  medical  society  was  taken  in 
as  a member  of  the  staff  of  the  hospital.  Two  of 
the  doctors  assisted  in  surgery,  one  did  the  x-ray 
work,  and  one  did  anesthesia.  A staff  of  nurses 
and  a superintendent,  Miss  Elizabeth  Earl,  came 
down  from  Spartanburg  to  manage  the  hospital. 

During  the  depression  years,  the  local  banker, 
Mr.  Emslie  Nicholson,  the  son  of  William  A. 
Nicholson,  obtained  most  of  the  stock  of  the 
hospital  and  was  Chairman  of  the  Board  of 
Trustees.  The  hospital  was  offered  to  the  City  of 
Union  but  they  did  not  want  to  assume  the 
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responsibility  for  it.  It  was  then  offered  to  the 
County  which  accepted  it  in  May  1925  with  the 
understanding  that  they  would  not  be  responsible 
for  any  of  its  indebtedness.  Mr.  Nicholson 
continued  as  Chairman  of  the  Board  along  with 
Mr.  Roy  Fant.  There  was  a provision  in  the  Charter 
that  if  the  County  ceased  to  operate  the  hospital,  it 
would  revert  to  Mr.  Nicholson  or  his  estate.  About 
1947  Mr.  Nicholson  was  asked  by  the  committee 
composed  primarily  of  doctors  to  relinquish  this 
reversion  clause  in  the  Charter  so  that  the  title  could 
be  cleared  and  money  could  be  obtained  from  the 
Federal  Government  to  enlarge  the  hospital.  A bond 
issue  of  $500,000  was  voted  by  the  County  and 
$250,000  was  given  by  the  Federal  Government 
and  an  addition  was  made  in  1950.  At  this  time  a 
Union  Hospital  District  was  organized  by  the 
County  Delegation  and  a Board  of  seven  men, 
including  three  doctors,  were  designated  to  operate 
the  hospital.  About  1964  the  Board  of  Trustees  of 
the  hospital  obtained  another  grant  from  the  Federal 
Government  and  a bond  issue  from  the  county 
and  built  the  Ellen  Sagar  Nursing  Home  with 
a capacity  of  37  beds.  In  1966  money  was 
obtained  through  the  Hill-Burton  Act  and 
another  addition  was  added  to  the  hospital 
providing  a total  of  143  beds.  Today,  the 


expanded,  renovated  and  updated  Wallace 
Thomson  Hospital  provides  the  people  of  the  Union 
area  with  a fully  accredited  acute-care  facility 
utilizing  the  most  modem  methods  of  diagnosis  and 
treatment  which  is  governed  by  the  Union  Hospital 
District  Board  of Trustees  and  managed  by  Quorum 
Health  Resources,  Inc. 3 

— Jane  McCutchen  Brown, 

Curator,  Waring  Historical  Library 

REFERENCES 

1 . Letter  to  Joseph  I.  Waring  from  Harold  P.  Hope,  M.D., 
January  14,  1969.  Waring  Historical  Library,  Medical 
University  of  South  Carolina  files. 

2.  Mixon,  Mrs.  J.  W.  “Andrew  Wallace  Thomson”  Report 
from  Robert  A.  Thompson  Chapter,  U.D.C., 
Westminster,  SC.  In  Recollections  and  Reminiscences 
1 861  -1865,  Vol.  5,  South  Carolina  Division  United 
Daughters  of  the  Confederacy,  1994,  pp.  500-501. 

3.  http://www.wallacethomson.com  and  Susan  Ward  of 
the  Wallace  Thomson  Hospital  marketing  department. 
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ALLIANCE  LEGISLATIVE  UPDATE  2000-2001 


Besides  the  national  elections,  the  state’s  general  elections  will  occupy  some  initial  time  and  energy  to 
ensure  supportive  legislators  are  seated.  The  Alliance  is  participating  with  the  SCMA  in  identifying  ‘key 
contacts’  among  our  membership,  who  will  provide  continuing  information  to  legislators  about  bills  which 
affect  patients  and  physicians. 

Each  county  president  is  receiving  the  SCMA  Alert  for  updates  on  important  issues  and  decisions.  Informa- 
tion will  continue  to  be  shared  with  all  our  members  about  the  AMA  Grassroots  Network  at  (800)  833-6354 
(enter  26225542623  or  AMA  Alliance)  to  access  current  national  information. 

In  November,  a Legislative  Workshop  will  be  scheduled  for  Alliance  leadership,  to  include  county  Presi- 
dents, Legislative  Chairs,  key  contacts  and  other  interested  members.  The  breakfast  meeting  with  the  Women's 
Caucus  was  well  received  last  year  and  will  be  repeated  this  year  to  provide  a forum  for  discussion  of  issues 
and  presentation  of  major  Alliance  projects. 


— Deborah  S.  Lentz  and  Lorri  Gibbons 
Legislation  Chairs,  2000-2001 
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classifieds 


ANESTHESIOLOGY,  DERMATOLOGY,  OR- 
THOPAEDIC SURGERY,  OTOLARYNGOL- 
OGY, PULMONARY  - CRITICAL  CARE, 
RHEUMATOLOGY,  AND  VASCULAR  - GEN- 
ERAL SURGERY:  Practice  opportunities  exist  in 
local  medical  facilities  and  with  private  practice 
groups  in  Orangeburg  County  for  experienced  prac- 
titioners and  graduating  residents/fellows.  All  po- 
sitions include  salary  or  minimum  net  income 
guarantee  and  a relocation  allowance.  Located  at 
the  junction  of  1-26  and  1-95,  35  minutes  to  Colum- 
bia and  70  minutes  to  Charleston.  Area  known  for 
its  gardens,  golf,  hunting  and  fishing  (Lake  Marion). 
Achieve  financial  success  in  a non-competitive  en- 


vironment while  enjoying  a superior  quality  of 
life.  Contact  Dr.  Chermol,  The  Regional  Medi- 
cal Center  at  (800)  866-6045. 

PHYSICIANS  NEEDED:  For  locum  tenens 
and  permanent  assignments  in  the  Carolinas. 
Openings  include:  Family,  Pediatrics,  OB-GYN, 
and  Internal  Medicine.  Come  join  our  group  of 
over  100  physicians,  make  top  wages  and  have 
the  flexibility  you  need  for  your  lifestyle.  Fax 
your  cover  letter  and  CV  to  Physician  Solutions, 
Inc.,  at  (919)  845-1947  or  call  us  at  (9 1 9(  84- 
0054  and  let’s  get  started. 
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Gray  Matter 

“ Matters  of  Interest  to  South  Carolina  Physicians” 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


IF  YOU  OWN  DISABILITY  INSURANCE, 

are  contemplating  Purchasing  Coverage,  or  Considering  Adding 
Additional  Coverage,  please  read  the  following. 


There  have  been  dramatic  changes  in  the  disability  insurance  industry  over  the  past  few  years.  During  this  pe- 
riod, actual  claims  experience  far  exceeded  the  claims  that  were  anticipated  when  the  products  were  priced.  Thus, 
reserves  and  premium  flows  were  insufficient  to  pay  expenses. 

The  result  of  this  pricing  inadequacy  has  been  traumatic  for  those  insureds  whose  disability  insurance  was  pro- 
vided by  contracts  that  allowed  the  premiums  and  coverage  to  be  adjusted.  For  those  policy  owners,  here  is  what 
has  happened: 

• in  some  cases,  coverage  has  been  cancelled. 

• premiums  have  been  sharply  increased,  sometimes  to  levels  double  or  triple  those 
that  were  projected. 

• restrictions  of  various  types  have  been  placed  on  the  coverage. 

• there  have  been  severe  cutbacks  on  issue  and  participation  limits. 

The  suffering  from  the  above  changes  is  being  experienced  by  all  disability  policy  owners  except  those  who  own 
individual,  noncancelable  disability  policies.  Because  these  contracts  guarantee  that  premiums  can  never  be  in- 
creased and  that  benefits  can  never  be  restricted,  these  policy  owners  are  receiving  exactly  what  they  anticipated. 


CURRENT  PRODUCTS 

Today’s  disability  marketplace  looks  hauntingly  familiar.  Premiums  for  products  that  can  be  changed  are  cur- 
rently lower  than  premiums  on  products  that  cannot  be  changed.  Numerous  insureds  will  take  the  bait  of  the 
lower  current  premium  only  to  be  disappointed  when  history  inevitably  repeats  itself.  Just  as  soon  as  changes  are 
necessary  in  order  for  the  insurance  companies  to  meet  their  profit  objectives,  the  “promised”  premiums  will 
increase  and  restrictions  will  be  placed  on  the  coverage. 

However,  those  astute  purchasers  who  pay  a little  more  currently  for  guarantees  will  be  rewarded  in  the  future 
because  their  policies  are  adjustment-proof.  The  planning  maxim  is  that  insureds  should  purchase  the  maximum 
individual,  noncancellabie  insurance  that  is  available  to  them.  Only  these  policies  guarantee  that  premiums  can- 
not be  increased  and  that  restrictions  cannot  be  placed  on  the  contracts  after  issue. 

If  available,  a noncancelable  contract  should  be  the  foundation  for  your  disability  insurance  protection.  The 
contracts  issued  by  Mass  Mutual,  which  are  endorsed  by  the  SCMA,  meet  these  standards.  These  policies  offer 
exceptional  value  to  South  Carolina  physicians. 


The  South  Carolina  Medical  Association 
Disability  Insurance  Program 

Exclusively  for  Members 

Underwritten  hv  MassMutual  Life  Insurance  Company 

• 15%  discount  from  a below  market  premium  • 

• Noncancellable  and  Guaranteed  Renewable  • 

• Guaranteed  contract  language  • 

• Guaranteed  premium  to  age  65  based  on  1992  rate  structure  • 

• Coverage  in  your  occupation  for  the  entire  benefit  period  • 

• Coverage  for  partial  disabilities  • 

• Optional  inflation  protection  • 

• Automatic  benefit  increases  • 

• Impeccable  company  financial  ratings  • 

• A.M.  Best— A++;  Standard  and  Poors— AAA;  Duff  & Phelps— AAA;  Moody’s— Aal  • 

• Unisex  rates  • 

Only  SCMA  members  can  purchase  this  contract . Let  us  show  you  why  this  is  the  best 
value  in  disability  insurance  available  to  physicians  in  South  Carolina. 

Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice, 

Only  your  attorney  and  accountant  are  qualified  to  do  so. 

I 1 

I TO  OBTAIN  A CUSTOMIZED  PROPOSAL:  PLEASE  MAIL  OR  FAX  THE  FOLLOWING  INFORMATION  TO  I 

| CAROLIN  A PHYSICIANS  ADVISORY  SERVICE  AT  THE  ADDRESS  BELOW:  | 

I NAME 

| ADDRESS 

I PHONE SPECIALTY I 

D.O.B. MONTHLY  BENEFITS  DESIRED 

I PRESENT  DISABILITY  INSURANCE  CARRIER I 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  68 8 • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 

1-800-742-3669 


Thinking  about  Computerized  Medical  Records? 

* Document  an  Encounter  in  30  seconds  * 

Like  to  have  a single  system  for  Accounts  Receivable, 
Scheduling,  Medical  Records,  telephony  and  a single  vendor. 


We  have  incorporated  medical  records  into  a single  system.  The  entry  of 
medical  data  through  TOUCH  SCREENS  will  code  and  document  your  Patient 
encounters.  Our  work  flow  module  will  track  each  Patient  from  the  time  they 
check  in  and  alert  you  to  their  location,  time  waiting,  and  next  clinician 
required  for  the  visit.  Your  prescription  and  charges  will  be  at  the  check  out 
desk  and  no  additional  data  entry  is  needed. 


poh  mennouis 


S □ F T W A H E 


Call  us  at  800  754-7213  for  an  onsite  or  remote  dial  up  demonstration.  Also,  you 
can  visit  us  on  the  Web  and  order  a non  invasive  demo  CD. 


Affordable  Telephony 
ReminderPro 


Visit  Us  Online  at  www.FoxMeadows.com 


The 


Sometimes  The  Smartest 
Way  To  Operate... Is  Not  To. 


Now  there’s  a non-invasive  neurosurgical 
alternative  for  certain  brain  tumors,  blood  vessel 
abnormalities  and  other  neurologic  disorders: 
Southeast  Gamma  Knife®  Center  stereotactic 
radiosurgery  at  the  Medical  College  of  Georgia 
Hospitals  and  Clinics.  The  Gamma  Knife  directs 
a one-time  radiation  “super-dose”  to  a targeted 
area  within  the  brain  to  eradicate  abnormal 
brain  tissue,  leaving  healthy  tissue  intact. 


When  faced  with  a serious  medical  decision,  your  patients  rely  on 
you  to  inform  them  of  all  available  treatment  options.  Gamma  Knife 
radiosurgery  offers  you  and  your  patients  a technologically  advanced 
choice  that’s  proven  safe  and  effective — with  no  incision  and  no 
surgical  complications.  Your  patients  can  expect  excellent  results  and, 
in  most  cases,  resume  normal  activities  the  day  following  treatment. 

Our  team  of  specialists  provides  technical 

excellence  plus  the  added  quality  assurance  that  a premier  academic 
medical  center  brings  to  patient  care.  You  can  stay  involved  through 
every  step  of  the  treatment  process- from  referral  to  discharge. 

We  think  you’ll  agree,  for  many  patients  it’s  a smarter  way  to  operate. 


For  further  information,  contact  the  Southeast  Gamma  Knife  Center 
at  706-721-1828  or  800-733-1828. 
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Way  To  Operate... Is  Not  To. 


Now  there’s  a non-invasive  neurosurgical 
alternative  for  certain  brain  tumors,  blood  vessel 
abnormalities  and  other  neurologic  disorders: 
Southeast  Gamma  Knife'  Center  stereotactic 
radiosurgery  at  the  Medical  College  of  Georgia 
Hospitals  and  Clinics.  The  Gamma  Knife  directs 
a one-time  radiation  “super-dose"  to  a targeted 
area  within  the  brain  to  eradicate  abnormal 
brain  tissue,  leaving  healthy  tissue  intact. 


When  faced  with  a serious  medical  decision,  your  patients  rely  on 
you  to  inform  them  of  all  available  treatment  options.  Gamma  Knife 
radiosurgery  offers  you  and  your  patients  a technologically  advanced 
choice  that’s  proven  safe  and  effective — with  no  incision  and  no 
surgical  complications.  Your  patients  can  expect  excellent  results  and, 
in  most  cases,  resume  normal  activities  the  day  following  treatment. 

Our  team  of  specialists  provides  technical 

excellence  plus  the  added  quality  assurance  that  a premier  academic 
medical  center  brings  to  patient  care.  You  can  stay  involved  through 
every  step  of  the  treatment  process- from  referral  to  discharge. 

We  think  you’ll  agree,  for  many  patients  it’s  a smarter  way  to  operate. 


For  further  information,  contact  the  Southeast  Gamma  Knife  Center 
at  706-721-1828  or  800-733-1828. 
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Your  new  door  to  the 


House  of  Medicine 


opens  this  fall. 


r 


Save  the  date.  Take  the  floor.  Raise  the  roof. 


For  the  first  time  ever,  the  American  Medical  Association 
Organized  Medical  Staff  Section  will  open  its  door  at 
the  Interim  Meeting  to  all  physicians  — regardless  of 
practice  affiliation  or  membership  status  — at  a 
unique  “Open  House”  gathering  in  Orlando,  Florida, 
November  30  through  December  4, 2000. 


Your  opportunity  to  act. 

The  AMA  will  open  the  door.  It’s  up  to  you  to  step 
through.  And  because  your  participation  is  so 
important,  there’s  no  fee.  Just  sign  up  and  attend.  For 
more  information,  call  800  262-3211,  or  visit  us  online 

at  www.ama-assn.org/omss 


Your  advocate  for  positive  change. 

The  AMA  wants  to  help  you  overcome  the  incredible 
challenges  you  face.  Reduce  onerous  regulations 
and  managed  care  demands.  Protect  your  autonomy 
and  patient  relationships.  Ensure  appropriate 
reimbursement.  Make  sure  no  one  treats  physicians 
like  commodities. 


Register  today! 

AMA  Organized  Medical  Staff  Section  (0MSS) 
2000  "Open  House"  Meeting 

November  30-December  4,  2000 

The  Hilton  in  the  Walt  Disney  World  Resort 

Orlando,  Florida 


Your  place  to  speak  up. 

To  help  unify  the  AMA  and  the  nation’s  front-line 
physicians,  this  one-of-a-kind  meeting  offers  you  a 
direct  avenue  for  raising  your  issues  and  concerns 
and  proposing  solutions. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


President's  Page 


PATIENTS’  COMPENSATION  FUND 

By  now,  I hope  most  of  you  have  paid  your  recent  assessment  to  the  Patients’  Compensation  Fund 
and  the  dust  has  settled.  Tempers  have  calmed  and  your  checking  account  has  been  replenished.  As  my 
letter  of  October  6,  2000  stated,  the  Patients’  Compensation  Fund  had  a significant  deficit  and  the  pre- 
mium assessment  was  an  unfortunate  but  critical  step  to  build  up  the  fund.  Even  though  we  would  all 
like  to  believe  that  this  assessment  was  a one-time  event,  the  reality  of  the  situation  is  that  it  will  prob- 
ably take  one  or  two  more  assessments  over  the  next  couple  of  years  to  get  the  reserves  of  the  Patients’ 
Compensation  Fund  at  an  acceptable  level.  This,  of  course,  will  depend  primarily  on  the  success  of  our 
litigation  in  appealing  current  judgements  that  presently  stand  at  the  55  million-dollar  mark.  As  difficult 
as  it  has  been,  the  malpractice  coverage  that  you  have  with  the  PCF  following  the  recent  assessment 
remains  a more  reliable  and  less  expensive  product,  especially  in  comparison  to  the  premiums  that  are 
paid  in  North  Carolina,  Georgia  and  the  rest  of  the  country.  We  stand  firmly  behind  the  fund  due  to  the 
fact  that  it  still  remains  the  best  option  for  medical  liability  coverage  in  South  Carolina.  This  product  has 
remained  strong  because  it  has  been  so  strongly  embraced  by  the  physicians  of  the  state.  I urge  you  to 
continue  to  utilize  the  PCF  in  that  it  gives  us  unlimited  malpractice  coverage,  which  is  unique  in  this 
country  because  most  commercial  products  have  from  one  to  five  million  dollar  limits. 

The  JUA  Board  of  Directors  met  last  month  and  one  of  the  key  items  of  discussion  was  a review  of 
the  rate  analysis  by  Milliman  and  Robertson.  This  report  addressed  the  proposed  rate  increase  needed  to 
cover  two  distinct  issues;  the  change  in  coverage  limits  from  100,000/300,000  to  200,000/600,000;  and 
a need  to  stabilize  the  increased  deficit.  The  proposed  increase  for  the  change  in  coverage  limits  will  be 
finalized  hopefully  by  the  time  this  message  is  printed.  The  proposed  increase  is  3 1 percent  for  physi- 
cians, 24  percent  for  hospitals  and  1.5  percent  general  liability.  Governor  Hodges  will  be  appointing 
new  board  members  to  the  JUA  in  November,  and  the  SCMA  has  received  a letter  requesting  nomina- 
tions to  the  new  board.  There  are  slots  for  five  health  care  providers  on  the  board.  The  Governor  will 
consult  with  representatives  from  the  SCMA,  SC  Health  Alliance  and  SC  Dental  Association  prior  to 
making  these  appointments.  The  new  board  will  have  the  responsibility  of  dealing  with  the  increases 
needed  to  address  the  deficit  issue  and  we  will  be  sending  you  new  information  regarding  this  proposed 
increase  as  soon  as  we  receive  it  from  the  JUA. 

Be  assured  that  your  leadership  of  the  SCMA  will  work  closely  with  the  boards  of  the  Patients’ 
Compensation  fund  and  the  JUA,  both  of  which  are  state  agencies,  to  ensure  that  the  physicians  of  this 
state  are  covered  with  the  most  affordable  and  comprehensive  malpractice  policies  that  are  available. 
Please  remember  that  the  most  effective  way  to  prevent  malpractice  suits  is  honest  and  compassionate 
communication  with  our  patients. 

Roger  A.  Gaddy,  MD 
President 
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SPECIAL  ISSUE:  CURRENT  TREATMENT  OF  SPINAL 
DISORDERS:  AN  UPDATE  FOR  THE  PRIMARY  CARE 
PHYSICIAN 

INTRODUCTION:  MULTI-DISCIPLINARY  APPROACH  TO 
SPINE  CARE 

BRIAN  G.  CUDDY,  M.D.* 


One  of  the  most  common  clinical  problems  faced 
by  primary  care  physicians  are  patients  with  a 
spinal  disorder.  This  frequently  involves  some 
combination  of  back  and/or  neck  pain  alone  or 
in  combination  with  nerve  root  compression  or 
spinal  cord  compression.  The  source  of  these 
symptoms  can  occur  from  a wide  range  of  eti- 
ologies including  trauma,  degenerative  disease, 
neoplasm,  developmental  disorders,  and  infec- 
tion. 

Eighty  percent  of  the  adult  population  at  some 
point  in  time  have  an  episode  of  back  or  neck 
pain  that  is  self-limited.  Degenerative  diseases 
of  the  spine  are  common  and  can  cause  chronic 
disability.  Since  some  degree  of  degenerative 
changes  occur  in  the  spine  of  the  vast  amount  of 
the  population  who  live  beyond  middle  age,  the 
aging  of  our  state  population  as  a whole  is  lead- 
ing to  an  increase  in  the  number  of  patients  suf- 
fering from  some  form  of  degenerative  spine 
disease.  Patients  with  a spinal  disorder  can  be 
accurately  diagnosed  using  a combination  of 
clinical  evaluation  and  neurological/ 


* Address  correspondence  to  Dr.  Cuddy  at 
Charleston  Neurosurgical  Associates,  125 
Dought  St.,  Suite  #330,  Charleston,  SC  29403. 


electrodiagnostic  combinations  of  physical 
therapy,  pharmacological  agents,  pain  manage- 
ment programs  and  in  a minority  of  patients  sur- 
gical intervention. 

This  issue  attempts  to  address  the  wide  range 
of  spinal  disorders  commonly  seen,  as  well  as 
provide  an  introduction  to  the  many  specialists 
who  can  assist  in  the  management  of  these  pa- 
tients. These  areas  of  medicine  include  neurol- 
ogy, anesthesia  pain  management,  physical 
medicine  and  rehabilitation,  and  orthopedic  and 
neurological  surgeons.  The  area  of  surgery  is 
developing  into  a new  area  of  expertise;  a large 
number  of  surgeons  have  special  interests  and 
additional  training  in  spinal  surgery  and  come 
from  both  orthopedic  or  neurological  surgery 
fields.  South  Carolina  has  many  of  the  regions 
leading  experts  in  these  disciplines  and  is  well 
represented  across  the  state  in  this  publication. 
Dr.  Marshall  White  (neurology)  discusses  the 
overall  evaluation  of  low  back  pain  and  differen- 
tial diagnosis.  Dr.  Glenn  Trent  (orthopedics)  and 
Dr.  William  Rambo  (neurosurgery)  both  elabo- 
rate on  the  wide  range  of  surgical  treatment  op- 
tions now  available  for  spinal  disorders.  Dr. 
George  Khoury  (neurosurgery)  critiques  recent 
advances  in  the  future  direction  of  minimally  in- 
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vasive  spinal  surgical  techniques.  Dr.  Thomas 
Due  and  Dr.  Jeffrey  Folk  (anesthesia)  provide 
injection  techniques  for  pain  management  and 
their  overall  treatment  goals.  Dr.  Leonard  Forrest 
(physical  medicine  and  rehabilitation)  outlines 
his  views  on  the  difficult  issues  of  work  related 
and  workers’  compensation  problems,  which  ef- 
fect the  overall  recovery  of  our  patients  with  spi- 
nal disease.  Although  the  treatment  of  spinal 


disorders  can  be  a challenging  area  of  medicine, 
recent  advances  in  the  collective  effort  of  mul- 
tiple disciplines  has  greatly  improved  our  ability 
to  effectively  diagnose  and  treat  a wide  range  of 
causes  of  spinal  disorders.  A multi-disciplinary 
role  will  be  the  continued  direction  of  evalua- 
tion and  treatment  in  this  area  of  medicine  in  the 
future. 
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THE  INITIAL  EVALUATION  AND  TREATMENT  OF 
LOW  BACK  PAIN 


MARSHALL  A.  WHITE,  M.D  * 


EVALUATION 

An  expert  approach  to  the  evaluation  of  low  back 
pain  requires  a physician  to  formulate  a com- 
prehensive differential  diagnosis  or  risk  over- 
looking whole  diagnostic  categories  of  disease. 
It  must  be  apparent  to  the  primary  care  physi- 
cian and  specialist  alike  that  back  pain  is  not  a 
monolithic  entity  and  requires  a thoughtful  medi- 
cal approach.  Back  pain  occurs  with  an  incidence 
of  15-20  percent  in  the  general  population.  As 
Table  1 suggests,  there  can  be  no  single  approach 
to  securing  a correct  diagnosis  and  therefore,  his- 
tory and  physical  examination  play  a critical  role. 


Table  1.  The  Differential  Diagnosis  of  Low 
Back  Pain  With  or  Without  Radicular  Symp- 
toms 

I.  Neurologic/Neurosurgical  Causes 

A.  Neural  Compressive  Disease/Disorders 

1.  Acquired  Spondylitic  Spinal  Stenosis 

2.  Herniated  Nucleus  Pulposis  with  or 
without  Spondylitic  Disease 

3.  Congenital  Abnormalities 

4.  Tumors 

a.  Metastatic  Disease 

b.  Neurofibromas 

c.  Filum  Terminale 

d.  Abscess 

e.  Hematomas 

B.  Neuroautoimmune  or  Inflammatory 
Disorders 

1 . Multiple  Sclerosis 

2.  Guillian-Barre  Syndrome 

3.  Polymyositis/Dermatomyositis 

4.  Viral  Myositis 

5.  Polymyalgia  Rheumatic a/Gi ant  Cell 
Arteritis 

n.  Rheumatologic  Causes 


* Address  correspondence  to  Dr.  White  at  Charles- 
ton Neurology  Associates,  9313  Medical  Plaza  Dr.. 
Ste.  #310,  N.  Charleston,  SC  29406. 


A.  Spondylitic  Disorders/ Acquired  Disease 

1.  Degenerative  Disc  Disease 

2.  Osteoarthritis 

3.  Rheumatoid  Arthritis 

4.  Fibromyalgia/Myofascial  Pain 

5.  Ankylosing  Spondylitis 

6.  Reiter’s  Syndrome 

B.  Mechanical  Low  Back  Pain 

1 . Facet  Arthropathy 

2.  Intervertebral  Disc  Disease 

3.  Sprain/Strain  Injury 

4.  Spondylolisthesis 

5.  Fractures 

6.  Muscle  Pain 

III.  Infectious  Diseases 

A.  Neurosyphylis 

B.  Lyme  Disease 

C.  Tuberculosis 

D.  Epidural  Abscess 

1.  Bacterial  Endocarditis 

2.  Sepsis 

E.  HIV-related 

F.  Pyelonephritis/Cystitis 

G.  Pelvic  Inflammatory  Disease 

H.  Ovarian  Abscess 

I.  Peptic  Ulcer  Disease 

J.  Osteomyelitis 

IV.  Metabolic  Disturbances 

A.  Diabetic  Radiculoneuropathies 

B.  Paraproteinemic  Radiculoneuropathies 

C.  Nutritionally  Deficient  States 

V.  Neuropsychiatric  Illnesses 

A.  Conversion  Disorder/Somatoform  Disorders 

B.  Malingering/Compensation  Neurosis 

VI.  Pain  Associated  with  Other  Organ  Systems 

A.  Genitourinary  Disorders 

1.  Nephrolithiasis 

2.  Prostatitis 

3.  Endometriosis 

4.  Torsion  of  Ovarian  Cyst/Mass 

B.  Gastrointestinal  Disorders 

1.  Biliary  Disease 

2.  Pancreatic  Disorders 
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C.  Pulmonary /Pleural  Disease 

1.  Mesothelioma 

2.  Empyema 
VII.  Neoplastic  Disease 

A.  Osteoid  Osteoma 

B.  Multiple  Myeloma 

C.  Metastasis 

VII.  Vascular  Etiologies 

A.  Dissecting  Aortic  Aneurysm 

B.  Vascular  Ischemia 

1.  Anterior  Spinal  Artery  Syndrome 

2.  Spinal  Cord  Infarction 

3.  Hemoglobinopathies 


Rheumatologic  and  mechanical  causes  for  low 
back  pain  (LBP)  are  by  far  the  most  common. 
With  this  in  mind,  one  can  obtain  a diagnosis  for 
these  more  common  disorders  while  looking  for 
historical  points  and  physical  findings  to  suggest 
unlikely  diseases.  For  example,  a history  of 
weight  loss  in  an  elderly  patient  with  LBP  might 
make  one  more  suspicious  of  cancer.  Similarly, 
a history  of  a young  drug  addict  with  acute  LBP 
and  fever  may  suggest  spinal  abscess.  This  ap- 
proach must  be  based  on  a full  appreciation  for 
the  expanded  differential  diagnostic  possibilities 
for  patients  with  LBP.  For  example,  a patient’s  age 
and  sex  may  rule  out  entire  diagnostic  categories. 
Note  in  Figure  1 how  differential  diagnostic  possi- 
bilities might  vary  based  on  age  and  sex  alone. 

As  you  can  see,  the  correct  diagnosis  can  only 
be  found  by  a process  of  elimination,  through  a 
complete  and  accurate  history  and  physical  ex- 
amination. Furthermore,  physical  examination 


needs  to  include  the  abdomen  and  pelvic  organs 
where  applicable.  Neurologic  examination  of  the 
sensory  dermatomes,  deep  tendon  reflexes  and 
musculature  of  the  lower  extremities  can  be  ef- 
fective in  lesion  localization.  For  instance,  numb- 
ness down  the  back  of  the  thigh,  leg,  and  lateral 
foot  with  an  absent  ankle  jerk  should  suggest 
radiculopathy  of  the  first  sacral  nerve  root. 

As  much  as  98  percent  of  acute  LBP  may  be 
related  to  mechanical  causes  and  it  is  therefore 
critical  to  recognize  atypical  patterns  of  LBP. 
Typical  mechanical  LBP  may  involve  worsen- 
ing pain  with  postural  change  and  position  intol- 
erance. Sometimes  there  is  a history  of  trauma. 
Less  frequently,  infection,  neoplasia,  vascular  in- 
sufficiency, and  acute  neural  compressive  disor- 
ders are  the  cause  of  LBP.  Unfortunately,  if 
undetected,  these  disorders  can  lead  to  cata- 
strophic neurologic  damage.  An  accurate  neuro- 
logic assessment  will  typically  guide  the 
physician  to  further  diagnostic  testing.  As  these 
illnesses  may  evolve  insidiously,  serial  exami- 
nation and  neuroimaging  may  be  required.  In  the 
specific  instance  of  acute  compressive  neoplas- 
tic disease,  rapid  intervention  with  corticoster- 
oids and  radiation  may  quickly  alleviate 
neurologic  signs  and  symptoms.  Epidural  abcess, 
on  the  other  hand,  is  an  absolute  neurosurgical 
emergency,  as  aortic  dissection  is  for  the  vascu- 
lar surgeon.  The  willingness  of  a physician  to 
employ  sophisticated  diagnostic  testing  is  essen- 
tial to  successfully  recognizing  and  treating  these 
problems.  Studies  must  be  attainable  twenty-four 
hours  a day  and  must  be  utilized  regardless  of 


Figure  1.  Diagnostic  Variability  Based  on  Age  and  Sex 

Younger  Age 

Female 

Male 

Pelvic  Inlfammatory  Disease 
Multiple  Sclerosis 
Cystitis 
Ovarian  Cyst 
Endometriosis 

Reiter’s  Syndrome 
Sports-related  Injury 
Sprains/Strains 

Older  Age 

Polymyalgia  Rheumatica 
Osteoporosis 
Compression  Fractures 

Prostate  Disease 
Multiple  Myeloma 
Mesothelioma 
Aortic  Dissection 
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the  inconvenience  involved. 

TESTING 

Initial  testing  may  include  plain  radiographs, 
sedimentation  rate,  complete  blood  count,  uri- 
nalysis, prostate  specific  antigen,  etc.  Testing 
must  be  tailored  to  the  individual  patient  based 
upon  findings  during  the  history  and  physical  ex- 
amination. 

Magnetic  resonance  imaging  is  the  study  of 
choice  when  structural  pathology  is  suspected, 
conservative  therapy  fails  or  neurologic  abnor- 
malities are  discovered.  Many  neurosurgeons 
obtain  helpful  information  from  myelography 
with  post-myelography  CT  scanning.  However, 
this  study  should  not  be  used  as  a screening 
modalitiy  except  for  the  patient  who  is  unable  to 
undergo  MRI  due  to  the  presence  of  feromagnetic 
foreign  bodies,  such  as  pacemakers.  Also,  when 
considering  the  possibility  of  metastatic  disease, 
plain  radiographs  and  bone  scans  may  be  diag- 
nostic but  lack  the  sensitivity  as  MRI. 

Electromyography  is  an  adjunctive  test  em- 
ployed to  confirm  the  presence  of  neural  injury 
when  there  is  a questionable  anatomic  finding. 
Keep  in  mind  that  many  people  have  asymptom- 
atic disc  bulging  that  is  not  responsible  for  their 
back  pain.  Also  of  importance  is  the  fact  that  elec- 
tromyographic signs  of  nerve  damage  may  not 
be  present  in  the  acute  setting  and  may  take  three 
to  four  weeks  to  appear. 

TREATMENT 

Although  ninety  percent  of  patients  with  acute 
nonspecific  LBP  recover  in  six  weeks,  given  the 
multiple  and  sometimes  unexpected  causes  of 
LBP,  a referral  to  an  appropriate  specialist  should 
be  considered  if  the  patient  fails  to  recover  or 
other  suspicious  findings  are  noted. 

As  we  all  know,  treating  mechanical  low  back 
pain  can  be  an  unsatisfying  undertaking,  since 
up  to  fifty  percent  may  return  with  recurrent  pain. 
The  primary  care  physician  should  therefore 
emphasize  prevention.  Obesity  and  the  sedentary 
lifestyle  will  most  assuredly  lead  to  some  form 
of  mechanical  low  back  pain,  as  well  as  many 
other  acquired  disease  states.  Aggressive  treat- 
ment of  obesity  should  be  encouraged  at  an  early 
age  with  an  adjunctive  exercise  program  to  main- 


tain anatomic  integrity  through  strengthening  of 
the  paraspinal  and  abdominal  musculature.  Once 
injured,  the  obese,  deconditioned  patient  has  little 
chance  of  regaining  spinal  health  without  signifi- 
cant and  costly  medical  attention. 

Non-surgical  treatments  for  mechanical  LBP 
are  basically  pharmacologic  or  physical  thera- 
pies. The  use  of  these  modalities  in  combination 
seems  to  be  more  effective.  Nonsteroidal  anti- 
inflammatory agents  incorporated  with  muscle 
relaxants,  and  possibly  narcotics,  are  generally 
effective.  Severe  pain  requiring  more  than  brief 
use  of  narcotics  necessitates  a more  thorough 
investigation.  It  is  my  preference  to  avoid  nar- 
cotic use  whenever  possible,  and  certainly  in  the 
chronic  setting.  Narcotics  will  lower  a patient’s  pain 
threshold  and  ultimately  potentiate  a chronic  pain 
condition.  Newer  agents  such  as  gabapentin  can  be 
useful  treatments  for  some  patients  with  radicular 
pain.  Furthermore,  it  is  important  in  all  pain  pa- 
tients to  assess  for  untreated  affective  or  sleep  dis- 
orders which  may  exacerbate  the  underlying 
condition. 

Physical  therapies  may  include  heating  agents, 
therapeutic  cold  treatments,  spinal  manipulation, 
massage,  electrotherapy  (transcutaneous  nerve 
stimulation,  neuromuscular  stimulation)  and  acu- 
puncture. These  therapies  meet  with  variable 
degrees  of  success  but  benefit  from  the  lack  of 
side  effects  of  medications  or  surgery.  Of  impor- 
tance is  the  fact  that  physical  exercise  often  wors- 
ens acute  LBP  and  therefore  should  be  reserved 
for  the  latter  phases  of  therapy. 

CONCLUSION 

To  summarize,  lower  back  pain  is  a condition 
with  a variety  of  causes.  Acute  neural  compres- 
sive lesions,  spinal  abscess,  aortic  dissection  and 
compressive  metastatic  lesions  represent  true 
emergency  situations  for  the  spinal  diagnostician. 
Testing  must  be  readily  available  and  utilized  by 
the  examining  physician  regardless  of  inconve- 
nience. Success  in  treating  common  spinal  dis- 
orders can  be  achieved  by  ruling  out  more 
unusual  causes  for  LBP.  Prevention  remains  the 
most  effective  and  underutilized  therapy  cur- 
rently available  to  the  primary  care  physician. 

References  available  from  author  upon  request. 
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Lumbar  Degenerative  Disc  Disease  is  a broad 
topic,  easily  demanding  a two  volume  textbook 
treatment.  The  focus  of  this  discussion  is  to  aid 
the  family  physician  in  understanding  the  pathol- 
ogy, the  pain  syndromes  it  can  produce  and  the 
surgical  treatment  and  outcomes.  The  pain,  loss 
of  function,  economic  loss  and  even  family  dys- 
function caused  by  this  problem  is  huge. 
Nachemson  has  estimated  80  percent  of  us  will 
suffer  at  least  one  episode  of  significant  low  back 
pain.2  Bell  and  Rothman  estimated  4.8  percent 
of  all  men  and  2.5  percent  of  all  women  over  35 
years  of  age  will  experience  sciatica  and  most  of 
these  patients  will  have  no  objective  cause  for 
their  pain.3  The  simple  activities  of  daily  living 
seem  to  lead  to  the  onset  of  symptoms.  The  ma- 
jor presenting  complaint  is  usually  back  and/or 
leg  pain  with  very  few  patients  having  neuro- 
logical deficits.  The  patients’  ages  will  range  from 
late  teens  to  late  eighties  and  their  symptoms  and 
imaging  studies  will  vary  depending  on  the  de- 
generative pathology  and  the  degree  to  which  it 
has  progressed.  Since  we  are  considering  surgi- 
cal treatment  of  the  degenerative  spine,  we  will 
assume  that  the  patients  presented  in  this  discus- 
sion have  all  failed  conservative  treatment.  Pa- 
tients with  significant  lumbar  degenerative  disc 
disease  can  have  neurological  deficits  and  should 
be  referred  to  the  appropriate  specialist  before 
any  conservative  care  is  undertaken. 

A brief  look  at  the  pathology  of  the  degenera- 
tive lumbar  spine  will  give  insight  into  the  symp- 
toms, signs,  surgical  treatment,  and  long  term 
outcomes  of  our  patients.  The  joint  between  two 
vertebrae  consists  of  the  anteriorly  placed  disc 
along  with  the  two  posterio-lateral  placed  facet 
joints.  The  spinal  canal  is  positioned  between 
these  three  structures.  The  degenerative  process 
begins  within  the  nucleus  of  the  disc  with  break- 
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down  of  the  proteinoglycan  molecules,  loss  of 
water  content,  and  changes  in  cellular  metabo- 
lism. The  outer  annular  ligament  of  the  disc  be- 
gins to  show  fissuring  secondary  to  breakdown 
in  its  collagen  structure.  This  fissuring  leads  to 
tears  in  the  annulus.  As  the  nucleus  continues  to 
breakdown  and  fragment,  the  tears  in  the  annu- 
lus provide  a means  for  the  degenerative  frag- 
ments to  herniate.  As  the  disc  undergoes  this 
process  the  two  facet  joints  will  eventually  de- 
velope  a degenerative  arthritis  just  like  a knee  or 
hip.  The  articular  cartilage  will  erode,  the 
synovium  will  become  inflamed  and  the  joint  will 
develop  lipping  and  spurring  with  eventual  hy- 
pertrophy of  the  joint  and  surrounding  liga- 
ments.3 

To  make  some  of  this  pathology  practical,  the 
pathologic  processes  that  are  anteriorly  in  the 
disc,  either  just  degenerative  or  degenerative  with 
herniation,  will  produce  symptoms  with  flexion 
or  twisting  of  the  lumbar  spine.  These  motions 
will  increase  the  intradiscal  pressure  and  with  a 
compromised  disc  give  symptoms  of  low  back 
pain  or  back  and  leg  pain.  Thus,  patients  that  sit, 
bend,  twist,  run  a vacuum  cleaner,  lean  over  a 
sink,  sweep,  ride  in  a car,  or  get  in  and  out  of  a 
car  will  complain  of  increasing  symptoms.  They 
will  be  much  more  comfortable  with  standing, 
walking,  or  being  in  a supine  position.  These 
positions  will  decrease  the  intradiscal  pressure 
and  thus  decrease  pain. 

With  facet  disease,  the  pathology  is  posterior 
and  spinal  extension  produces  the  pain.  Stand- 
ing, walking,  lying  flat  on  their  back  will  often 
increase  patient  symptoms,  as  these  positions 
increase  the  load  on  the  facet  joint.  In  contrast, 
flexing  the  spine  reduces  the  pain.  Leaning  over 
as  one  walks  or  sitting  will  reduce  the  stress  on 
the  facets  and  reduce  the  patient’s  pain. 

Therefore,  with  anterior  disc  disease  we  ex- 
pect flexion  of  the  spine  to  produce  symptoms 
and  extension  to  give  some  relief.  With  poste- 
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Figure  1.  Anterior  Interbody  Fusion  Cage  Replacement 


at  L4-L5  Interspace. 

rior  facet  disease,  we  expect  extension  of  the 
spine  to  increase  symptoms  and  flexion  to  give 
some  relief.  There  are  some  combined  patholo- 
gies that  produce  pain  with  flexion  and  exten- 
sion. An  example  of  this  would  be  a degenerative 
spondylolisthesis  with  spinal  stenosis  that  com- 
promises both  sides  of  the  spine.  The  major  point 
is  that  it  is  very  important  to  define  the  pain  pat- 
tern as  well  as  possible.  It  is  the  most  important 
part  of  our  surgical  criteria  for  treatment  and 
outcomes. 

A well  defined  pain  pattern  will  also  tell  us  a 
lot  about  what  our  x-rays  and  imaging  studies 
should  look  like — when  the  pain  pattern,  the  X- 
rays,  and  the  imaging  studies  all  agree  on  the 
pathology,  we  are  very  confident  about  our  di- 


agnosis. When  the  pain  pattern,  the  sever- 
ity of  dysfunction,  the  neurological  exam, 
and  the  x-ray  imaging  studies  of  the  patient 
all  agree,  the  chances  of  a good  surgical  out- 
come are  increased.  When  these  factors 
don’t  point  to  the  same  pathology,  the 
chances  of  a good  surgical  outcome  go 
down. 

As  a good  history  and  physical  is  the 
basis  of  the  diagnosis  of  pain  complaints, 
so  are  lumbar  spine  x-rays  the  basis  for 
good  imaging  diagnosis.  The  simple  two 
views  give  us  an  excellent  overview  of  the 
spine  and  prevent  overlooking  other  asso- 
ciated diseases  of  the  spine.  AP  and  lateral 
x-rays  should  always  be  done  before  any 
thoughts  of  MRI  or  myelogram-CT  are  en- 
tertained. Let  your  consultant  choose  the 
appropriate  imaging  study  to  suit  the 
patient’s  need,  his  experience,  and  the  best 
that  local  radiology  has  to  offer.  With  this 
in  mind,  let  us  look  at  patients  and  the  sur- 
gical treatment  of  lumbar  degenerative  disc 
disease. 

Generally,  the  patients  with  degenerative 
disc  disease  will  present  to  most  physicians 
with  the  complaint  of  low  back  pain  made 
worse  with  bending,  twisting,  squatting,  or 
stooping.  Most  of  these  patients  are  age  35 
to  55  and  will  never  have  to  see  a surgeon 
for  their  pain.  However,  there  are  a few 
patients  whose  pain  will  become  extreme 
and  the  patients  will  be  disabled.  The  physi- 
cal exam  may  show  only  spasm  in  the  paralumbar 
region  but  usually  is  completely  normal.  The 
patient  that  can  be  helped  with  surgery  will  have 
imaging  studies  that  show  a single  disc  or  at  most 
two  adjacent  discs  with  degerative  disease  and 
usually  the  disc  levels  at  L-4  and/or  L-5  are  in- 
volved. Patients  with  more  than  two  levels  of 
degerative  disc  involvement  are  usually  poor 
candidates  for  fusion,  as  will  be  discussed  later. 
These  patients  should  have  a thorough  psycho- 
logical workup  and  be  cleared  by  their  family 
physicians  for  surgery.2 

The  ideal  choice  for  these  patients,  since  the 
pathology  is  anterior  to  the  spine,  is  an  anterior 
fusion.  The  Cage  technology  has  brought  a much 
less  invasive  surgical  approach  to  anterior  fusion, 
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Figure  2.  Lateral  Lumbar  Spine  Demonstrating  Interbody 
Fusion  Cage  Placement. 


reducing  postoperative  morbidity,  recovery 
time,  and  return  to  work.  However,  the  fu- 
sion rates  reported  vary  from  60  to  80  per- 
cent (Figures  1,2).  In  selected  patients,  the 
rate  may  be  higher  (85-90  percent).1  The 
cost  of  “failed  fusion”  to  patients,  their  fami- 
lies, and  insurance  carriers  is  staggering,  so 
the  patients  must  be  selected  carefully  to 
ensure  that  fusion  chances  are  optimum.2 
If  the  cages  are  not  appropriate,  an  anterior 
fusion  that  addresses  the  degerative  disc 
combined  with  a posterior  fusion  with  in- 
strumentation gives  a 98  percent  to  99  per- 
cent fusion  rate  even  in  smokers.  Despite 
the  increased  fusion  rate,  the  surgery  is 
much  more  invasive,  more  post  op  morbid- 
ity, and  a much  longer  recovery  time.  Over 
all,  about  two-thirds  of  this  surgical  group 
can  be  improved  by  surgery. 

With  respect  to  the  effect  of  smoking  on 
spinal  fusions,  the  studies  support  the  fact 
that  cigarette  smoking  leads  to  a higher  rate 
of  pseudoarthrosis  (fusion  not  healing).  The 
work  from  Whitesides  seems  to  implicate 
nicotine  as  at  least  one  agent  responsible 
for  delaying  or  preventing  bone  healing.  We 
have  not  demonstrated  that  stopping  the  use 
of  tobacco  products  will  increase  fusion 
rates;  those  studies  are  ongoing.  However, 
we  strongly  urge  patients  to  stop  tobacco 
products  for  all  of  the  health  benefits  that  it 
will  bring  besides  bone  healing.  Since 
posterio-lateral  fusions  and  anterior  fusions 
have  a much  higher  pseudoarthrosis  rate  among 
smokers  we  are  recommending  anterio-posterior 
fusions  for  most  of  these  patients.123 

On  the  horizon,  BMP  (bone  morphogenic  pro- 
tein) is  a substance  that  may  enhance  fusion 
rates  and  lead  us  to  even  less  invasive  surgical 
techniques  for  spinal  fusions.  The  artificial  disc 
is  still  being  experimented  with,  but  will  not  be 
on  your  local  surgeon’s  shelf  for  some  time. 

The  problem  with  fusions  is  that  they  do  not 
return  the  spine  to  normal.  A fusion  removes 
motion  at  the  level  fused  and  transfers  most  of 
the  stress  to  the  adjacent  levels.  Since  the  spine 
is  not  made  normal  by  the  fusion,  it  is  not  sur- 
prising that  even  successful  patients  can  still  have 
some  back  pain  and  dysfunction.  That  is  why 


patients  with  degenerative  disease  at  more  than 
two  levels  are  poor  candidates  for  fusion.  The 
number  of  segments  that  have  to  be  fused  is  one 
problem,  but  there  are  too  few  discs  left  to  adapt 
to  the  stress  and  motion  demands  placed  upon 
them.  That  is  why  every  “black  disc”  that  ap- 
pears on  an  MRI  is  not  a candidate  for  fusion. 
Also,  fusing  a single  degenerative  disc  in  the 
midst  of  multilevel  disease  will  also  be  sure  to 
fail,  as  transferring  stress  to  an  already  diseased 
disc  will 

certainly  produce  more  pain. 

Herniations  of  the  lumbar  disc  will  occur  as  a 
result  of  the  degenerative  disc  disease.  These 
patients  are  usually  between  35  and  55  and  will 
present  with  significant  leg  pain  and  numbness 
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or  tingling.3  The  L-4  and  L-5  discs  are  usually 
involved  and  usually  lead  to  pain  in  the  leg  in  a 
radicular  fashion,  that  is,  in  an  area  of  the  leg 
innervate  by  the  involved  nerve.  When  pain  pat- 
tern, significant  dysfunction,  physical  exam  (par- 
ticularly the  tension  signs),  and  the  imaging 
studies  (MRI  is  particularly  useful  after  x-rays 
of  L-S  spine)  all  point  to  an  HNP  (herniated 
nucleus  pulposus)  with  failure  of  conservative 
care,  the  patient  is  a good  candidate  for  surgery. 
These  surgeries  are  much  less  invasive  than  fu- 
sions with  much  better  clinical  results,  and 
quicker  return  to  normal  activities.1 

The  Straight  Leg  Raising  Test  is  truly  posi- 
tive when  the  conducted  test  produces  radicular 
pain.  The  production  of  back  and/or  thigh  pain 
is  not  a positive  test.  The  straight  leg  raising  test 
only  tests  the  L-5  and  S-l  roots,  as  most  of  the 
L-4  root  is  carried  by  the  Femoral  nerve  and  is 
anterior  in  the  thigh  and  actually  relaxed  during 
the  straight  leg  raising  maneuver. 

The  minimally  invasive  techniques  of 
discectomy  vary  from  microscopes,  to 
arthroscope-like  approaches,  or  to  simply  use 
smaller  retractors  and  instruments  to  do  a simi- 
lar surgical  approach  on  a less  invasive  scale  than 
was  formerly  done.  The  advantages  are  usually 
a shortened  hospital  stay  (if  not  an  outpatient 
procedure),  less  post  op  morbidity,  and  quicker 
return  to  normal  function.  Because  the  surgical 
approach  is  much  more  limited,  concurring  spi- 
nal stenosis  is  easily  missed  and  therefore  the 
overall  positive  results  are  one  percent  or  two 
percent  lower  with  a minimally  invasive  ap- 
proach as  opposed  to  a more  formal  laminec- 
tomy.1 If  one  chooses  the  more  formal  approach, 
the  advantages  are  40  years  of  tried  treatment 
with  long  term  outcomes  and  a slightly  better 
prognosis.  However,  the  morbidity,  hospital  stay, 
and  recovery  time  will  be  longer. 

The  patients  successfully  treated  by  the  mini- 
mally invasive  approach  and  by  formal  laminec- 
tomy will  continue  to  have  episodes  of  low  back 
pain.  Both  surgeries  relieve  the  pressure  on  the 
nerve  and/or  annulus  of  the  disc.  However,  they 
have  done  nothing  to  address  the  degenerative 
disc  disease  that  gave  rise  to  the  herniation,  so  it 
is  not  surprising  that  patients  who  have  had  HNPs 
with  surgical  treatment  should  continue  with  the 


pain  of  the  degenerative  disc.  Usually  this  pain 
is  limited  in  scope  and  most  disc  patients  are  very 
functional.  For  these  patients,  good  health 
choices  such  as  weight  control,  endurance  exer- 
cise, the  avoidance  of  tobacco  products  and  re- 
ducing the  bending/twisting  motions  of  daily  life 
should  become  a way  of  life.  Some  post 
discectomy  patients  will  come  to  fusion  as  a re- 
sult of  their  degerative  disc  problems,  but  these 
are  few.1 

There  is  no  “hard”  evidence  that  supports  the 
worsening  of  disc  disease  with  smoking.  Indi- 
rect evidence  seems  to  support  the  idea  that  smok- 
ers have  worse  disc  disease  than  nonsmokers. 
Therefore  we  are  recommending  all  our  degen- 
erative disc  patients  to  stop  using  tobacco  prod- 
ucts.3 

As  patients  age,  the  degenerative  process  of 
the  disc  slows  but  the  facet  arthropathy  contin- 
ues. If  the  arthopathy  progresses  enough,  the  back 
pain  on  extension  may  shift  to  more  leg  pain  or 
a feeling  of  weakness  when  walking  (spinal 
stenosis).  With  our  aging  population  that  de- 
mands to  remain  active,  we  are  seeing  more  of 
these  patients.  In  patients  with  significant  dys- 
function due  to  pain  and  weakness  in  the  legs 
resulting  from  spinal  extension  and  with  imag- 
ing studies  supporting  spinal  stenosis,  the  out- 
come of  decompression  of  the  stenosis  is  very 
rewarding.  There  are  important  indicators  for  a 
good  prognosis  in  addition  to  the  above  surgical 
guidelines. 

The  first  is  the  overall  good  health  of  the  pa- 
tient. Two  or  more  major  illnesses  markedly  re- 
duces the  good  outcomes  of  surgery.3  Second, 
as  the  number  of  stenotic  levels  increase,  the 
chances  of  a good  outcome  to  surgery  decreases.3 
Third,  the  faster  the  patient  can  get  surgical  de- 
compression before  the  onset  of  motor  weakness 
(usually  from  disuse),  the  greater  the  chance  of  a 
good  outcome  from  surgery.3 

The  fourth  factor  that  effects  surgical  out- 
comes of  stenosis  is  spinal  deformity.  If  steno- 
sis is  complicated  by  spinal  deformity  such  as 
scoliosis  or  spondylolisthesis,  the  surgery  may 
involve  a fusion  coupled  with  a decompression. 
Simple  decompression  at  the  apex  of  a deformity 
may  cause  the  deformity  to  progress.  The  re- 
sulting deformity  will  be  much  harder  to  treat 
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and  would  likely  take  a larger  surgical  interven- 
tion than  the  addition  of  a fusion  with  the  first 
decompression.3 

As  with  all  surgeries,  the  “planned”  surgery 
should  adhere  to  the  above  principles  as  this  will 
produce  the  best  results  for  the  patient  with  the 
fewest  complications  and  the  fewest  “redo”  sur- 
geries. All  of  these  patients  who  are  treated  are 
complicated  because  their  pain  complaint  is  very 
subjective.  Because  there  are  no  objective  crite- 
ria to  measure  pain,  we  must  remain  focused  on 
the  principles  that  produce  good  surgical  out- 
comes and  not  be  distracted  by  just  treating  the 


objective  results  of  MRIs  or  myelograms.  The 
wisdom  in  treating  these  patients  teaches  us  that 
we  use  their  symptoms  with  their  objective  tests 
as  a road  map  to  their  pathology  and  in  deciding 
the  appropriate  treatment  course. 
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INTRODUCTION 

Both  primary  care  physicians  and  spine  special- 
ists commonly  deal  with  cervical  spine  pathol- 
ogy. The  primary  issues  in  surgical  treatment  of 
a patient  with  cervical  spine  pathology  are  neu- 
rologic compromise,  spinal  stability,  and  pain. 
Less  invasive  techniques  and  innovations  in  sta- 
bilization can  provide  excellent  clinical  outcome. 

EVALUATION 

History  and  Physical.  The  patient’s  history  and 
physical  provide  the  best  clues  towards  diagno- 
sis. The  goal  is  to  identify  the  patients  who  have, 
or  are  at  risk  for,  neurologic  compromise  or  in- 
stability. History  of  antecedent  trauma,  the  exact 
location  of  the  pain/paresthesia,  the  presence  of 
bowel  or  bladder  dysfunction,  and  relation  of  the 
symptoms  to  head  position,  are  all  important  el- 
ements, not  only  diagnostically,  but  also  in  de- 
termining treatment  and  prognosis.  A thorough 
neurologic  and  musculoskeletal  examination 
should  be  performed.  Each  nerve  root  should  be 
tested  for  sensory  and  motor  function.  The  mo- 
tor examination  is  more  accurate  in  localizing 
nerve  root  pathology  than  the  sensory  examina- 
tion in  the  upper  extremities.  Deep  tendon  re- 
flexes should  be  checked  for  asymmetry  and  for 
the  presence  of  upper  tract  signs.  Spurling’s  ma- 
neuver is  fairly  sensitive  for  radiculopathy,  and 
is  performed  by  gentle  lateral  bending  of  the  head 
toward  the  affected  side,  with  reproduction  not  of 
the  patient’s  neck  pain,  but  of  his  radicular  symp- 
toms. 

Radiographic  Evaluation.  Plain  cervical  films 
are  often  performed,  but  unless  there  is  a history 
of  trauma,  usually  do  not  provide  much  useful 
information.  The  MRI  scan  has  properly  become 
the  initial  evaluation  of  choice  for  the 
nontraumatic  cervical  spine.  Contrast  need  not 


* Address  correspondence  to  Dr.  Rambo  at 
Columbia  Neurological  Associates,  2728  Sunset 
Blvd.,  Suite  308,  West  Columbia,  SC  29169. 


be  administered  unless  there  is  a high  suspicion 
for  tumor  or  infection.  While  MRI  provides  ex- 
ceptional imaging  of  soft  tissue  structures,  it  is 
less  valuable  for  bone  pathology.  Thus  CT  scan- 
ning, with  or  without  myelography,  may  some- 
times be  more  helpful  than  MRI  in  evaluating 
patients  with  severe  spondylosis.  The  other  ca- 
veat regarding  MRI  of  the  cervical  (and  lumbar) 
spine  is  its  low  specificity.  MRI  scans  show  de- 
generative abnormalities  in  a high  percentage  of 
asymptomatic  patients.  In  one  study,  a degenera- 
tive or  narrowed  disc  was  found  in  60  percent  of 
asymptomatic  patients  over  age  40.  It  is  critical 
to  correlate  MRI  abnormalities  to  clinical  find- 
ings. Bone  scans  are  obtained  in  patients  with 
suspicion  of  infection  or  malignancy. 

CONDITIONS 

Degenerative  Conditions.  Degenerative  con- 
ditions of  the  cervical  spine  are  very  common. 
The  presence  of  neck  pain  itself  is  a common 
symptom,  and  in  the  absence  of  trauma,  is  often 
due  to  cervical  spondylosis  (arthritic  degenera- 
tion of  the  spine).  This  condition  begins  with  disc 
space  degeneration,  which  then  leads  to  osteo- 
phyte production,  facet  hypertrophy,  and  liga- 
mentous hypertrophy.  These  structures  are 
innervated,  and  can  cause  discomfort  in  their  own 
right,  even  without  compromise  of  the  spinal  cord 
or  nerve  roots.  Unfortunately,  surgical  treatment 
for  spondylotic  neck  pain  alone  carries  only 
modest  success,  even  when  MRI  shows  degen- 
erative findings.  Surgery  should  be  reserved  for 
patients  with  a radiculopathic  or  myelopathic 
component  to  their  symptoms,  and  in  these  cases 
results  are  good. 

Radiculopathy.  The  differential  diagnosis  of 
cervical  radiculopathy  includes  shoulder  and  el- 
bow pathology,  compressive  peripheral  neuro- 
pathies, thoracic  outlet  syndrome,  and  very  rarely, 
in  the  left  arm,  angina.  The  most  common  nerve 
roots  involved  are  the  C6  and  C7  roots.  A 
radiculopathy  may  be  caused  by  an  acute  disc 
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Figure  1.  A,  Lateral  cervical  spine  film  taken  two 
months  following  MVA,  showing  flexion  subluxation 
at  C5-C6  due  to  ligamentous  injury.  Her  original 
films  and  scans  had  been  negative. 


Figure  1.  B,  Postoperative  film  showing  lateral  mass 
plates,  interbody  allograft,  and  restoration  of  nor- 
mal alignment. 


herniation,  or  by  an  osteophyte  or  so  called  “hard 
disc.”  Treatment  is  initially  nonsurgical,  with 
nonsteroidal  anti-inflammatory  medications,  nar- 
cotic analgesics,  and  cervical  traction  (10-15  lb 
for  at  least  30  minutes  twice  per  day).  In  gen- 
eral, if  these  conditions  begin  to  improve  within 
the  first  two  to  three  weeks,  this  improvement 
will  continue.  This  is  particularly  true  of  the 
radiculopathies  due  to  spondylosis  or  hard  disc. 
Indications  for  surgery  include  persistent  motor 
deficits  and  intractable  pain.  Surgical  treatment 
for  a typical  soft,  lateral  cervical  disc  herniation 
can  be  performed  anteriorly  or  posteriorly.  The 
posterior  approach  consists  of  bony  removal  over 
the  nerve  root  (hemilaminotomy  and 
foraminotomy),  and  removal  of  the  herniated 
fragment.  The  remainder  of  the  normal  disc  ma- 


terial is  left  in  place,  thus  no  fusion  is  required, 
and  no  instrumentation  or  postoperative  immo- 
bilization is  needed.  The  operating  microscope 
and  specialized  retractors  allow  this  procedure 
to  be  performed  with  a small  (20  mm)  incision. 
The  anterior  approach,  known  as  anterior  cervi- 
cal discectomy,  involves  removing  the  entire  disc, 
including  the  fragment  that  has  herniated  poste- 
riorly against  the  nerve  root.  Fusion  is  typically 
then  performed,  using  autologous  bone  from  the 
iliac  crest,  or  allograft.  Autograft  has  a slightly 
higher  chance  of  successful  fusion,  while  the  ad- 
vantage of  allograft  is  that  it  avoids  the  potential 
complications  of  harvesting  a graft.  Successful 
bony  fusion  is  enhanced  by  immobilization  of 
the  fused  spinal  segment.  This  is  most  commonly 
performed  with  a rigid  cervical  collar  worn  for 


460 


The  Journal  of  the  South  Carolina  Medical  Association 


CERVICAL 
SPINE  DISEASE 


r 




Figure  2.  A,  Lateral  cervical  spine  film  showing  au- 
tograft and  anterior  plate  C2-C5. 


anterior  plate. 


two  to  six  weeks  postoperatively.  Internal  im- 
mobilization can  be  accomplished  with  a plating 
device.  These  two  low  profile  devices,  perma- 
nently implanted  on  the  anterior  aspect  of  the 
adjacent  vertebral  bodies,  provide  excellent  im- 
mobilization. While  they  are  generally  not  nec- 
essary for  a typical  one-disc-level  procedure,  they 
may  be  used  in  patients  with  a high  risk  of  bony 
nonunion,  such  as  those  with  diabetes,  cancer, 
or  a heavy  smoking  history,  or  in  patients  whose 
livelihood  makes  a cervical  collar  an  unattrac- 
tive option.  Whether  performed  anteriorly  or  pos- 
teriorly, patients  may  be  discharged  the  day  of 
surgery  or  the  following  day,  and  are  often  able 
to  return  to  light  work  within  a few  days  or  weeks, 
depending  on  their  occupation.  Relief  of  radicu- 
lar pain  is  usually  dramatic,  and  recovery  of 
motor  function  soon  follows. 

Myelopathy.  Cervical  myelopathy  may  have 


sublet  manifestations  initially,  including 
paresthesiae  in  the  forearms  and  hands,  and  loss 
of  hand  function.  Neck  pain  may  be  minimal. 
There  may  be  a coexisting  radiculopathy.  An  MRI 
scan  will  show  effacement  of  the  subarachnoid 
space  by  disc  bulges  and  other  manifestations  of 
spondylosis,  cord  compression  or  deformation, 
or  even  intramedullary  gliotic  changes.  The  dif- 
ferential diagnosis  includes  amyotrophic  lateral 
sclerosis,  and  B 12/folate  deficiencies.  The  sur- 
gical treatment  is  decompression.  This  is  usually 
performed  posteriorly,  consisting  of  multilevel 
laminectomy.  A concurrent  fusion  may  be  re- 
quired in  patients  who  do  not  have  a normal  cer- 
vical lordosis  and  are  therefore  at  risk  for 
developing  a kyphotic  deformity  after  decom- 
pression alone.  If  a significant  degree  of  spinal 
cord  compression  is  due  to  ventral  pathology, 
anterior  decompression  is  preferred.  Two  to  four 
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vertebral  bodies  are  resected  (corpectomy), 
which  achieves  the  decompression.  Stabilization 
is  then  performed  using  a strut  graft  (autograft 
or  allograft)  and  a plating  system.  In  advanced 
cases  of  myelopathy,  most  of  the  surgical  ben- 
efit consists  of  halting  progression  of  the  patient’s 
condition. 

Trauma.  Cervical  spine  trauma  may  present 
with  neck  pain,  radiculopathy,  or  spinal  cord  in- 
jury. Obvious  or  suspected  spinal  cord  injury 
should  be  treated  with  the  methylprednisolone 
protocol.  Plain  films  of  the  cervical  spine  have  a 
very  high  sensitivity  for  unstable  fractures,  but 
thin-cut  CT  images  should  additionally  be  ob- 
tained where  there  is  a high  index  of  suspicion  - 
plain  film  abnormality,  mechanism  of  injury,  un- 
conscious patient,  or  the  alert  patient  with  severe 
neck  pain.  Newer  CT  scanners  can  image  the 
cervical  spine  in  less  than  one  minute.  Ligamen- 
tous injury  will  usually  not  be  detected  on  plain 
films  or  CT  scan,  and  may  present  weeks  or  even 
months  following  the  injury.  Suspected  ligamen- 
tous injury  should  be  evaluated  with  flexion/ex- 
tension films,  provided  the  patient  is  cooperative 
and  neurologically  intact.  A better  understand- 
ing of  cervical  biomechanics  has  allowed  more 
accurate  classification  of  injuries  as  stable  or 
unstable.  A high  percentage  of  spinal  instability, 
and  almost  all  ligamentous  instability,  will  re- 
quire surgical  stabilization.  Long-term  stabiliza- 
tion requires  a successful  bone  fusion.  Fusion  is 
performed  either  anteriorly,  posteriorly,  or  both, 
depending  on  the  nature  of  the  injury  and  the 
patient’s  neurologic  status.  The  timing  of  cervi- 
cal stabilization  in  the  polytrauma  patient  is  a 
matter  of  debate.  While  neurologic  outcome  is 
not  significantly  improved  with  early  stabiliza- 
tion, it  does  facilitate  treatment  of  other  injuries, 
reduces  complications  of  bedrest,  and  allows 
earlier  mobility  and  rehabilitation.  The  develop- 
ment and  widespread  use  of  plates  and  other 
forms  of  instrumentation  have  been  especially 
helpful  in  these  cases.  These  devices  provide 
immediate  fixation  to  grossly  unstable  fractures, 
allowing  the  patient  to  be  mobilized  early,  usu- 
ally within  24  hours.  Instrumentation  usually 
obviates  the  need  for  a halo  brace.  The  most  com- 
mon examples  of  instrumentation  include  lateral 
mass  plates  (places  posteriorly  from  C2  to  C6), 


and  anterior  cervical  plates  (C2  to  Cl).  The  lat- 
est forms  of  anterior  cervical  plates  allow  a mod- 
est degree  of  settling,  which  is  felt  to  facilitate 
successful  fusion.  There  is  some  evidence  that 
the  earlier  plating  systems  “protected”  the  bone 
graft  to  a degree  that  fusion  was  slowed.  Ante- 
rior plates  also  protect  against  dislodgement  of 
the  bone  graft,  which  is  a particular  risk  of  the 
longer  grafts.  Disadvantages  of  instrumentation 
are  neurologic  or  vascular  injury,  cost,  and  ra- 
diographic artifact.  Breakage  usually  does  not 
occur  unless  there  is  a bony  nonunion. 

Infection.  Patients  with  diabetes,  and  those 
with  longstanding  skin,  cardiac,  or  urinary  in- 
fections, are  at  risk  for  discitis.  Their  neck  pain 
is  severe,  unrelenting,  and  an  MRI  scan  with  and 
without  contrast  is  the  diagnostic  procedure  of 
choice.  The  most  common  organism  involved  is 
Staphylococcus  aureus.  Surgery  is  usually  re- 
quired for  a definitive  diagnosis,  debridement, 
and  stabilization.  Infection  is  not  a contraindica- 
tion to  bone  grafting  and  plating.  Postoperative 
intravenous  antibiotics  are  required. 

Neoplasm.  The  cervical  spine  can  be  affected 
by  metastatic  tumors,  particularly  lung,  breast  and 
prostate  carcinomas.  Primary  tumors  such  as 
myeloma  or  sarcoma  are  considerably  less  com- 
mon. Indications  for  surgery  are  a need  to  obtain 
diagnosis,  decompression  of  the  neural  elements, 
and  stabilization.  Instrumentation  facilitates  fu- 
sion in  patients  at  risk  for  nonunion  due  to  che- 
motherapy or  radiation.  Stabilization  in  patients 
with  a limited  life  expectancy  may  best  be  per- 
formed with  methylmethacrylate  (bone  cement). 

Inflammatory  Conditions.  Rheumatoid  arthri- 
tis and  other  inflammatory  conditions  affect  the 
cervical  spine  frequently,  with  the  upper  cervi- 
cal spine  involved  in  up  to  80  percent  of  rheu- 
matoid arthritis  cases.  Involvement  may  be 
manifested  by  mechanical  instability,  or  by  neu- 
ral impingement  caused  by  malalignment  and 
bony/ligamentous  proliferation.  The  most  com- 
mon manifestation  is  atlantoaxial  subluxation, 
usually  manifested  in  the  sixth  decade  with  local 
pain,  diagnosed  on  plain  films  with  an  enlarged 
atlantodental  interval.  Generally  the  maximal  ac- 
cepted distance  for  the  atlantodental  interval  is 
six  mm  in  adults.  Treatment  of  asymptomatic 
patients  is  controversial.  This  condition  is  treated 
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with  a posterior  C1-C2  fusion,  typically  using 
autograft  and  cable.  Real-time  intraoperative 
navigation  has  proven  valuable  for  complex  in- 
tracranial procedures,  and  has  also  been  adapted 
for  spinal  use. 


CONCLUSION 

Surgery  for  cervical  spine  disorders  requires  care- 
ful patient  selection  and  accurate  correlation  be- 
tween the  clinical  picture  and  radiographic 
findings.  In  these  cases,  less  invasive  surgery,  and 
new  methods  of  stabilization,  can  provide  excel- 
lent relief  of  symptoms,  neurolgic  recovery,  and 
an  earlier  return  to  normal  function. 


When  office  visits  and  home  health  visits 
are  not  enough,  what  do  you  do? 

When  your  patient  is  not  following  orders. 

When  your  patient  is  talking  about 
trying  natural  remedies. 

, A When  your  patient  has  more  questions 

chief  consultant  pharmacist  than  you  have  time  to  answer. 

What  Should  You  Do? 

Call  your  medication  management  experts. 

Sandlapper  Consultant  Pharmacists 

They  will  come  to  your  office  to 
consult  with  your  patients. 


e-mail:  eearmstrong@compuserve.com 


im 


r Prescription  For  Health" 
days:  10- 11  am  on  WISW  1320am 
n Armstrong  Pharmacist  Host 
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MINIMALLY  INVASIVE  SPINAL  SURGERY:  FOUR 
COMMON  PROCEDURES  DESCRIBED 

GEORGE  H.  KHOURY,  M.D.* 


There  has  been  a bewildering  array  of  new  tech- 
nology, new  instrumentation  and  new  procedures 
in  the  area  of  spine  care  and  especially  in  spinal 
surgery.  One  can  barely  pick  up  a magazine  or  a 
newspaper,  or  turn  on  the  television  without  see- 
ing some  new  advertisement  for  a new  spinal 
procedure  or  treatment.  The  purpose  of  this  ar- 
ticle is  to  sort  through  some  of  the  newest  ideas 
and  techniques  of  spinal  surgery  with  a special 
interest  in  minimally  invasive  surgical  proce- 
dures. 

The  notion  of  minimally  invasive  surgical 
techniques  takes  its  premise  from  the  idea  that 
the  least  that  you  do,  in  this  case,  to  the  spine,  to 
correct  a problem  with  less  collateral  damage, 
the  greater  ease  of  recovery  from  the  procedure 
and  a quicker  return  for  a patient  to  his  or  her 
pre-injury  status.  There  has  been  an  explosion  of 
technology  to  support  surgical  techniques.  The 
development  of  better  x-ray  techniques  with  digi- 
tal and  fluroscopy  improvements  are  outstand- 
ing advancements.  Video  and  optics  have  become 
indispensable  in  these  procedures.  The  miniatur- 
ization of  these  elements  has  paved  the  way  for 
the  development  of  the  surgical  tools  that  have 
been  the  hallmark  of  these  procedures.  Micro- 
scopes have  also  seen  marked  improvement  and 
integration  with  these  procedures.  Computers,  of 
course,  have  helped  to  tie  these  new  innovations 
together.  Coupled  with  these  new  technologies 
is  an  improved  understanding  of  the  anatomy  and 
physiology  of  the  human  spine.  This  understand- 
ing involves  new  ideas  of  biomechanics,  inner- 
vation, and  development  of  the  spine. 

The  advancement  of  better  understanding  of 
bone  and  joint  action,  growth  and  repair  is  tre- 
mendous. We  now  have  better  notions  of  chemi- 
cal and  hormonal  influences  on  the  spine.  This 
study  has  lead  to  the  development  of  new  and/or 
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better  bio-materials,  growth  factors,  and  instru- 
mentation. The  application  of  this  new  knowl- 
edge is  at  once  a boon  and  a challenge  to  spinal 
surgeons  and  their  patients. 

In  this  article  I have  described  four  different 
procedures  that  utilize  minimally  invasive  tech- 
niques. The  technologies  mentioned  above  will 
immediately  come  into  play  as  each  surgical  tech- 
nique is  described. 

I.  IDET  PROCEDURE 

The  IDET  procedure  is  a prime  example  of  the 
new  combination  among  the  disciplines  of 
anatomy  and  medicine  and  technology.  IDET 
(IntraDiscal  ElectroThermal)  has  recently  be- 
come a popular  way  to  treat  discogenic  back  and 
leg  pain  that  once  would  have  been  only  treated 
by  either  non-specific  medical  ways  or  major  in- 
vasive spinal  fusion  surgery.  This  technique  uses 
thermal  therapy  in  treating  patients  with  annular 
disruption  of  contained  herniated  discs. 

The  natural  history  of  a degenerative  disc  is 
to  include  loss  of  water  and  increased  mobility 
at  the  site.  This  process  leads  to  openings  in  the 


Picture  1.  Pain  receptors  in  a damaged  disc-note  dor- 
sal location. 
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tion  in  a disc  and  the  heat  distribution  from  proce- 
dure. 

annulus  and  fractures  of  the  collagen  matrix  of 
the  disc.  The  subsequent  distortion  sensitizes  the 
pain  receptors  of  the  posterior  area  of  the  disc 
and  can  cause  back  pain  and  referred  pain  into 
the  buttocks  and  the  legs.  It  is  well  known  that 
the  classic  herniated  disc  can  cause  back  and  leg 
pain.  A contained  herniation  (i.e.  the  internally 
disrupted  disc)  is  also  a source  of  the  same  kind 
of  pain.  The  post-operative  disc  can  also  lead  to 
back  and  leg  pain.  These  last  two  examples  are  a 
source  of  discogenic  pain  syndromes.  The  IDET 
procedure  was  developed  to  treat 
the  mechanical  and  the  neural  fac- 
tors in  discogenic  pain  syndromes. 

Diagnosis  of  discogenic  pain 
syndromes  always  relies  on  a care- 
ful history  and  physical  and  a com- 
plete differential  diagnosis.  Careful 
understanding  of  the  many  reasons 
for  back  pain  and  the  imaging  stud- 
ies needed  to  sort  through  the  eti- 
ologies is  extremely  important. 

Early  care  consists  of  medications, 
exercises,  changes  in  lifestyle,  and 
steroid  injection.  However,  if  the 
pain  becomes  chronic,  the  options 
become  limited  and  surgical  inter- 
vention may  be  the  only  option. 

IDET  may  offer  these  patients  a 


less  invasive  solution-that  is  a minimally  inva- 
sive treatment. 

The  IDET  procedure  depends  on  the 
SpineCath  system.  This  is  a thermal  resistant  coil 
that  can  deliver  targeted  heat  to  the  disc  and  its 
neural  elements.  The  coil  is  connected  to  a gen- 
erator that  is  computer  controlled  to  deliver  the 
heat  source.  The  heat  sufficiently  destroys  the 
nerve  fibers  and  cause  shrinkage  of  the  collagen 
fibers.  The  tightening  of  the  fibrous  structure  of 
the  annulus  may  enhance  the  structural  integrity 
of  a degenerated  disc  and  may  stabilize  fissures. 
The  volume  of  the  disc  may  also  be  lessened. 

The  procedure  itself  requires  local  anesthesia 
at  the  insertion  site.  An  x-ray  intensifier  is  needed. 
After  the  catheter  is  successfully  positioned,  the 
thermal  therapy  is  delivered.  The  patient  is  ob- 
served in  the  recovery  room  and  is  discharged 
that  same  day.  The  procedure  follow-up  is  rou- 
tine. Combining  new  techniques  and  technology 
has  lead  to  an  exciting  new  way  to  treat  an  old 
problem.1 

n.  LAPAROSCOPIC  ANTERIOR  LUMBAR 
INTERBODY  FUSION 

Significant  advances  in  spinal  instrumentation 
have  led  to  new  approaches  to  lumbar  spinal  fu- 
sion. Combined  with  advances  in  biology,  the 
trend  towards  anterior  approaches  to  the  lumbar 
spine  had  generated  much  recent  enthusiasm. 
Now  with  proper  instrumentation,  the  technique 
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has  been  further  refined  for  minimally  invasive 
surgery.  Laparoscopic  anterior  lumbar  interbody 
fusion  (ALIF)  has  had  many  adherents.  The  pa- 
tients selected  for  this  surgery  have  gone  through 
the  same  thorough  work-up  and  have  had  opti- 
mum conservative  care  before  being  recom- 
mended for  this  procedure.  As  usual,  the  patient’s 
size,  gender,  prior  surgical  history  and  the 
patient’s  anatomy  all  play  a part  in  the  selection 
process.  Exposures  are  difficult  in  obese  patients. 
Male  patients  pose  the  risk  for  retrograde  ejacu- 


Picture 5.  Catheter  in  vertebral  body. 


lation.  These  and  other  consideration  are  noted 
in  the  informed  consent. 

The  needs  for  this  operation  embrace  the  gam- 
bit of  modem  technology:  a radiolucent  OR  table, 
c-arm  intensification,  video-assisted  monitors, 
and  laparoscopic  the  spinal  surgeon.  Along  with 
these  individuals,  nurse  and  x-ray  technicians  are 
also  needed. 

The  learning  curve  for  the  surgical  technique 
is  steep.  Four  incisions  are  made  about  2-4  cm. 
in  length.  The  instrumentation  is  inserted  and  the 
anterior  spine  is  located.  The  fusion  technique 
has  been  described.  Early  mobilization  is  pos- 
sible on  the  first  post-operative  day.  Diet  is  ad- 
vanced quickly  and  patients  go  home  on  post  op 
day  two.  Complications  can  occur  but  the  proce- 
dure is  safe  and  effective.  There  is  less  nerve  root 
irritation  and  less  muscle  thus  less  blood  loss  and 
less  postoperative  pain.  Success  rates  are  the 
same  as  for  the  open  procedure  in  experienced 
hands.2 

III.  VERTEBROPLASTY 

A third  procedure  that  has  combined  modern 
ideas  with  minimally  invasive  techniques  is  a 
newer  technique  called  Vertrebroplasty.  In  eld- 
erly patients  and  those  with  osteoporotic  bone,  it 
has  been  very  difficult  to  treat  fractures  of  the 
spinal  column.  There  is  a group  of  compression 
fractures  of  the  vertebral  bodies  that  has  found 


Picture  6.  Injection  of  biological  cement. 
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Picture  7.  A Representation  of  a ruptured  disc. 


adherents  in  this  new  procedure.  These  fractures 
involve  the  vertebral  bodies  and  can  treat  even 
significant  compressions.  Fractures  of  this  na- 
ture are  more  common  in  this  population  of  pa- 
tients and  have  been  refractory  up  to  now  to 
definitive  treatment.  Treatment  has  consisted, 
historically,  of  external  bracing,  medication,  and 
physical  therapy.  Now,  with  this  new  procedure, 
another  option  can  be  given  to  these  patients. 

These  new  types  of  procedures  are  performed 
by  a surgeon  or  an  invasive  radiologist.  Work- 
up includes  plain  x-rays  and  probably  an  MRI 
scan.  Patients  have  been  treated  conservatively 
and  are  still  experiencing  some 
pain.  The  fractures  are  usually  sub- 
acute and  have  specific  finding  on 
these  x-rays.  Once  the  patient  is 
deemed  a suitable  candidate,  the 
procedure  can  be  easily  scheduled. 

The  procedure  is  usually  done  on 
an  outpatient  basis.  The  patient  is 
brought  to  the  radiology  suite. 

Awake  sedation  is  done.  The  area 
of  the  back  that  is  involved  is  then 
prepped  and  draped  and  local  an- 
esthesia is  used.  A large  bore,  hol- 
low needle  is  then  inserted  through 
the  skin  into  the  pedicle  of  the  in- 
volved vertebra  or  vertebrae.  At  the 
time  proper  position  is  established 
by  x-ray  and  no  adverse 


contraindications  are  seen,  the  biological  cement 
is  injected  under  fluro  guidance  and  by  monitor- 
ing the  patient’s  response.  Patients  can  have  im- 
mediate relief  and  are  discharged  that  same  day. 
Complications  are  rare.3 

IV.  MICRO-LUMBAR  DISCECTOMY 

Ruptured  lumbar  discs  are  one  of  the  most  com- 
mon spinal  problems  seen.  There  is  disruption 
of  the  annular  fibers  and  egress  of  the  disc 
nucleus.  In  significant  ruptures,  there  is  most 
likely  a component  of  nerve  root  irritation  and 
development  of  classic  sciatic  symptoms.  Con- 
servative treatments  are  generally  the  first  op- 
tions and  can  consist  of  medications,  physical 
therapy,  and  steroid  injections.  Once  it  is  felt  that 
conservative  options  will  not  be  successful,  then 
the  surgical  option  can  be  entertained.  The 
surgeon’s  role  begins  with  reviewing  the  neuro- 
logical history  and  physical,  reviewing  the  diag- 
nostic studies,  and  determining  if  lumbar 
microdisectomy  would  be  the  procedure  of 
choice. 

In  the  operating  room,  a lumbar 
microdiscetomy  begins  with  a small  incision  in 
the  back.  The  operation  is  done  with  the  use  of 
fluro  and  a microscope.  These  allow  for  a rela- 
tively small  incision.  Guided  by  the  studies,  and 
helped  by  the  technology  of  newer  instrumenta- 
tion, the  surgeon  will  be  able  to  pinpoint  the  lo- 
cation of  the  appropriate  vertebra.  Once  there, 


Picture  8.  Typical  OR  Set-up  for  a Lumbar  Microdiscectomy. 
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he  will  remove  a small  portion  of  bony  material 
and  ligament.  The  “pinched”  nerve  is  then  lo- 
cated. Using  microsurgical  procedures,  the  sur- 
geon can  then  remove  the  ruptured  portion  of  the 
disc.  The  operation  is  completed  with  a layered 
closure.  Because  of  the  small  incision,  the  hos- 
pital stay  is  short,  usually  one  to  two  days.  Post- 
operative recovery  is  also  very  short. 

The  last  few  years  have  seen  a revolution  in 
the  surgical  field  of  spinal  surgery.  The  marriage 
of  many  new  disciplines  in  the  field  have  led  sur- 
geons to  apply  these  advances  in  surgery  of  the 
spine  to  minimize  tissue  injury,  lessen  surgery 
time,  and  hasten  patient  recovery.  Surgeons  have 
taken  the  advances  and  added  ideas  of  their  own 
to  enhance  surgical  techniques.  Technology  is 
continually  expanding  and  changes  are  seen  al- 
most daily.  These  new  technologies,  while  ex- 


pensive in  their  development,  will  actually  save 
money  in  the  long  run  with  less  hospital  stays, 
quicker  recovery,  and  earlier  return  to  work.  We 
can  expect  many  more  changes  in  the  years  to 
come. 
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Low  back  pain,  with  and  without  radiculopathy, 
is  a ubiquitous  cause  of  suffering  in  industrial- 
ized nations.  The  differential  diagnosis  of  low 
back  pain  includes  an  extensive  list.  The  cost  of 
treatment  and  missed  work  production  is  an  enor- 
mous drain  on  the  U.S.  economy.  Treatment 
paradigms  span  everything  from  the  obvious  to 
the  sublime.  It  may  include  bed  rest,  compli- 
mentary or  alternative  medicine,  and/or  highly- 
invasive  surgical  procedures.  Fortunately,  most 
back  pain  resolves  with  conservative  therapy 
such  as  rest,  nonsteroidal  anti-inflammatory  an- 
algesics, and  physical  therapy.  These  modali- 
ties certainly  should  be  exhausted  prior  to 
proceeding  to  any  further  treatment  of  low7  back 
pain.  Parenthetically,  the  principles  that  apply 
to  the  treatment  of  low  back  pain,  for  the  most 
part,  apply  to  cervical  and  thoracic  spine  pain, 
as  well. 

For  the  subset  of  patients  who  do  not  respond 
to  conservative  therapy,  there  is  an  intermediate 
step  that  is  shown  to  be  beneficial.  This,  of 
course,  is  centered  around  injection  therapy. 
However,  it  may  include  other  forms  of  medical 
management.  But,  of  course,  careful  assessment 
by  a primary  care  physician  and,  if  necessary,  a 
surgical  spine  specialist,  may  be  essential  in  some 
cases.  Certainly  patients  who  suffer  from  my- 
elopathic symptoms  such  as  extremity  paresis  or 
weakness  and/or  bowel  or  bladder  incontinence, 
may  be  primarily  surgical  candidates.  It  must 
be  remembered  that  surgical  intervention,  al- 
though sometimes  necessary  to  restore  anatomi- 
cal and  physiologic  function,  is  not  necessarily 
a guarantee  of  pain  relief.  Therefore,  even  low  back 
pain  patients  who  have  had  surgical  intervention, 
may  require  further  nonsurgical  therapies. 


* Address  correspondence  to  Drs.  Due  and  Folk 
at  Pain  Management  Center,  MUSC,  171  Ashley 
Avenue,  Charleston,  SC  29425. 


When  presenting  to  an  interventional  pain 
clinic,  patients  with  low  back  pain  are  diagnosti- 
cally categorized  into  one  of  three  groups:  a) 
axial  back  pain:  b)  radiculopathic  back  pain:  and 
finally;  c)  post  laminectomy  back  pain  with  or 
without  radiculopathy.  Patients  may  certainly 
present  with  combinations  of  any  of  the  above 
three,  however,  generally  patients  may  be  clas- 
sified as  having  predominant  symptoms  in  one 
of  the  above  categories.  These  determinations 
are  usually  based  on  the  patient’s  historical  re- 
port of  pain  on  physical  examination;  however  it 
also  must  be  evaluated  in  light  of  any  available 
database,  ie.  MRIs,  CT  Scans  or  electrodiagnostic 
procedures.  A final  group  of  patients  that  we 
place  in  another  class  is  the  unfortunate  elderly, 
osteoporotic  patient  with  compression  fractures, 
which  may  or  may  not  be  accompanied  by  a 
radicular  pain  pattern.  Each  one  of  these  cat- 
egories will  be  addressed  in  detail,  and  it  will 
become  clear  that  the  reason  for  this  is  that  the 
injection  therapist  must  have  a place  to  start  in 
order  to  direct  his  injection  therapy.  It  is  im- 
perative that  anyone  who  practices  the  art  of  in- 
jection therapy  for  pain  management  understands 
that  injection  therapy  performs  four  functions. 
Injections  may  be  diagnostic,  therapeutic,  facili- 
tative  or  have  a placebo  effect.  Of  course,  the 
terms  diagnostic,  therapeutic  and  placebo  require 
no  elucidation;  however,  the  definition  of  a fa- 
cilitative  block  is  neural  blockade  that  allows  a 
patient  to  participate  in  physical  therapy  w7ho, 
without  the  benefit  of  neural  blockade,  would  be 
unable  to  do  so. 

The  etiologies  of  axial  pain  that  respond  to 
injection  therapy  are  either  of  myofascial  origin, 
facet  arthralgias,  or  sacroiliac  pain.  This  obvi- 
ously excludes  abdominal  pelvic  etiologies. 
Myofascial  pain  of  the  low  back  is,  by  far,  the 
most  common,  seen  both  in  primary  care  and  in 
pain  clinics.  It  is  diffuse  in  nature  and  certainly 


Volume  96  • November  2000 


469 


INJECTION 

INTERVENTION 


all  of  the  musculature  of  the  lower  spine,  as  well 
as  tendons,  fascia  and  muscular  attachments  may 
become  inflamed  and  painful.  The  injuries  that 
can  lead  to  myofascial  back  pain  are  almost  too 
numerous  to  mention.  However,  it  has  been  our 
experience  that  one  must  carefully  differentiate 
Myofascial  pain  from  Fibromyalgia.  Of  course, 
Fibromyalgia  Syndrome  has  a strict  diagnostic 
criteria.  I refer  the  readership  to  the  1990  Multi- 
Center  Criteria  Study  in  the  February  1990  issue 
of  Arthritis  and  Rheumatism.  The  treatment  of 
myofascial  pain  is  multifactorial,  the  cornerstone 
of  course  being  physical  therapy  and  pharmaco- 
logic management.  However,  myofascial  pain 
is  diagnosed  by  the  presence  of  hot,  active  trig- 
ger points  with  defined  referral  patterns.  Char- 
acteristically, the  pain  may  be  referred  to  the 
upper  thigh  or  buttocks,  but  usually  confined  to 
the  lower  back,  and  there  is  no  neural  involve- 
ment. The  identification  and  treatment  of  these 
trigger  points  is  where  the  injection  therapist  may 
be  invaluable  to  the  patient.  Myoneural  trigger 
points  using  multiple  described  techniques,  in- 
cluding dry  needling,  local  anesthetic,  injectable 
nonsteroidal  anti-inflammatory  drugs  and/or  ste- 
roids have  been  reportedly  successful.  It  is  our 
practice  to  inject  these  myoneural  trigger  points 
after  careful  identification,  with  lidocaine  and 
either  small  amounts  of  Ketoralac  or  Depo- 
Medrol.  Following  the  injection,  we  recommend 
active  stretch  and  spray  by  physical  therapy. 
Some  extreme  cases  may  require  more  invasive 
management,  and  we  have  had  success  with 
Botulinum  toxin  injection  into  active  trigger 
points,  as  well  as  intravenous  lidocaine  infusions, 
up  to  doses  of  five  mg/kg  with  physician  moni- 
toring throughout  the  infusion  period. 

The  remaining  two  etiologies  of  axial  low 
back  pain  that  respond  to  injection  therapy  are 
facet  or  zygapophy seal  joint  pathology  and  sac- 
roiliac joint  pain.  Both  of  these  entities  have 
nonspecific  findings  on  physical  diagnosis.  How- 
ever, both  facet  pain  and  sacroiliac  joint  pain  are 
characterized  by  pain  in  the  lower  back  that  can 
radiate  into  the  buttocks  and  down  the  leg,  but 
usually  not  below  the  knee.  Also,  it  may  radiate 
in  a cephalad  direction  but  usually  not  above  the 
subcostal  margin.  Both  types  of  pain  may  be 
exacerbated  by  various  spinal  movements  and/ 


or  leg  movements,  specifically  facet  pain  being 
exacerbated  by  lumbar  spine  extension  and  lat- 
eral flexion,  extension  and  rotation.  Sacroiliac 
pain  may  often  be  reproduced  by  palpation  over 
the  joint  and/or  a positive  iliac  compression  sign. 
Occasionally  facet  arthralgia  may  be  elicited  by 
vigorous  palpation  in  the  area  of  the  facet  joint. 
Both  of  these  spinal  maladies  involve  needle 
placement  under  fluoroscopic  visualization.  In 
the  case  of  the  facet  or  zygapophyseal  arthral- 
gia, either  an  injection  into  the  synovial  facet  joint 
capsule  under  fluoroscopy  or  denervation  by 
blockade  of  the  median  branch  at  two  levels  with 
immediate  attempts  at  maneuvers  to  provoke  the 
pain  is  often  diagnostic.  It  must  be  recalled  that 
each  facet  joint  receives  sensory  innervation  from 
two  medial  branches  of  the  lumbar  dorsal  rami. 
Therefore,  in  order  to  have  an  effective  analge- 
sic block,  the  medial  branches  of  the  nerves  must 
be  blocked  both  above  and  below  each  joint  se- 
lected when  performing  facet  denervation.  This 
is  confirmed  by  blockade.  There  are  at  least  two 
reversible  therapeutic  maneuvers  that  may  be 
pursued.  Number  one,  the  injection  of  moderate 
doses  of  methylprednisolone  40  mg  with  local 
anesthetic  into  the  joint  itself  after  performing 
an  arthrogram  with  .5  ml  contrast  media.  This 
usually  only  requires  about  1 ml  of  therapeutic 
solution;  again,  local  anesthetic  combined  with 
the  steroid.  The  second  maneuver  is  to  perform 
a series  of  median  branch  denervations  with  long- 
acting  local  anesthetic,  followed  by  physical 
therapy.  If  either  of  these  procedures  provides 
long-term  relief  greater  than  two  months,  pursu- 
ing more  destructive  measures  is  unwarranted. 
However,  if  there  is  short-term  relief,  progres- 
sion to  radio-frequency-neurolysis  or 
cryoneurolysis  of  the  median  branches  of  the 
lumbar  dorsal  rami  may  be  undertaken.  It  is  our 
choice  to  use  radio  frequency  lysis  secondary  to 
the  smaller  caliber  of  the  needles  that  may  be 
used  for  the  procedure  are  less  damaging  to  the 
muscles,  since  these  must  be  inserted  through  the 
paraspinous  musculature  in  order  to  achieve  neu- 
ral blockade.  Complications  of  neurolysis  in- 
clude, but  are  not  limited  to,  infection,  bleeding, 
neuralgias,  paresis,  paralysis  and  spinal  taps. 
Also,  radio  frequency  or  cryolysis  may  lead  to 
post  block  median  branch  neuropathies  and  re- 


470 


The  Journal  of  the  South  Carolina  Medical  Association 


INJECTION 

INTERVENTION 


cently  reported  denervation  of  the  spinal  multi- 
fidi  musculature,  actually  leading  to  increased 
low  back  pain. 

After  sacroiliac  joint  pain  has  been  confirmed 
by  fluoroscopically  or  CT-guided  injection,  sac- 
roiliac joint  may  be  injected  with  long-acting 
local  anesthetics  and/or  25  mg  triamcinolone  or 
40  mg  methylprednisolone  in  combination  with 
local  anesthetic.  In  order  to  assure  confirmation 
of  needle  placement,  1 or  2 ml  of  contrast  mate- 
rial can  be  injected  after  needle  placement  in  or- 
der to  confirm  joint  placement  of  therapeutic 
steroids.  This  block  can  be  repeated  q two  weeks 
for  a total  of  3-4  procedures.  Denervation  of  the 
sacroiliac  joint  is  poorly  described  and  difficult, 
at  best,  and  our  attempts  have  been  mostly  un- 
successful. Again,  this  block  should  also  be  com- 
bined with  physical  therapy.  Complications  with 
sacroiliac  joint  injections  are  rare,  but  may  in- 
clude infection  or  bleeding;  there  is  one  report 
of  bowel  perforation  with  a sacroiliac  block. 

The  next  group  of  patients  responding  to 
interventional  injection  therapy  are  patients  with 
lumbar  spine  pain  with  a radiculopathic  compo- 
nent. Again,  as  with  all  low  back  pain  patients, 
the  workup  of  the  patient  begins  with  a thorough 
history,  clinical  exam  and  diagnostic  workup. 
Also,  these  patients  should  have  failed  conser- 
vative therapeutic  maneuvers.  In  patients  who 
experience  low  back  pain  with  radiation  of  pain 
below  the  knee,  a trial  and  possible  series  of  epi- 
dural steroid  injections  should  be  undertaken. 
Patients  with  a demonstrable  etiology  of  radicu- 
lar pain  have  a better  response  rate.  However,  it 
is  our  practice  to  give  a trial  of  epidural  steroid 
injections  in  any  patient  who  presents  with  symp- 
tomatology consistent  with  pain  radiating  from 
the  lower  back  below  the  knee.  Some  of  the  more 
common  causes,  of  course,  are  herniated  disc, 
facet  hypertrophy,  annular  tears,  osteophytes,  etc. 
In  fact,  any  anatomical  disruption  that  may  lead 
to  nerve  root  inflammation  may  lead  to 
radiculopathy. 

The  theory  widely  accepted  among 
interventional  pain  management  specialists  is  that 
epidural  steroids  placed  at  the  site  of  nerve  root 
inflammation  can  be  therapeutic.  However,  the 
method  of  placement  often  remains  controver- 
sial. Approaches  to  the  epidural  space  include 


translaminar,  transforaminal  and  caudal  ap- 
proaches. All  approaches  have  been  reported 
successful  and  may  be  useful  to  the  interventional 
pain  specialist.  Therefore,  it  is  necessary  that 
injection  therapists  be  skilled  in  all  three  ap- 
proaches to  the  epidural  space. 

The  next  area  of  controversy  involves  the  use 
of  diagnostic  imaging  in  performing  all  epidural 
steroid  injections.  Whether  or  not  to  use  fluo- 
roscopy of  CT  scan  with  the  translaminar  or  cau- 
dal approach  is  probably  secondary  to  the 
experience  of  the  injectionist,  exceptions  being 
morbid  obesity,  anatomical  abnormalities  and 
Post  Laminectomy  Syndrome.  With  the 
transforaminal  approach,  it  is  always  desirable 
to  using  some  type  of  diagnostic  imaging  in  per- 
forming the  block.  Most  studies  report  approxi- 
mately a 60-70  percent  response  rate  to  epidural 
steroid  injections  in  patients  with  true 
radiculopathic  pain.  A recent  study  by  Waldman, 
et  al.  in  general  pain  clinic  11/19/98,  reveals  a 
70.8  percent  decrease  in  pain  with  caudal  admin- 
istration of  80  mg  of  methylprednisolone  and  7.5 
cc  preservative-free  lidocaine.  Incidentally,  all 
blocks  were  performed  by  board-certified  anes- 
thesiologists using  a standard  textbook  technique 
and  without  diagnostic  imaging.  Again,  this  data 
is  historically  consistent  with  an  approximately 
two-thirds  of  patients  with  radiculopathic  pain 
having  therapeutic  response  to  epidural  steroid 
injections. 

Although  the  recommendations  for  the  num- 
ber and  frequency  of  epidural  steroid  injections 
have  not  been  standardized,  most  practices  per- 
form a series  of  three  or  four  injections,  spaced 
ten  days  to  two  weeks  apart.  Most  injections  are 
performed  using  80  mg  methylprednisolone  or 
60  mg  triamcinolone,  in  combination  with  some 
local  anesthetic.  For  patients  who  respond  fa- 
vorably, but  however  may  need  injections  on  a 
periodic  basis,  again  there  is  no  agreement  in  the 
literature  or  among  specialists.  Some  injection 
therapists  and  institutions  limit  their  dose  to  240 
mg  methylprednisolone  over  the  course  of  a year. 
A common  scenario  is  to  limit  the  number  of 
epidural  steroids  to  six  injections  per  year,  for  a 
total  of  480  mg  equivalent  of  methylpredniso- 
lone over  the  course  of  twelve  months.  How- 
ever, it  is  advisable  to  follow  bone  densities 
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occasionally  on  these  patients  to  look  for  evi- 
dence of  osteoporosis  and  encourage  patients  to 
supplement  their  diets  with  calcium  and  vitamin 
D if  there  are  no  contraindications.  It  has  been 
demonstrated  that  earlier  intervention  with 
radiculopathic  pain  provides  a more  satisfactory 
outcome  than  later  intervention  when  using  epi- 
dural steroids. 

Complications  with  epidural  steroids  include 
infection,  bleeding,  ie.  epidural  abscess  or  epi- 
dural hematoma  and  the  possibility  of  a spinal 
tap.  With  diabetics,  the  injection  of  epidural  ste- 
roids will  cause  transient  increase  in  glucose. 
Dural-cutaneous  fistulas  and  total  spinal  blocks 
have  also  been  reported.  However,  steroids  are 
used  throughout  medicine  and  with  judicious  use; 
we  have  not  encountered  serious  medical  com- 
plications from  injected  steroids,  and  that  in- 
cludes multiple  injections  on  multiple 
immunosuppressed  patients  who  have  undergone 
various  organ  transplants. 

The  third  group  of  patients  who  benefit  from 
interventional  injection  therapy  are  the  Post- 
Laminectomy  patients.  These  patients  usually 
present  three  to  six  months  post  surgically,  al- 
though we  have  seen  patients  present  as  much  as 
five  years  post  surgically,  with  low  back  pain  and 
radiculopathy.  Again,  prior  to  instituting  any 
injection  therapy,  these  patients  should  have  un- 
dergone a trial  of  conservative  therapy  and  should 
have  a thorough  workup,  including  post  surgical 
diagnostic  imaging,  preferably  an  MRI.  Often 
these  patients  will  show  surgical  scarring  around 
the  nerve  root  as  a possible  etiology  for  their 
radiculopathic  pain.  These  patients  are  given  an 
initial  trial  of  an  epidural  steroid  injection.  Our 
preference  is  a caudal  approach  secondary  to  the 
following  reasons:  we  are  able  to  use  smaller 
needles  which  produces  less  local  trauma;  the 
needle  does  not  have  to  be  placed  through  scar 
tissue  of  a previous  laminectomy  site;  and  their 
is  less  risk  of  an  inadvertent  dural  puncture  with 
this  technique.  Approximately  40-50  percent  of 
our  patients  with  post  laminectomy  radiculopathy 
respond  to  this  technique,  and  we  will  employ  a 
series  of  three  blocks  using  local  anesthetic  and 
80  mg  methylprednisolone.  For  patients  who  do 
not  respond  to  this,  it  is  felt  that  secondary  to 
some  mechanical  obstruction,  it  is  impossible  to 


deposit  the  steroid  at  the  site  of  the  inflamed  root. 
These  patients  are  then  taken  to  the  fluoroscopy 
suite  where  a transforaminal  approach  is  at- 
tempted. The  transforaminal  approach  is  per- 
formed with  biplanar  fluoroscopy.  The  same 
pharmacology  is  employed,  and  it  has  been  our 
experience  that  there  is  another  subset  of  patients 
who  respond  to  this  technique.  Following  the 
paradigm  further,  patients  who  do  not  respond 
to  selective  root  injections,  or  transforaminal  in- 
jections, then  become  candidates  for  epidural 
lysis  of  adhesions.  It  is  our  practice  to  use  a 
myeloscopic  technique  in  the  operating  room 
with  biplanar  fluoroscopy  and  radio  contrast  dye 
in  order  to  attempt  to  lyse  the  area  of  epidural 
fibrosis  and  deliver  methylprednisolone,  local 
anesthetic  and  hyaluronidase  to  the  area  of  scar- 
ring that  has  resulted  in  nerve  root  irritation  and 
consequential  radiculopathy.  Also  during  the 
myeloscopic  procedure,  the  epidural  space  is  di- 
lated with  a continuous  infusion  of  hypertonic 
saline,  which  may  relieve  the  epidural  fibrosis 
and  scarring.  Complications  with  caudal, 
transforaminal  and  myeloscopic  approaches  in 
the  post  laminectomy  patient  are  similar  to  those 
when  performing  epidurals  in  patients  with 
radicular  pain  and  non-previous  surgical  proce- 
dures. However,  experience  is  desirable  in  per- 
forming myeloscopy,  and  there  have  been  reports 
of  blindness  with  myeloscopic  techniques.  Inci- 
dentally, use  of  epidural  preservative-free  Indocin 
in  the  treatment  of  radiculopathic  back  has  been 
reported  in  some  abstracts  as  being  useful,  and 
it,  of  course,  affords  the  additional  advantage  of 
avoiding  steroid-induced  complications. 

Another  group  of  patients  in  particular  is  the 
elderly  female  with  compression  fractures,  with 
or  without  a radiculopathic  component.  It  has 
been  our  experience  in  those  with  a 
radiculopathic  component  that  epidural  steroid 
injections  are  therapeutic.  However,  they  may 
suffer  from  periosteal  pain  due  to  the  compres- 
sion fracture,  which  will  not  respond  to  the  epi- 
dural steroid  injection.  A diagnostic  block  of  the 
ramicommunicans  at  the  level  above,  at  and  be- 
low the  level  of  the  fracture  has  been  successful 
in  relieving  the  patient’s  pain.  If  we  are  success- 
ful with  a diagnostic  local  block,  it  is  followed 
by  radio-frequency  lysis  of  the  rami  communi- 
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cans  under  biplanar  fluoroscopy. 

The  next  step  in  interventional  therapy  for  low 
back  pain  with  or  without  radiculopathy  is  one 
of  three  modalities:  either  spinal  column  stimu- 
lation, intrathecal  drug  delivery  or  long-term 
narcotic  therapy.  Each  of  these  techniques  is 
highly  interventional  and  commits  the  patient  to 
a lifelong  intervention  with  life-style  changing 
consequences.  Spinal  column  stimulation  and 
intrathecal  drug  delivery,  of  course,  are  trialable 
and  reversible,  which  are  obviously  advanta- 
geous. The  institution  of  long-term  opioid 
therapy  requires  psychological  evaluation  and  a 
narcotic  agreement  between  the  practitioner  and 
the  patient  prior  to  institution  of  such  therapy. 
This  is  a highly-interventional  technique  that 
commits  the  patient  to  eventual  dependence  on 
and  tolerance  to  narcotic  analgesics.  However, 
in  many  instances,  it  may  return  the  patient  to 
the  semblance  of  a normal  life. 

In  conclusion,  interventional  injection  therapy 
is  a useful  modality  in  the  therapy  of  chronic  low 
back  pain  with  and  without  radiculopathy.  It  must 
be  utilized  in  a logical  fashion  with  the  use  of 
injection  therapy,  both  as  a diagnostic  and  thera- 
peutic tool.  Local  anesthetics  and  steroids  are 


the  pharmacologic  cornerstone  of  injection 
therapy,  and  neurolysis  must  be  approached  with 

great  care. 
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WORKERS’  COMPENSATION  AND  WORK  RELATED  ISSUES 


Injuries  to  the  neck  and  back  are  the  same  in  the 
work  related  setting  as  those  that  occur  unrelated 
to  work.  The  treatment  options  are  also  the  same. 
However,  the  overall  management,  physician 
responsibility,  and  outcome  can  be  very  differ- 
ent. The  reasons,  simply  stated,  are  secondary 
to  two  important  factors.  The  first  is  the  very 
essence  of  an  injury  being  work  related.  The 
second  is  the  legal  factors,  particularly  state  laws 
that  govern  workers’  compensation  claims.  As 
physicians,  the  majority  of  us  would  certainly 
prefer  to  treat  patients  and  have  nothing  to  do 
with  the  legal  aspect  of  the  problem.  Unfortu- 
nately, in  the  workers’  compensation  setting,  ad- 
equate management  of  an  individual’s  injury  is 
not  possible  without  a basic  understanding  of  the 
workers’  compensation  laws  of  the  state  in  which 
the  injured  individual  is  employed.  In  this  ar- 
ticle, we  will  examine  some  important  new  fea- 
tures of  South  Carolina  Workers’  Compensation 
laws  as  well  as  other  issues  relating  to  on-the- 
job  injuries. 

The  Workers’  Compensation  Act  is  the  ac- 
cepted mechanism  for  providing  wage  benefits 
and  medical  care  for  victims  of  work  related  in- 
juries. The  cost  of  these  benefits  and  treatment 
is  ultimately  intended  to  be  borne  by  the  con- 
sumers of  the  producer  whose  manufacture  was 
the  occasion  for  the  injury.  For  the  most  part, 
fault  is  of  no  consequence.  For  example,  con- 
tributory negligence  on  the  part  of  the  employee 
does  not  impact  his  right  to  workers’  compensa- 
tion. On  the  other  hand,  except  in  situations 
where  there  may  be  third  party  liability,  the  em- 
ployee gives  up  his  right  to  sue  the  employer. 

This  basic  philosophy  is  consistent  through- 
out the  United  States  despite  great  differences 


which  exist  between  different  states  with  regard 
to  the  specifics  of  their  workers’  compensation 
law. 

In  South  Carolina,  the  basis  for  a 
Commissioner’s  determination  of  a patient’s  level 
of  disability,  which  translates  directly  into  the 
cash  settlement  for  the  injured  worker,  has  been 
the  impairment  rating  assigned  by  the 
physician(s).  However,  in  situations  involving 
neck  and  back  injuries,  a physician’s  assignment 
of  an  impairment  rating  can  vary  by  a factor  of 
four  times  or  more.  This  amount  of  variation 
occurs  even  among  sub-specialists  who  treat  pri- 
marily spine  problems.  Unfortunately,  the  AMA 
Guides , and  the  other  available  guides,  do  not 
adequately  address  many  typical  real-life  situa- 
tions. An  example  would  be  an  individual  who 
sustains  an  injury  to  his  back  or  neck,  but  the 
major  finding  on  MRI  scanning  is  a degenera- 
tive condition.  The  degenerative  condition  was 
clearly  pre-existent,  but  was  not  significantly 
symptomatic  until  the  work  related  injury  oc- 
curred. Frequently,  in  such  cases,  it  is  not  pos- 
sible to  rehabilitate  the  individual  back  to  his  or 
her  previous  level  of  function  and  the  patient  may 
not  even  be  able  to  work.  In  such  situations, 
physicians’  opinions  regarding  the  impairment 
attributable  to  the  given  injury  will  vary.  The 
AMA  Guides  aren’t  very  helpful.  Based  on  the 
DRE  Classification,  is  it  zero  or  perhaps  five 
percent,  or  alternately  twenty  percent  or  more, 
or  some  compromise?  Falling  back  to  the  use  of 
the  range  of  motion  model  certainly  isn’t  very 
reliable.  It  is  too  easy  to  fake  limited  range  of 
motion.  Also,  it  rewards  an  individual  for  not 
going  for  therapy  and  not  following  through  with 
prescribed  exercises,  and  therefore  not  improv- 
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ing  their  range  of  motion.  Additionally,  it  does 
not  take  into  consideration  the  fact  that  some 
people  are  simply  more  flexible  than  others. 
Because  of  this  and  other  examples,  in  South 
Carolina  there  is  beginning  to  be  an  acceptance 
among  the  majority  of  Workers’  Compensation 
Commissioners  to  take  into  consideration  an 
individual’s  physical  restrictions  at  maximum 
medical  improvement  in  addition  to  the  assigned 
impairment  rating.  For  this  reason,  as  well  as 
for  the  injured  individual’s  future  well  being,  it 
is  recommended  that  the  physician  ascribe  physi- 
cal restrictions  in  addition  to  defining  the 
individual’s  impairment  rating  at  maximum 
medical  improvement. 

Beyond  defining  impairment  rating  and  re- 
strictions at  maximum  medical  improvement,  it 
is  also  recommended  that  the  physician  assess 
the  likelihood  that  the  injured  individual  may 
need  medical  treatment  in  the  future.  A land- 
mark decision  by  the  South  Carolina  Court  of 
Appeals  in  1999  is  the  case  of  Dodge  v.  Bruccoli. 
The  Dodge  Case  held  that  future  medical  treat- 
ment may  be  awarded  beyond  the  date  of  maxi- 
mum medical  improvement  (MMI),  “for  such 
additional  time  as  in  the  judgment  of  the  Com- 
mission will  tend  to  lessen  the  period  of  disabil- 
ity.” Unfortunately,  there  are  many  cases  where 
an  individual  who  has  sustained  a back  or  neck 
injury  will  have  chronic,  or  recurrent,  problems 
after  he/she  has  reached  maximum  medical  im- 
provement. If  the  individual  is  likely  to  be  less 
functional  (more  disabled)  without  treatment,  this 
also  needs  to  be  stated  at  the  time  of  maximum 
medical  improvement  for  consideration  by  the 
Commissioner.  This  treatment  may  be  needed 
on  an  ongoing  basis,  for  example,  anti-inflam- 
matory or  other  medication.  Alternately,  the  treat- 
ment, such  as  therapy  or  blocks,  might  be  needed 
intermittently.  If  the  additional  treatment  will 
maintain  the  patient  at  maximum  medical  im- 
provement and  allow  him/her  to  be  more  func- 
tional, the  future  treatment  may  be  ordered  by 
the  Commissioner. 

Causation  is  another  difficult  issue  facing  phy- 
sicians in  the  worker’s  compensation  setting. 
Legally,  the  burden  rests  with  the  injured  worker 
to  establish  a causal  connection  between  his  in- 
jury and  his  job  duties.  The  worker  must  only 
establish  his/her  job  duties  either  caused  the  in- 


jury or  aggravated  or  accelerated  a pre-existing 
condition  or  injury  such  that  his/her  disability  has 
increased  or  the  condition  has  become  symptom- 
atic. The  South  Carolina  Supreme  Court  has 
helped  the  physician  by  placing  more  of  the  bur- 
den for  deciding  causation  on  the  Commission. 
In  the  case  of  Tiller  v.  Nation  Health  Care  Cen- 
ter of  Sumter,  the  Supreme  Court  indicated  that 
medical  testimony  continues  to  be  entitled  to 
great  respect,  but  “if  a medical  expert  is  unwill- 
ing to  state  with  certainty  of  a connection  be- 
tween an  accident  and  an  injury,  the  ‘expression 
of  a cautious  opinion’  may  support  an  award  if 
there  are  facts  outside  the  medical  testimony  that 
will  also  support  an  award.”  If  the  causal  rela- 
tion likely  exists  between  an  incident  and  the 
individual’s  problem,  it  certainly  continues  to  be 
important  for  the  physician  to  state  it  as  such. 
However,  there  are  definitely  cases  when  decid- 
ing causation,  the  most  that  can  be  said  is  that  a 
given  finding  is  consistent  with  the  individual’s 
history,  but  you  may  not  be  able  to  say  anything 
more  definitive  than  that.  The  Commissioner 
would  then  take  this  into  consideration  along  with 
other  factors  and  make  the  determination  as  to 
causation. 

Two  other  important  issues  which  are  unique, 
relative  to  workers’  compensation  are:  1)  The 
right  of  the  employer/insurance  carrier  under  the 
current  South  Carolina  Workers’  Compensation 
Law  to  direct  the  injured  worker  to  a designated 
physician/health  care  system.  On  the  one  hand, 
this  format  should  mean  that  the  individual’s  care 
would  be  under  the  direction  of  a physician(s) 
who  are  very  familiar  with  treating  such  prob- 
lems. On  the  other  hand,  it  places  the  injured  in- 
dividual in  the  uncomfortable  position  of  going 
to  a physician  with  whom  he  has  had  no  prior 
rapport  or  prior  opportunity  to  develop  trust  and 
confidence.  Further,  if  the  injured  worker  feels 
the  employer  has  “jerked  him  around”  he  is  natu- 
rally suspicious  of  the  “company  doctor”  whom 
he  perceives  as  being  aligned  with  the  employer’s 
agenda,  not  the  worker’s  well  being.  As  physi- 
cians, we  certainly  all  know  how  important  these 
intangibles  can  be  in  the  success  or  failure  of 
treatment.  2)  In  those  cases  where  there  is  ques- 
tion as  to  whether  an  individual’s  problem  is  ap- 
propriately to  be  considered  a work  related  injury 
or  not,  the  current  system  is  woefully  slow  in 
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making  such  a determination.  Basically,  from 
the  time  of  injury  to  the  date  of  this  determina- 
tion can  be  many  months.  During  this  time,  fre- 
quently the  individual  goes  for  a long  period  of 
time  without  any  treatment  or  benefits.  Finan- 
cial hardship  is  often  a result  which  further  com- 
plicates treatment.  Also,  as  physicians  we  know 
very  well  that  delay  in  treatment  correlates  with 
a problem  becoming  chronic.  It  should  be  in  the 
best  interest  of  all  concerned  (patient,  employer, 
insurance  carrier,  physician)  for  determination  of 
causation  to  warrant  an  expedited  hearing  to  take 
place  within  weeks,  rather  than  months,  after  an 
injury.  There  is  nothing  to  be  gained  from  delay. 
Addressing  the  question  of  causation  certainly 
becomes  more  clouded,  not  clearer,  as  time  goes 
on. 

Finally,  it  is  important  to  point  out  a problem 
with  the  system  for  which  there  is  no  simple  so- 
lution, but  which  certainly  must  be  addressed. 
That  is  the  issue  of  vocational  redirection  for  in- 
jured workers.  On  one  end  of  the  spectrum  are 
individuals  who  are  totally  and  permanently  dis- 
abled as  a result  of  their  injury.  On  the  other  end 
of  the  spectrum,  there  are  individuals  who  sus- 
tain a minor  injury  and  are  able  to  get  back  to 
their  previous  level  of  function/work.  However, 
unfortunately  there  are  a large  number  of  indi- 
viduals who  fall  between  these  two  extremes. 
That  is,  their  injury  is  such  that  they  are  not  able 
to  get  back  to  the  level  of  their  previous  job,  but 
they  could  work  at  a lesser  level.  Frequently, 
perhaps  even  in  a majority  of  the  cases,  they  are 
not  taken  back  and  kept  at  their  previous  place 
of  employment  on  a permanent  basis.  These  in- 


dividuals may  find  a light  duty  job  on  their  own. 

However,  that  may  not  be  as  easy  as  it  sounds, 
depending  on  an  individual’s  education/training, 
experience,  and  interests.  More  commonly,  the 
individual  goes  back  to  his  previous  heavy  level 
of  work  with  a different  company  because  this  is 
all  he/she  knows.  This  is  a set  up  for  further  in- 
jury because  they  were  given  restrictions  preclud- 
ing them  from  such  work  for  a reason. 
Alternately,  the  individual  does  not  pursue  work 
at  all.  They  become  a burden  on  society  with 
significant  financial  as  well  as  social  implications, 
including  for  their  spouse  and  children.  The  State 
Vocational  Rehabilitation  Agency  would  seem  to 
be  a viable  alternative.  However,  in  practice,  they 
have  far  too  many  cases  and  limited  financial 
resources  to  be  the  major  provider  of  vocational 
rehabilitation  for  this  ongoing  flood  of  new  re- 
ferrals. In  most  states,  this  is  assumed  as  part  of 
the  responsibility  of  the  workers’  compensation 
carrier.  Indeed,  that  is  what  would  seem  to  be 
most  fair.  However,  our  state  has  a selling  point 
for  industry  that  employers  in  this  state  pay  one 
of  the  lowest  workers’  compensation  rates  in  the 
nation  to  insure  their  employees.  That  would 
potentially,  but  not  necessarily,  change  if  the  in- 
surance carrier  were  responsible  for  helping  the 
individual  find  a job  or  be  retrained.  Neverthe- 
less, it  is  an  issue  which  is  presently  having  too 
much  overall  financial  and  social  impact  to  be 
ignored. 

Leonard  E.  Forrest,  MD 
Carolina  Spine  Institute 
900  Bowman  Road 
Charleston,  SC  29464 


476 


The  Journal  of  the  South  Carolina  Medical  Association 


Statement  of  Ownership,  Management,  and  Circulation 


• PuOicaDcn  Tse 

2.  Pubfcation  Ntnoe' 

3.  Cs;e 

The  Journal  of  the  S.C.  Medical  Association 

0 |o  i 3 Is  1 - i 3 ! 1 | 3 1 9 i 

10-4-00 

■s  issue  F'epuency 

Monthly 

5-  Number  cf  Issues  FuDlsred  Annuaty 
12 

6.  Annual  Svsscristicr  Free 

S15  - Members 
$25  - Non-Msnbers 

7.  Complete  Malang  Address  cf  Known  CSce  ct  Pucfacabor  '‘Jot printer)  'Street  dry  oounry  sate,  anc ZZP-t, 

P.O.  Box  11188,  Colunbia,  SC  29211-1188 

Coma c.  Parser. 

Dana  Kickey 
Tfmi  798-6207,  x. 

=.  Complete  Ma£rsg  Address  cl  neacsc-ar.es  or  Seres.  Sosmess  OSes  cl  Pucfisher  7 Jet  printer) 

P.O.  Box  11188,  Colunbia,  SC  29211-1188 


5-  ---  ‘-aif.es  arc  Ccrrs-ete  MaE-g  Accrssses  r*  --zZsre'.  Eft;-  arc  Manag.-g  Ert;-  'Zc  -c  aa.e  car* 
Puoisfter  (Name  and  complete  maang  address) 

South  Carolina  Medical  Association 
P.O.  Box  11188,  Columbia,  SC  29211-1188 

Ec  'c  - 'Name  and  complete  maSng  sc  crass, 

Charles  S.  Bryan,  MD,  South  Carolina  Medical  Association 
P.a.  Box  11188,  Colunbia,  SC  29211-1188 

W^ragsng  cdf.cr  'Name  and  com- eta  maong  address) 

Dana  Kickev,  South  Carolina  Medical  Association 
P.O.  Box  11188,  Columbia,  SC  29211-/138 


' 0 Oarer  (Do  not  esse  danx.  t ~e  ouoicadon  a owned  zy  a corporation.  grre  the  name  and  address  cf  me  corporation  mmedate  y ' plowed  by  me 
names  and  addresses  of  ail  stocxrpcers  cwnmg  or  holding  * percent  or  mere  ct  me  mta)  amount  d stoex.  ' not  omned  by  a corpora  son  gve  me 
names  arc  aedresses  ot  me  ndivtpual  owners,  it  owned  by  a partnership  cromer  ncorporated  firm,  give  is  name  and  address  as  wet)  as  mese  of 
eacr  ndvduai  owner,  f me  pudcascn  is  pud  rsr.ee  by  a ncnpmst  organ  cm  non,  give  is  name  and  address. , 


Full  Name 

Complete  Mailing  Ac  cress 

South  Carolina  Medical  Association 

P.O.  Box  11188,  Colisubia,  SC  29211-1188 

T <rcwn  Eo-crcxcers.  Mortgagees,  arc  Cmet  Security  -coe^  Owning  or 
-OKing  1 Percent  or  Mere  d Total  Arnctrt  st  Bores.  Mortgages,  or 

Zme'  Securses.  * -ore.  cr.ec*.  pox  >-  2 Ncre 

Full  Name 

Complete  Mailing  Accress 

• 2.  ~ax  3 iaius  'For  oompsesen  oy  nerpnofs  organizations  zodvnzad  :o  maJ  at  nonprofit  ates,  Cnecx  one/ 

The  purpose,  function,  ana  nonprofit  szeus  ct  tis  erganizason  ar.c  Te  exempt  saais  ter  ‘ecerai  nesme  tax  purposes; 
-as  Net  Changed  During  3-ececErg  "2  Mcmns 

□ -as  Changed  During  P-ececig  1 2 Months  (Pubtsher  must  suDmx  explanation  of  crange  wxh  mss  statement) 

=S  Form  3S2S.  'Zcjooe'  1 9SS  See  nstracdors  on  Reverse) 


13.  PuOfication  Title 

[he  Journal  of  the  SC  Medical  Association 

14  ^P?afe?r^'::3:aBe,c" 

IS. 

Extent  and  Nature  of  Circulation 

Average  No.  Copies  Each  Issue 
During  Preceding  12  Months 

No.  Copies  of  Single  Issue 
Published  Nearest  to  Filing  Date 

a Total  Nixnbe'  of  Copies  (Net press  nn) 

6230 

7065 

i>.  Paid  anc/or 
Requested 

Clmulation 

0) 

Paid/P equested  Cutsde-Coc.ir/  Mai  Srtsc-ptsts  Sasti  an 
Ppm.  354' . (J.’Kiude  adrsnisedsproci and ezcbargs copies) 

6075 

6910 

2 

Pad  in-Cajrny  Subscriptions  Sates  cn  Face  3541 
(Include  advertiser's  proof  and  exchange  copies i 

0 

0 

(3) 

Saies  Through  Oeaiers  anc  Carnes.  Sties:  Vendors. 
Courr.e'  Sales,  and  Cme-  Nan-USPS  3ad  Cistiixffion 

0 

0 

(«) 

Other  Classes  Maied  Through  T.e  USPS 

0 

0 

a Tctai  Pax:  and  or  Requested  CtrxaJason  w 

[Sum  of  15b.  (1).  (2).  (3) and  (4)]  T 

6075 

-6910 

Hree 

Cistrixraon 

Sy  Mail 
(Samp/es. 
compOment 
ary.  and 
other  free) 

(1)  Ortsoe-County  as  S^ed  on  Fora  3541 

125 

125 

(2) 

In-County  as  Staled  on  Form  3541 

0 

0 

(3) 

Other  Casses  Marled  Through  the  USPS 

0 

0 

2-  =-ee  Cisirixdon  Cutsce  Te  Mai 
'Camers  or  other  means) 

0 

0 

Total  Free  Dtstrgxrticn  (Sum  of  150.  and  ISe.)  ^ 

125 

125 

3 Total  Disdixsion  (Sum  of  15c.  and  15f)  ^ 

6200 

7035 

Copies  not  Kstrifcuted 

30 

30 

Teal  (Sum  of  I5g.  and  h.)  ^ 

6230 

7165 

3ement  =>aic  ar.c,  or  Requested  Gnsiation 
(15c.  divided  by  75g  times  700) 

98? 

98? 

16.  Pucicatior.  of  Statement  of  Owners.-,  p 

PutiZcatisn  -ecu-irec.  W3  be  primed  r;  me  Novgliber  20CQ  issue  of  th-s  Quo. 'case-. Z ^-pZpsticr  --  -eouf-ec. 


17.  Signature  anc  Tide  of  Egricr,  Publisher.  Business  Manager,  or  Owner  Zara 

LJomJX  r CctsmhPL ^ ' ~ 

: certify  that  as  Information  furr-shed'on  titis  tern  s true  and  ccmpie^. : mcersanc  that  anyone  wtx 3 furnishes  fase  or  rnseactirg  nte.-maticn  on  jiis  form 
or  who  omits  material  or  information  requested  on  the  form  may  tie  so  dec:  to  criminal  sanctions  (inducing  fines  arc  "mprisonme  m)  and/or  eva  sanctions 
Vicucirg  cvfl  penalties!. 


Instructions  to  Publishers 

1 . Complete  anc  fHe  one  copy  cf  this  form  with  your  postmaster  annually  on  or  before  October  1 . Keep  a cocy  of  the  completed  fem 
for  your  recentis. 

2.  In  cases  where  the  stockholder  cr  security  holder  is  a trustee,  include  in  items  1 0 and  f 1 the  name  of  the  person  cr  cc  roc  ration  fcr 
whom  the  trustee  is  acting.  Also  indude  the  names  and  addresses  cf  individuals  who  are  stockholders  who  cwrt  or  held  1 percent 
or  more  of  the  total  amount  cf  bonds,  mortgages,  or  ether  securities  of  the  oubishirg  corporation.  In  item  11.  if  none,  check  the 
bcx.  Use  blank  sheets  if  more  space  is  required. 

3.  Be  sure  to  furnish  all  circulation  information  called  fcr  in  iem  1 5.  Free  circulation  must  be  shown  in  items  1 5d.  e.  anc  f. 

■i.  item  1 5h..  Copies  net  Distributed,  must  indude  (1)  newsstand  copies  originally  stared  on  Form  3541 . and  'eturred  :c  the  publisher 

(2)  estimated  returns  from  news  agents,  anc  '3),  copies  fcr  office  use.  leftovers.  scored.  and  all  other  cedes  not  distributed. 

5.  If  the  cubficaticn  had  Periodicals  authorization  as  a general  cr  requester  pubficaticn,  this  Statement  cf  Cwnershb.  ‘.'aragement. 
anc  Circulation  must  ce  published:  it  must  be  crimed  in  any  issue  in  Cctccer  or.  if  the  publication  is  net  pubfehed  during  October, 
the  first  issue  printed  after  October. 

6.  Ir.  item  16.  incicate  the  date  of  the  issue  in  which  this  Statement  cf  Ownership  wiB  be  published. 

7.  Item  17  must  be  signed. 

Failure  to  file  or  publish  a statement  of  ownership  may  lead  to  suspension  of  Periodicals  authorization. 


-*5  Form  3526.  Ocober  1999  f, Reverse ) 


Volume  96  • November  2000 


477 


On  we  Cover. 

SPECIAL  ISSUE  - SPINAL  DISORDERS 


Pictured  on  the  cover  for  this  Symposium 
Issue  of  the  Journal  of  the  SCMA  is  an  illustration 
from  The  Nervous  System,  of  the  Human  Body, 
embracing  the  papers  delivered  to  The  Royal 
Society  on  the  subject  of  the  nerves  by  Charles 
Bell,  F.R.S.,  published  in  London  in  1830.  Dr. 
Bell  is  both  author  and  artist  for  the  book,  a copy 
of  which  is  in  the  Waring  Historical  Library 
collections. 

Charles  Bell  (1774-1842),  the  son  of  a Scotch 
Episcopal  clergyman,  was  a genial,  unaffected, 
kindhearted  man,  with  a captivating  twinkle  in 
his  eyes,  a bit  of  a dandy  in  his  attire.  His  brother, 
John  Bell,  was  a well-known  surgeon.  Both  John 
and  Charles  Bell  had  uncommon  artistic  gifts. 
Charles  also  illustrated  his  System  of  Dissections 
(1798)  and  Engravings  of  the  Brain  and  Nervous 
System  (1802).  One  of  the  leading  anatomists  of 
the  period  as  well  as  a noted  physiologist  and 
neurologist,  he  went  to  London  in  1 804  and  began 
teaching  anatomy  in  his  own  house  at  first  and 
then  later  at  Great  Windmill  Street.  He  also 
lectured  to  artists.  In  1811,  Bell  published  A New 
Idea  of  the  Anatomy  of  the  Brain  and  Nervous 
System , which  contains  the  following  sentence: 
“On  laying  bare  the  roots  of  the  spinal  nerves,  I 
found  that  I could  cut  across  the  posterior 
fasciculus  of  nerves  which  took  its  origin  from 
the  posterior  portion  of  the  spinal  marrow  without 
convulsing  the  muscles  of  the  back,  but  that,  on 
touching  the  anterior  fasciculus  with  the  point  of 
the  knife,  the  muscles  of  the  back  were 


immediately  convulsed.”  This  is  the  first 
experimental  reference  to  the  functions  of  the 
spinal  nerve-roots  in  literature,  but  Bell 
invalidated  the  effects  of  his  discovery,  to  some 
extent  by  holding  fast  to  the  old  theory  that  all 
nerves  are  sensory,  when  in  reality  he 
demonstrated  clearly  the  functions  of  the  anterior 
roots  only.  As  an  anatomist  by  training,  his 
subsequent  discoveries  were  all  “deductions  from 
anatomy.”  The  conclusive  experimental  proof 
that  the  anterior  roots  are  motor,  the  posterior 
sensory  was  made  by  Magendie  on  a litter  of 
puppies  in  1822  and  confirmed  by  Johannes 
Muller  in  the  frog  in  1831.  In  1826,  Bell  had 
acquired  a clear  idea  of  the  difference  between 
sensory  and  motor  nerves.  In  1829,  he 
demonstrated  that  the  fifth  cranial  nerve  is 
sensory-motor,  discovered  “Bell’s  nerve,”  as  well 
as  the  motor  nerve  of  the  face  (portio  dura  of  the 
seventh  nerve),  lesion  of  which  causes  facial 
paralysis  (Bell’s  palsy).  He  was  knighted  for  his 
physiologic  discoveries  by  Lord  Brougham. 
These  discoveries  are  incorporated  into  the  book 
from  which  the  cover  picture  is  taken.1 

— Jane  McCutchen  Brown, 

Curator,  Waring  Historical  Library 
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SCMA  ALLIANCE  / AMA  FOUNDATION  2000-2001 


We  hope  that  the  AMA  Foundation  will  be  an  important  part  of  your  year.  Contributions  to  the  AMA 
Foundation  are  a legacy  from  one  generation  of  medical  professionals  to  the  next.  From  its  beginning  in 
1950,  the  AMA  Foundation  has  consistently  supported  quality  medical  education  in  the  United  States. 
Through  the  work  of  the  Alliance,  the  Foundation  has  raised  over  $80  million  (yearly  contributions 
average  $1  million.)  Thanks  to  the  extraordinary  fundraising  efforts  of  the  Alliance,  the  AMA  Founda- 
tion will  continue  to  ensure  quality  medical  education,  research  and  service  for  our  nation’s  people. 

The  Foundation  has  several  funds:  the  Medical  School  Excellence  Fund  which  provides  unrestricted 
grants  to  medical  schools  to  promote  excellence  in  education;  the  Scholars  Fund  (previously  known  as 
the  Medical  Student  Assistance  Fund)  provides  money  to  schools  for  student  loans,  grants,  and  scholar- 
ships; and  the  Clinical  Research  Fund  provides  research  grants  for  clinical  research  areas. 

Our  goal  this  year  for  South  Carolina  is  $40,000.  We  have  several  fun  and  different  ways  to  reach  this 
goal.  All  contributions  are  100%  tax  deductible  and  by  working  together,  we  can  continue  SCMAA’s 
AMA  Foundation  success. 

Raf  fie  T ickets.  This  year’s  raffle  item  is  a Spa  Weekend  in  Charleston.  The  prize  includes  a two  night 
stay  at  Two  Meeting  Street  Inn,  dinner  for  two  at  Roberts  of  Charleston,  and  a day  long  adventure  for 
two  at  Stella  Nova  Spa.  The  tickets  are  $2  each  or  six  for  $10.  We  encourage  you  to  buy  raffle  tickets  for 
you  AND  your  physician  spouse! 

Sharing  Card.  We  encourage  all  counties  to  sponsor  a Holiday  Sharing  Card  this  year.  Since  this  is  the 

Foundation’s  50th  Birthday,  it  is  a great  way  to  recognize  those  members  making  a $50  contribution 
while  providing  an  easy  means  of  sending  greetings  to  your  medical  community. 

Memorials  or  honorariums.  We  will  send  a nice  embossed  AMA  Foundation  card  acknowledging 
your  contributions  which  remember  or  honor  someone.  All  contributions  over  $25  receive  a receipt 
from  the  AMA  Foundation. 

If  you  wish  to  purchase  additional  tickets  or  make  a contribution,  please  contact  your  Foundation  Chairs: 
Holly  Anderson  (803)  469-4555  or  Donna  Richter  (803)  366-1990. 


— Holly  Anderson  and  Donna  Richter 
Foundation  Chairs,  2000-2001 
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classifieds 


ANESTHESIOLOGY,  DERMATOLOGY, 
ORTHOPAEDIC  SURGERY,  OTOLARYN- 
GOLOGY, PULMONARY  - CRITICAL 
CARE,  RHEUMATOLOGY,  AND  VASCU- 
LAR - GENERAL  SURGERY:  Practice  oppor- 
tunities exist  in  local  medical  facilities  and  with 
private  practice  groups  in  Orangeburg  County 
for  experienced  practitioners  and  graduating 
residents/fellows.  All  positions  include  salary  or 
minimum  net  income  guarantee  and  a relocation 
allowance.  Located  at  the  junction  of  1-26  and 
1-95,  35  minutes  to  Columbia  and  70  minutes  to 
Charleston.  Area  known  for  its  gardens,  golf, 
hunting  and  fishing  (Lake  Marion).  Achieve  fi- 
nancial success  in  a non-competitive  environ- 
ment while  enjoying  a superior  quality  of  life. 
Contact  Dr.  Chermol,  The  Regional  Medical 
Center  at  (800)  866-6045. 


MEDICAL  OFFICE  AVAILABLE  FOR 
LEASE:  Downtown  Summerville,  Effective 
January  1,  2001.  8 rooms  plus  lab;  2200  sq.  ft.; 
adequate  parking;  minutes  away  from  Trident 
Regional  Hospital  and  Summerville  Medical 
Center.  Call  W.  Reid  Wiley,  M.D.,  (843)  873- 
4837. 

PHYSICIANS  NEEDED:  For  locum  tenens 
and  permanent  assignments  in  the  Carolinas. 
Openings  include:  Family,  Pediatrics,  OB-GYN, 
and  Internal  Medicine.  Come  join  our  group  of 
over  100  physicians,  make  top  wages  and  have 
the  flexibility  you  need  for  your  lifestyle.  Fax 
your  cover  letter  and  CV  to  Physician  Solutions, 
Inc.,  at  (919)  845-1947  or  call  us  at  (919)  845- 
0054  and  let’s  get  started. 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


€®nTin[p(iflSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 
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What  can  a map  tell  you  about  a computer  system? 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross  /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  arid  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 
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Your  new  door  to  the 

House  of  Medicine 

opens  this  fall. 


Save  the  date.  Take  the  floor.  Raise  the  roof. 


For  the  first  time  ever,  the  American  Medical  Association 
Organized  Medical  Staff  Section  will  open  its  door  at 
the  Interim  Meeting  to  all  physicians  — regardless  of 
practice  affiliation  or  membership  status  — at  a 
unique  “Open  House”  gathering  in  Orlando,  Florida, 
November  30  through  December  4, 2000. 

Your  advocate  for  positive  change. 

The  AMA  wants  to  help  you  overcome  the  incredible 
challenges  you  face.  Reduce  onerous  regulations 
and  managed  care  demands.  Protect  your  autonomy 
and  patient  relationships.  Ensure  appropriate 
reimbursement.  Make  sure  no  one  treats  physicians 
like  commodities. 

Your  place  to  speak  up. 

To  help  unify  the  AMA  and  the  nation’s  front-line 
physicians,  this  one-of-a-kind  meeting  offers  you  a 
direct  avenue  for  raising  your  issues  and  concerns 
and  proposing  solutions. 


Your  opportunity  to  act. 

The  AMA  will  open  the  door.  It’s  up  to  you  to  step 
through.  And  because  your  participation  is  so 
important,  there’s  no  fee.  Just  sign  up  and  attend.  For 
more  information,  call  800  262-3211,  or  visit  us  online 

at  vwwv.ama-assn.org/omss 

Register  today! 

AMA  Organized  Medical  Staff  Section  (0MSS) 

2000  "Open  House"  Meeting 

November  30-December  4, 2000 
The  Hilton  in  the  Walt  Disney  World  Resort 
Orlando,  Florida 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Who's 


WATCHING  OUT 

For  You? 


From  providers  to  community  leaders,  researchers  to  educators,  and  government 
officials  to  citizens,  the  National  Rural  Health  Association’s  members  seek  to 
improve  the  health  care  of  rural  Americans  through  advocacy,  communications, 
education  and  research. 

Shrinking  populations,  stalled  economic  conditions,  reduced  health  care  dollars  and 
elderly  patient  bases  create  challenges  for  communities  and  health  care  providers  alike.  In 
rural  communities  across  America,  concerned  community  leaders  and  citizens  pool  their 
energies  to  make  high-quality  health  care  available  and  affordable. 

The  National  Rural  Health  Association  and  its  members  work  to  overcome  rural 
health  care  challenges.  They  focus  on  reforming  and  strengthening  health  care  to  meet  the 
needs  of  rural  areas.  While  government  funding  continues  to  dwindle,  this  multi- 
disciplinary group  of  health  professionals  and  leaders  finds  innovate  solutions  to  complex 
dilemmas. 


National  Rural  Health  Association  — Caring  for  the  Country 


For  more  information,  contact  the  NRHA, 

One  West  Armour  Boulevard,  Suite  301 , Kansas  City,  MO  64111; 
8 1 6-756-3 1 40;  fax  8 1 6-756-3 1 44, 


Or  visit  us  on  the  World  Wide  Web  at  http:Wwww.NRHArural.org 


Each  year,  more  than  6,000  children  like  Adam  learn  all  about  cancer  and 
other  catastrophic  illnesses  when  they're  stricken  with  deadly  diseases. 
Fortunately,  these  children  have  a fighting  chance  at  surviving  cancer  — 
the  No.  1 killer  disease  of  children  — because  of  strides  St.  Jude  doctors 
and  scientists  are  making  every  day  in  treatment  and  research.  With  your 
support,  St.  Jude  Children's  Research  Hospital  is  helping  children  all  over 
the  world  live. 


To  find  out  more  about  5t.  Jude’s  Hfe-saving  work,  write  to 


5t.  Jude  Hospital  • P.O.Box370U,  Dept. DA  • Memphis,  TN  38103,  or  call 


ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 


A fe  for  Apple 
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TIS  THE  SEASON 

I hope  everyone  had  a wonderful  Thanksgiving  and  is  now  enjoying  the  December  holiday  season! 
Hopefully,  the  election  process  that  started  on  November  7 is  over,  and  we  have  elected  a new  President. 
It  is  a tribute  to  our  governmental  process  that  this  could  be  done  with  such  controlled  legal  mayhem, 
although  it  does  stick  in  my  craw  a little  bit  that  we  have  to  have  so  many  attorneys  involved  just  to  go 
through  a simple  election  process. 

As  we  put  our  holiday  season  behind  us,  we  begin  looking  forward  to  a very  busy  time  of  year.  The 
State  Legislature  comes  back  into  session  January  9,  and  there  are  some  key  areas  where  we  will  have 
considerable  interaction.  Your  medical  association  has  heard  your  complaints  regarding  delays  in  pay- 
ment of  claims  and  downcoding  from  insurance  companies,  and  we  will  have  a bill  introduced  to  the 
General  Assembly  this  year  to  address  these  problems. 

The  South  Carolina  Fair  Health  Claims  Practice  Act  will  help  ensure  prompt  reimbursement  for 
health  care  services.  First,  South  Carolina  insurers  must  accept  the  standardized  HCFA  1500  claim 
form.  Second,  it  establishes  the  definition  of  a “clean  claim”  and  requires  insurers  to  state  all  of  the 
reasons  for  failing  to  pay  a claim  within  15  calendar  days  after  receipt  of  a claim  that  is  not  “clean.”  In 
addition,  after  a claim  has  been  accepted  as  “clean,”  the  insurance  company  will  have  a payment  deadline  of 
30  days  for  electronically  submitted  “clean  claims”  and  45  days  for  paper  submitted  “clean  claims.” 

The  bill  also  includes  a penalty  to  accrue  for  claims  not  paid  within  that  specified  period  of  time  at  an 
interest  of  twelve  percent.  This  is  the  same  rate  set  forth  in  Code  of  Laws  Section  34-31-20  for  Money 
Decrees  and  Court  Judgements:  the  same  interest  rate  that  accrues  while  a malpractice  judgement  and 
award  is  going  through  the  appeals  process. 

As  some  of  you  may  know,  at  least  two  anesthesia  groups  in  the  state  and  one  OB  group  have  quit 
participating  in  some  of  the  Blue  Cross-Blue  Shield  plans.  One  way  the  insurers  have  responded  to  this 
is  to  make  direct  payments  to  the  patients,  even  after  payment  has  been  assigned  to  the  physician  by  the 
patient.  The  Fair  Health  Claim  Practice  Act  also  has  a provision  that  makes  the  insurance  company 
liable  for  that  physician-assigned  payment  sent  to  the  patient. 

The  reason  for  above  explanations  is  not  to  dampen  your  holiday  spirit.  Hopefully,  with  the  realiza- 
tion that  during  this  holiday  time  with  many  drop-ins,  cocktail  parties,  and  social  interactions,  you  will 
probably  have  the  opportunity  to  see  your  local  state  representatives  and  briefly  discuss  these  issues 
with  them  so  that  they  will  be  informed,  even  before  the  legislature  comes  into  session.  It  will  make  our 
job  of  reaching  these  politicians  a lot  easier  when  they  have  already  heard  about  these  issues  from  their 
local  physicians  and  neighbors. 

I wish  you  all  a happy  holiday  season  and  a healthy  and  prosperous  new  year! 


Roger  A.  Gaddy,  MD 
President 
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MEDICARE  UPDATE 


Purchased  Diagnostic  Tests 

The  Social  Security  Act  Section  1842(n)  establishes 
payment  rules  for  diagnostic  tests  billed  by  a physician 
but  performed  by  an  outside  supplier.  These  include,  but 
are  not  limited,  to  x-rays,  EKGs,  Echos,  EEGs,  cardiac 
monitoring,  ultrasound,  and  the  technical  component  of 
physician  pathology  services.  Screening  mammography 
and  clinical  diagnostic  laboratory  tests  are  not  included 
in  this  rule.  The  CPT  code  for  the  technical  component 
of  the  diagnostic  test  must  be  submitted  with  the  -90 
modifier  to  identify  it  as  a purchased  diagnostic  service. 

If  a physician  bills  for  a diagnostic  test  performed  by  an 
outside  supplier,  the  fee  schedule  amount  (allowable  by 
Part  B)  will  be  the  lower  of  either  the  Medicare  Fee 
Schedule , or  the  price  the  physician  paid  the  supplier  for 
the  service.  The  lower  figure  is  the  allowed  fee  schedule 
amount.  A physician  who  accepts  assignment  is  permitted 
to  bill  and  collect  from  the  beneficiary  only  the  applicable 
deductible  and  coinsurance  for  the  purchased  test  based 
on  this  allowed  amount.  The  limiting  charge  provision 
does  not  apply  to  a physician  who  does  not  accept 
assignment.  The  non-participating  physician  can  only  bill 
and  collect  from  the  beneficiary  the  fee  schedule  amount. 

HCFA  Announces  New  Education  Initiative  as  Part  of 
Medicare  Integrity  Program 

The  Health  Care  Financing  Administration  (HCFA) 
announces  the  new  Provider  Education  Project,  a multi- 
year educational  component  of  the  Medicare  Integrity 
Program.  HCFA  will  work  in  partnership  with 
practitioners,  providers,  and  billing  professionals  to 
ensure  that  they  have  the  resources  they  need  to 
understand  complex  Medicare  rules  and  regulations  on 
claims  coding  and  submission.  During  the  first  year  of 
the  project,  HCFA  will  conduct  a national  needs 
assessment  to  determine  what  types  of  educational 
resources  will  help  providers  and  practitioners  submit 
accurate  claims  for  Medicare  services  and,  in  turn,  receive 
timely  payment  of  those  claims.  HCFA  will  gather  input 
from  Medicare  Part  B practitioners,  a selected  group  of 
Medicare  Part  A providers,  and  billing  professionals 
through  a series  of  focus  groups.  A national  survey  is 


scheduled  for  distribution  in  the  early  part  of  2001. 

The  information  obtained  from  the  focus  groups  and 
survey  will  be  used  to  design  a national  education  plan. 
The  education  plan  will  include  an  innovative  array  of 
tools  and  programs  that  deliver  clear,  consistent 
information  about  Medicare  claims  submission.  For  more 
information,  contact  Edward  A.  Sommers,  Program 
Director,  Provider  Education,  at  (301)  519-5662  or  via  e- 
mail  at  esommers@aspensvs.com. 

Medicare  Qualifying  Clinical  Trials 
On  June  7, 2000,  the  President  of  the  United  States  issued 
an  executive  memorandum  directing  HCFA  to  “explicitly 
authorize  [Medicare]  payment  for  routine  patient  care 
costs. . .and  costs  due  to  medical  complications  associated 
with  participation  in  clinical  trials.”  In  keeping  with 
Clinton’s  directive,  this  National  Coverage  Decision 
(NCD)  serves  to  define  the  routine  costs  of  clinical  trials 
and  identify  the  clinical  trials  for  which  payment  for  such 
routine  costs  should  be  made  for  eligible  services 
furnished  on  or  after  September  19,  2000. 

HCFA  has  developed  a National  Coverage  Determination 
(NCD)  which  can  be  accessed  and  downloaded  from  the 
HCFA  Web  page  at  www.hcfa.gov/quality/8d.htm.  This 
NCD  states  that  Medicare  covers:  1)  the  routine  costs  of 
qualifying  clinical  trials  2)  reasonable  and  necessary  items 
and  services  used  to  diagnose  and  treat  complications 
arising  from  participation  in  all  clinical  trials.  This 
instruction  addresses  routine  costs  of  qualifying  clinical 
trials  including  complications  resulting  from  qualifying 
clinical  trials.  All  other  Medicare  rules  apply. 

Voluntary  Compliance  Program  Guidance  for  Physician 
Practices 

The  Department  of  Health  and  Human  Services’  Office 
of  Inspector  General  (OIG)  issued  final  guidance  to  help 
physicians  in  individual  and  small  group  practices  de- 
sign voluntary  compliance  programs. 

The  final  guidance  - Compliance  Program  Guidance  for 
Individual  and  Small  Group  Physician  Practices  - identi- 


(Medicare  Update , continued  on  page  2) 


(Medicare  Update,  continued  from  page  1) 

fies  four  specific  compliance  risk  areas  for  physicians:  1 ) 
proper  coding  and  billing;  2)  ensuring  that  services  are 
reasonable  and  necessary;  3)  proper  documentation;  and 
4)  avoiding  improper  inducements,  kickbacks  and  self- 
referrals. These  risk  areas  reflect  areas  in  which  the  OIG 
has  focused  its  investigations  and  audits  related  to  physi- 
cian practices.  Note:  The  final  physician  guidance  is  avail- 
able on  the  Office  of  Inspector  General  Web  site  at  http:/ 
/www.dhhs.gov/progorg/oig/new.html 

HCPCS  Update 

Please  remember  that  you  must  discontinue  using  HCFA 
Common  Procedure  Coding  System  (HCPCS)  codes 
slated  for  deletion  in  2001  on  claims  Medicare  receives 
on  and  after  April  1,  2001.  The  2000  HCPCS  deleted 
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Medicare  and  Medicaid  have  both  agreed  to  work  with 
the  SCMA  to  present  free  workshops  for  SCMA  mem- 
bers. The  Medical  Economics  Department  of  the  SCMA 
has  the  next  workshop  scheduled  for  Tuesday,  January  9, 
2001,  at  the  SCMA  headquarters  in  Columbia. 

During  the  workshop,  each  agency  will  present  their 
changes  that  will  go  into  effect  in  2001.  Each  presenta- 
tion will  be  followed  by  a brief  question  and  answer  pe- 
riod. Physicians  and  their  staff  may  attend  either  work- 
shop or  both  by  registering  through  the  SCMA’s  Medical 
Economics  Department. 

Medicare  9:00  a.m.  until  10:00  a.m. 

Qhesftons  10:00  a.m.  until  10:30  a.m. 

Medicaid  10:30  a.m.  until  11:30  a.m. 

Questions  1 1 :30  a.m.  until  Noon 


codes  will  be  deactivated  at  that  time.  For  information  on 
HCPCS  coding  changes,  additions  and  deletions,  please 
refer  to  your  copy  of  the  2001  HCPCS  Update  to 
published  in  December  2000. 

Pricing  Reviews  on  the  Web 

The  Pricing  Unit  has  now  made  pricing  reviews  easier 
with  a convenient  pricing  review  form  that  can  be  accessed 
online.  Simply  access  the  web  site  at 
www.PalmettoGBA.com.  Click  on  Providers,  then  Part 
B Carrier,  Publications  and  Information,  and  finally 
Frequently  Asked  Questions.  Select  the  menu  item 
“Pricing  Review  Correspondence  and  Questions.”  You  will 
be  given  several  questions  to  answer  before  being  prompted 
to  complete  the  form.  This  form  should  be  used  to  request  a 
review  of  fees  established  for  drugs  and  codes  paid  based 
on  a provider’s  or  a supplier’s  customary  charge. 


These  workshops  are  intended  to  allow  you  the  conve- 
nience of  receiving  information  directly  from  the  gov- 
ernment programs  that  regulate  much  of  what  you  do  in 
the  office.  Let  their  staff  provide  you  the  opportunity  to 
get  the  answers  you  need. 

Problems  having  claims  resolved?  Bring  a copy  of  the 
original  claim  and  the  denied  explanation  of  benefits  to 
the  workshop  for  follow-up  from  the  Medicare  and  Med- 
icaid representatives. 

To  register,  contact  Kelly  Danias  in  the  Medical  Econom- 
ics Department  to  have  a registration  form  faxed  to  your 
office.  She  can  be  reached  at  (803)  798-6207,  extension 
236,  statewide  at  (800)  327-1021,  or  via  e-mail  at 
kellv@scmanet.org. 


MEDICARE  / MEDICAID  WORKSHOPS 


CAPSULES 


j.  The  South  Carolina  Academy  of  Family  Physicians 
! (SCAFP)  has  chosen  DR.  DANIEL  W.  BRAKE  of 
j Summerville,  South  Carolina,  as  the  2000-2001  Fam- 
ily Physician  of  the  Year.  The  Academy  honored  Dr. 
Brake  at  their  52nd  Annual  Scientific  Assembly,  No- 
vember 9-11, 2000,  at  the  Westin  Resort  on  Hilton  Head 
Island,  South  Carolina. 

Dr.  Brake  is  a past  president  of  the  SCMA  and  is 
currently  a delegate  to  the  AMA  and  serves  on  the 


AMA’s  Council  on  Legislation. 

The  American  Medical  Association  (AMA)  has  selected 
WILLIAM  F.  MAHON,  the  Chief  Executive  Officer 
of  the  SCMA,  as  the  recipient  of  this  year’s  AMA  Medi- 
cal Executive  Achievement  Award.  Mr.  Mahon  was  cho- 
sen for  his  years  of  exemplary  service  and  many  ac- 
complishments. The  award  was  presented  at  the  AMA 
Interim  Meeting  in  Orlando,  Florida. 
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PHYSICIANS  CARE 

Currently,  there  are  9,908  participating  physician  loca- 
tions, 943  participating  ancillary  locations,  and  1 1 1 par- 
ticipating hospitals.  PCN  has  64  contracted  groups  with 
59,660  covered  lives.  We  will  continue  to  provide  in- 
formation as  contracts  are  received. 

TERMINATIONS: 

Med-Central  Health  Resources;  effective  8/15/00 
Federal  Mogul;  effective  1 1/1/00 
Contec;  effective  8/1/00 


NETWORK  UPDATE 

Electronic  filing  coming  soon.  We  are  still  in  the  test- 
ing phase.  If  interested  in  submitting  claims  via  EN- 
VOY, please  call  Provider  Relations  Department  at 
(888)  323-9271  or  (803)  771-0077. 

As  an  added  convenience,  an  updated  list  of 
providers  can  be  found  at  our  Website, 
www.phvsicianscarenet.com. 


PROTECTING  YOUR  PRACTICE 

The  University  of  South  Carolina  School  of  Medicine  -Palmetto  Richland  Memorial  Hospital  Continuing  Medi- 
cal Education  Organization  in  cooperation  with  the  South  Carolina  Medical  Association  present  The  Eighth 
Annual  Alcohol  & Drug  Issues  Conference  for  Clinicians. 

The  conference,  scheduled  for  December  2-3,  2000,  at  the  Clarion  Townhouse  Hotel  in  Columbia,  is  designed 
for  physicians  and  health  care  professionals  interested  in  patients  with  substance  abuse  problems  and  in  methods 
to  intervene  successfully. 

Registration  fee  is  $1 10  for  physicians,  $90  for  non-physicians,  and  $50  for  spouses.  The  deadline  to  register  is 
November  24, 2000.  For  more  information  and  a registration  form,  please  contact  Richland’s  Office  of  Continu- 
ing Medical  Education  at  (803)  434-4211. 


HIGHLIGHTS  FROM  THE  NOVEMBER  29,  2000 
SCMA  BOARD  MEETING 


The  SCMA  Board  of  Trustees  held  a full  board  meeting  on  Wednesday,  November  29,  2000.  The  board  heard  from 
three  invited  groups  presenting  special  orders  of  business:  Pam  Arnold  from  the  Diabetes  Initiative  of  South 'Carolina 
and  Laura  Szadek  of  the  South  Carolina  Managed  Care  Alliance  spoke  to  the  board  about  “The  Ten  Minute  Office 
Visit,”  a pilot  program  that  provides  health  care  providers  with  an  innovative  strategy  for  organizing  primary  care 
office  settings  to  meet  the  American  Diabetes  Association  clinical  recommendations  within  a 10-15  minute  visit 
timeframe.  The  program  is  funded  through  various  educational  grants  and  is  provided  at  no  additional  cost  to  the 
provider.  For  more  information,  contact  Laura  Szadek  at  (803)  252-8524  or  Pam  Arnold  at  (843)  876-0973. 

Hector  Vila,  Jr.,  MD,  made  a presentation  to  the  board  on  the  guidelines  recommended  by  the  Office  Based  Surgery 
Task  Force.  The  board  voted  to  send  the  task  force  recommendations  to  the  SCMA  Interspecialty  Council  for  further 
development  and  suggestions.  The  purpose  of  the  guidelines  is  to  promote  patient  safety  in  the  non-hospital  setting 
during  procedures  that  require  the  administration  of  conscious  sedation,  local,  or  general  anesthesia,  or  minor  or 
major  conduction  blockade. 

The  last  special  presenter  of  the  afternoon  was  Betsy  Baker,  MD,  of  Care  Alliance  Health  Services.  Dr.  Baker  dis- 
cussed the  need  for  an  organized  system  of  forensic  medical  providers  in  cases  of  domestic  abuse,  assault,  and  rape. 
She  maintained  that  forensic  medical  assessments  are  critical  to  the  investigation  and  disposition  of  allegations  of 
physical  and  sexual  abuse  of  children,  sexual  assault  of  adults  and  domestic  violence.  The  board  voted  to  develop  a 
committee  to  examine  this  issue  further. 
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MEDICAID  UPDATE 


Prince  to  Guide  DHHS 

In  October,  DHHS  Director  Sam  Griswold  was  reassigned 
by  Governor  Hodges  to  head  a new  state  initiative  for 
children’s  health.  The  governor  has  appointed  William 
Prince,  a former  SCHA  lobbyist  from  Columbia,  to 
succeed  Dr.  Griswold.  Most  recently,  Prince  has  practiced 
health  care  law  with  a concentration  in  Medicaid 
reimbursement  and  health  regulations. 

Medicaid  Implements  Pharmacy  Point  Of  Sale 
Effective  November  1,  South  Carolina  DHHS 
implemented  a new  and  enhanced  system  of  pharmacy 
claims  processing  for  the  Medicaid  fee-for-service 
program.  DHHS  contracted  with  First  Health  Services 
Corporation  to  operate  DHHS’  statewide  pharmacy  point 
of  sale  and  prospective  drug  utilization  review  system. 
This  system  will  serve  to  facilitate  the  submission  and 
adjudication  of  pharmacy  claims  while  assessing  the  full 
range  of  medications  that  a patient  received  through  the 
Medicaid  program. 

Under  the  new  pharmacy  claims  processing  system,  when 
a Medicaid  patient  submits  a prescription  to  be  filled,  the 
pharmacist  will  transmit  patient  identification  and 
prescription  information  via  the  pharmacy  computer  and 
point  of  sale  equipment.  In  an  on-line,  real  time  mode, 
the  system  will:  (1)  review  the  prescription  claim,  (2) 
determine  whether  the  claim  is  payable  or  inform  the 
pharmacist  of  procedures  which  must  be  followed  in  order 
for  the  prescription  claim  to  be  Medicaid  reimbursable, 
and  (3)  screen  the  utilization  review  criteria.  The  system 
will  then  respond  to  the  pharmacy  indicating  whether  the 
claim  is  payable  or  whether  there  is  a potential  drug 
therapy  problem  (e.g./  drug  to  drug  interaction). 

Beginning  November  1,  when  a Medicaid  patient  presents 
a prescription  for  one  of  the  following  products,  the 
pharmacist  should  contact  the  prescriber  and  ask  the 
prescriber  to  telephone  First  Health’s  Clinical  Call  Center. 
The  prescriber  will  be  asked  to  provide  Clinical  Call 
Center  staff  with  the  necessary  information  in  order  for 


Medicaid  coverage  to  be  considered.  Prescriptions  for 
Serostim,  Xenical,  Panretin,  Targretin,  and  Erectile 
Dysfunction  Drug  must  be  pre-authorized  through  the 
Clinical  Call  Center  at  (866)  247-1  181  (toll  free). 
Additional  questions  may  directed  to  Medicaid’s 
Department  of  Pharmacy  Services  at  (803)  898-2876. 

Coverage  of  Or  list  at  (Xenical) 

Effective  with  dates  of  service  beginning  November  1, 
Medicaid  coverage  of  Xenical  may  be  considered  through 
the  clinical  prior  authorization  process  described  above. 
When  a Medicaid  patient  presents  a prescription  for 
Xenical  to  the  pharmacist,  the  pharmacist  will  ask  the 
prescriber  to  telephone  the  Clinical  Call  Center  at  the  toll 
free  telephone  number  (866)  247- 1181  in  order  to  provide 
medical  justification  for  Medicaid  coverage. 

New  Policy  on  Telepsychiatry 

Effective  with  dates  of  service  on  or  after  November  1, 
2000,  the  Department  of  Health  and  Human  Services 
(DHHS)  began  reimbursing  for  telepsychiatry  services. 
The  current  telemedicine/teleconsultation  policy  concern- 
ing transmission,  telemedicine  equipment  specification, 
and  reimbursement  will  remain  in  effect. 

Telepsychiatry  is  defined  as  live,  real-time  two-way  in- 
teraction via  a telecommunication  system,  between  a psy- 
chiatrist and  a patient  for  the  purpose  of  assessment,  evalu- 
ation,  or  provision  of  therapy  and  counseling. 
Telepsychiatry  does  not  include  tele-assistive  medical 
services,  which  do  not  require  a psychiatrist  to  directly 
visualize  a patient.  Telepsychiatry  counseling  based  on 
stored  and  forwarded  communications  are  not  reimburs- 
able under  these  guidelines.  Telepsychiatry  must  be  an 
interactive  patient  encounter  that  meets  the  criteria  for 
psychiatric  service  as  outlines  in  the  Physician’s  Current 
Procedural  Terminology  (CPT)  descriptor  and  in  the  cur- 
rent South  Carolina  Physicians  Medicaid  Manual.  For 
questions,  contact  your  Physician  Services  program  rep- 
resentative at  (803)  898-2660. 


MARK  YOUR  CALENDAR 

The  SCMA’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled  for  April  26-29,  2001, 
at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 


4 


VOLUME  96  DECEMBER  2000  NUMBER  12 


GERIATRIC  MENTAL  ILLNESS  IN  A STATE 
PSYCHIATRIC  FACILITY 
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PURPOSE 

The  intent  of  this  paper  is  threefold:  1)  To  give  a 
historical  perspective  on  mental  health  services  in 
the  State  of  South  Carolina;  2)  To  present  the  clini- 
cal and  demographic  characteristics  of  geriatric 
patients  with  mental  illness  admitted  to  Crafts-Far- 
row  State  Hospital  (CFSH)  from  July  1979  to  De- 
cember 1995  and;  3)  To  provide  data  which  may 
be  used  in  the  planning  of  mental  health  services 
for  geriatric  mentally  ill  patients  in  the  state. 

HISTORICAL  PERSPECTIVE 

On  December  20,  1821,  South  Carolina  became 
the  second  state  in  the  United  States  to  pass  legis- 
lation to  establish  and  fund  a state  hospital  for  the 
mentally  ill.  In  1822,  construction  began  on  what 
was  to  be  known  as  the  South  Carolina  Lunatic 
Asylum,  which  was  subsequently  changed  to  South 
Carolina  State  Hospital  (SCSH).  In  1910,  a unit 
of  SCSH,  known  as  State  Park  Unit,  was  formed 
and  was  designated  a non-white  facility.  The  unit 
was  renamed  Palmetto  State  Hospital  in  1963.  In 
1965,  the  hospital  became  a desegregated  psychi- 
atric geriatric  facility  of  the  South  Carolina  De- 


*  Address  correspondence  to  Dr.  Switzer  at  C.M. 
Tucker,  Jr./Dowdy  Gardner  Nursing  Care  Center, 
South  Carolina  Dept,  of  Mental  Health,  220  Harden 
St.,  Columbia,  SC  29203. 


partment  of  Mental  Health  (SCDMH)  and  became 
known  as  Crafts-Farrow  State  Hospital  in  1966.  It 
was  named  for  Major  William  Crafts,  a Senator 
from  Charleston  County,  and  Mr.  Samuel  Farrow, 
a member  of  the  House  of  Representatives  from 
Spartanburg  County.  Both  were  instrumental  in 
promoting  the  1821  legislation. 

By  1995,  only  Building  One,  the  Admissions 
Unit  of  CFSH,  remained.  The  other  buildings  were 
closed  as  a result  of  declining  patient  population. 
This  decline  reflects  a shift  in  the  care  of  the  men- 
tally ill  from  institutions  to  community  mental 
health  centers. 

MATERIALS  AND  METHODS 
Setting 

The  site  of  this  study  was  the  Admissions  Unit. 
The  unit  was  under  the  Acute  Psychiatric  Service 
and  consisted  of  two  wards,  one  for  female  and 
one  for  male  patients.  The  CFSH  was  a part  of  the 
Division  of  Psychiatric  Rehabilitative  Services  in 
the  SCDMH.  The  hospital,  which  was  closed  in 
1997,  was  situated  in  the  northeastern  part  of  Co- 
lumbia. 

Method 

This  is  a retrospective  study  of  the  clinical  and 
demographic  characteristics  of  geriatric  mentally 
ill  patients  admitted  to  the  Admission  Unit  from 
all  counties  in  South  Carolina  from  July  1979  to 
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Marital  Status 

Total  (N-9253) 

Male  (N-4234) 

Female  (N-5019) 

Characteristics 

No. 

Percent 

No. 

Percent  • 

No. 

Percent 

Widowed 

2930 

31.7% 

697 

16.5% 

2233 

44.491% 

1 Married 

728 

29.5% 

1724 

40.7% 

1004 

20.004% 

Divorced 

1523 

16.5% 

624 

14.7% 

899 

17.912% 

Single 

1280 

13.8% 

754 

17.8% 

526 

10.480% 

Separated 

642 

6.9% 

367 

8.7% 

275 

5.479% 

Unknown 

142 

1.5% 

63 

1.5% 

79 

1.574% 

Other 

8 

.1% 

5 

.1% 

3 

.06% 

Table  I 


December  1995.  The  year  1979  was  chosen  as  the 
starting  year  since  aggregated  data  was  available 
from  that  year  on  through  a computerized  system 
from  the  Division  of  Information  Resources  Man- 
agement in  the  SCDMH.  This  data  include  the 
number  of  patients,  sex,  age,  ethnicity,  marital  sta- 
tus, level  of  education,  average  length  of  stay, 
county  of  origin,  type  of  admission  and  psychiat- 
ric diagnosis  for  each  patient. 

Subject 

Any  individual  sixty  years  of  age  and  older  who 
warranted  hospitalization  for  mental  illness  was  ad- 
mitted either  in  an  emergency,  judicial,  or  volun- 
tary legal  status.  Emergency  and  judicial  admis- 
sions are  involuntary  and  under  the  jurisdiction  of 
the  court,  which  has  authority  to  have  an  individual 
hospitalized  involuntarily  because  of  a mental  ill- 
ness which  poses  a threat  to  himself  or  others.  The 
only  difference  between  these  two  is  that  an  emer- 
gency admission  takes  place  upon  the  certification 
of  a licensed  physician  in  circumstances  where  im- 
minent harm  is  believed  likely,  and  all  judicial 
proceeedings  take  place  following  admission.  In  a 
judicial  admission,  the  judicial  proceedings  take 
place  prior  to  admission. 

For  a voluntary  admission,  the  individual  ap- 
plies for  admission  to  a hospital  of  his  choice  for 
treatment  of  a mental  illness,  at  which  time  a phy- 
sician makes  a determination  whether  to  accept  or 


deny  the  application.  A patient  admitted  to  a hos- 
pital on  a voluntary  basis  for  treatment  of  mental 
illness  maintains  the  right  to  request  discharge.  In 
a situation  where  a physician  determines  that  the 
request  for  discharge  from  a hospital  where  treat- 
ment for  mental  illness  on  a voluntary  basis  is  not 
in  the  best  interest  of  the  patient,  a petition  through 
the  court  is  filed  to  keep  the  patient  hospitalized  in 
a judicial  status.  A physician,  however,  can  dis- 
charge a patient  on  voluntary  admission  if  clini- 
cally indicated  without  clearance  of  the  court. 
“Other  admissions”  is  a category  which  does  not 
fall  under  the  above  admission  status.  The  element 
of  multiple  admissions  per  patient  was  not  incor- 
porated in  this  study. 

CHARACTERISTICS  OF  PATIENT 

POPULATION 

Number  and  Sex 

From  July  1979  to  December  1995,  a total  of  9,253 
patients  were  admitted,  4,234  (45.8  percent)  of 
whom  were  males  and  5,019  (54.2  percent)  were 
females. 

Age 

The  age  range  for  males  was  62.5  years  to  75  years 
with  the  average  age  of  68.9  years.  The  age  range 
for  females  was  60.7  years  to  75.4  years  with  the 
average  age  of  69.3  years. 
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Level  of  Fdiication 

Total  (N-9253) 

Male  (N-4234) 

Female  (N-5019) 

Characteristics 

No. 

Percent 

No. 

Percent 

No. 

Percent 

Preschool 

64 

.69% 

38 

.9% 

26 

.5180% 

Elementary 

School 

2106 

22.76% 

1113 

26.29% 

993 

19.7848% 

Junior  High 

1107 

11.96% 

510 

12.05% 

597 

11.8948% 

High  School 

2223 

24.03% 

827 

19.53% 

1396 

27.8143% 

College 

382 

4.13% 

178 

4.20% 

204 

4.0646% 

College 

Graduate 

264 

2.85% 

113 

2.67% 

151 

3.0086% 

Graduate 

School 

47 

.51% 

28 

.66% 

19 

.3786% 

Business 

37 

.40% 

11 

.26% 

26 

.5180% 

Special 

Education 

1 

.01% 

0 

0 

1 

.0199% 

None 

125 

1.35% 

72 

1.7% 

53 

1.056% 

Unknown 

2897 

31.31% 

1344 

31.74% 

1553 

30.9424% 

Table  II 

Marital  Status 

For  the  total  population  admitted,  almost  a third 
were  married  with  a slightly  less  number  being 
widowed.  When  broken  down  by  gender,  being 
widowed  in  females  and  being  married  in  males 
were  the  most  frequent  findings.  This  is  illustrated 
in  Table  I. 

Level  of  Education 

The  level  of  education  was  not  known  in  nearly  a 
third  of  the  total  population  with  just  under  a quar- 
ter completing  high  school  and  only  a few  percent 
being  college  graduates.  There  were  more  females 
than  males  graduating  from  both  high  school  and 
college.  This  is  shown  in  Table  II. 

Ethnicity 

There  were  5,851  (63.23  percent)  whites,  3,390 
(36.64  percent)  African  Americans,  and  twelve  (.13 
percent)  other  ethnic  groups;  two  of  which  were 
Native  Americans,  three  Latin  Americans,  two 
Asian  Americans  and  five  of  unknown  origin. 


Categories  of  Admissions 
Of  the  total  admissions,  8,68 1 ( 93.82  percent)  were 
on  an  emergency  basis,  followed  by  voluntary  441 
(4.77  percent),  judicial  144  (1.23  percent)  and  other 
17  (0.18  percent). 

Average  Length  of  Stay 

The  average  length  of  stay  was  30.4  days  for  males 
and  31.8  days  for  females. 

COUNTY  OF  ORIGIN 

The  patients  came  from  all  counties  in  South  Caro- 
lina. One  county  had  over  1,000  admissions;  three 
had  between  500  to  999  admissions;  twenty  three 
had  between  100  to  499  admissions;  and  nineteen 
had  below  100  admissions.  The  county  with  the 
greatest  number  of  patients  admitted  was  Richland 
County,  and  the  county  with  the  least  number  of 
patients  admitted  was  McCormick  County.  These 
are  demonstrated  in  the  map. 

DIAGNOSTIC  GROUPINGS 
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Primary  Diagnostic  Grouping  - South  Carolina  Department  of  Mental  Health 

N-9253 

No. 

Percent 

Primary  Degenerative  Disorder 

1686 

18.2212% 

Deferred/undiagnosed 

1559 

16.8486% 

Social 

1251 

13.5199% 

Schizophrenia 

913 

9.8671% 

Alcohol  Disorder 

713 

7.7056% 

Other  Organic  Mental  Disorders 

524 

5.663% 

Bipolar  Disorder 

458 

4.9498% 

Multi-infarct  Dementia 

385 

4.1608% 

Major  Depressive  Disorder 

366 

3.9555% 

No  Mental  Disorder 

354 

3.8258% 

Paranoid  Disorder 

304 

3.2854% 

Schizoaffective  Disorder 

199 

2.1507% 

Other  Psychotic  Disorder 

164 

1.7724% 

Adjustment  Disorder 

84 

0.9078% 

Depressive  Neurosis 

84 

0.9078% 

Unspecified  Mental  Disorder,  Non-Psychotic 

65 

0.7025% 

Mental  Retardation 

55 

0.5944% 

Drug  Disorder 

33 

0.3566% 

Anxiety  Disorder 

29 

0.3134% 

Personality  Disorder 

15 

0.1621% 

Somatoform  Disorder 

6 

0.0648% 

Schizophreniform  Disorder 

3 

0.0324% 

Sexual  Disorder 

2 

0.0216% 

Developmental  Disorder 

1 

0.0108% 

Table  III 


Primary  Groupings 

There  were  twenty  four  primary  diagnostic  group- 
ings for  psychiatric  conditions  established  by  the 
SCDMH.  The  six  most  frequently  used  primary 
diagnostic  groupings  were:  1)  Primary  Degenera- 
tive Disorder,  2)  Deferred/Undiagnosed,  3)  Social, 


4)  Schizophrenia,  5)  Alcohol  Disorder  and  6)  Other 
organic  mental  disorders.  These  six  primary  diag- 
nostic groupings  accounted  for  6.646  (71.8254 
percent)  of  the  patients  admitted.  These  are  noted 
in  Table  III. 
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Primary  Diagnostic  Sub-grouping  With  Diagnosis  of  Mental  Illness  Based  on  Broad 
Clinical  Categories 

With  Diagnosis  of  Mental  Illness 

Broad  Clinical  Categories 

N-6089 

N-6089 

Number 

Percent 

Number 

Percent 

Primary  Degenerative  Disorder 

1686 

27.69% 

Cognitive 

2595 

42.62% 

Other  Organic  Mental  Disorder 

524 

8.61% 

Disorders 

Multi-infarct  Dementia 

385 

6.32% 

Schizophrenia 

913 

14.99% 

Psychotic 

1583 

26.00% 

Paranoid  Disorders 

304 

4.99% 

Disorders 

Schizoaffective  Disorders 

199 

3.27% 

Other  Psychotic  Disorders 

164 

2.69% 

Schizophreniform  Disorders 

3 

0.05% 

Alcohol  Disorder 

713 

11.71% 

Substance 

746 

12.25% 

Drug  Disorder 

33 

0.54% 

Disorders 

Bipolar  Disorder 

458 

7.52% 

Mood 

908 

14.91% 

Depressive  Disorder 

366 

6.01% 

Disorders 

Depressive  Neurosis 

84 

1.38% 

Adjustment  Disorder 

84 

1.38% 

Other 

257 

4.22% 

Unspecified  Mental  Disorders 

65 

1.07% 

Mental 

Non-psychotic 

Disorders 

Mental  Retardation 

55 

0.90% 

Anxiety  Disorder 

29 

0.48% 

Personality  Disorder 

15 

0.25% 

Somatoform  Disorder 

6 

0.1% 

Sexual  Disorder 

2 

0.03% 

Developmental  Disorder 

1 

0.02% 

NOTE:  The  numbers  are  rounded  to  total  100% 


Table  IV 


Sub-groupings 

The  primary  diagnostic  groupings  were  further  sub- 
grouped as  either  “With  Diagnosis  of  Mental  Ill- 
ness” or  “Without  Diagnosis  of  Mental  Illness.” 
Twenty  one  of  the  primary  diagnostic  groupings 
were  placed  under  the  sub-grouping  “With  Diag- 
nosis of  Mental  Illness.”  The  three  other  primary 
diagnostic  groupings  which  included  Deferred/ 
Undiagnosed,  Social  and  No  Mental  Disorder  were 
placed  under  the  sub-grouping,  “Without  Diagno- 
sis of  Mental  Illness.”  Analysis  of  the  patients  ad- 
mitted showed  that  6,089  (65.8 1 percent)  were  un- 
der the  sub-grouping,  “With  Diagnosis  of  Mental 
Illness,”  and  3,164  (34.19  percent)  were  under  the 
sub-grouping  “Without  Diagnosis  of  Mental  Ill- 
ness.” Of  the  three  primary  diagnostic  groupings 


found  within  the  sub-grouping,  “Without  Diagno- 
sis of  Mental  Illness”  accounts  for  a total  of  3,164 
patients  admitted  over  this  period,  1,559  (49.27  per- 
cent) were  classified  as  Deferred/Undiagnosed, 
1,251  (39.54  percent)  were  classified  as  Social, 
and  354(11.19  percent)  were  classified  as  having  No 
Mental  Disorder. 

Clinical  Categories 

For  descriptive  clinical  purposes,  the  authors  es- 
tablished broad  clinical  categories  for  primary  di- 
agnostic groups  placed  under  the  sub-grouping 
“With  Diagnosis  of  Mental  Illness.”  These  broad 
descriptive  clinical  categories  encompass  Cogni- 
tive Disorders,  Psychotic  Disorders,  Mood  Disor- 
ders, Substance  Abuse,  and  Other  Mental  Disorders. 
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The  further  clustering  of  the  primary  diagnostic 
groupings  under  “With  Diagnosis  of  Mental  Illness” 
into  broad  clinical  categories  provides  an  overview 
of  key  clinical  issues  which  need  to  be  addressed 
when  providing  acute  psychiatric  services  to  eld- 
erly patients  with  mental  illness  in  a state  psychi- 
atric facility. 

Cognitive  disorders  include:  1 ) Primary  Degen- 
erative Disorders;  2)  Other  Organic  Mental  Disor- 
ders and;  3)  Multi-infarct  Dementia.  These  account 
for  42.62  percent  of  those  diagnosed  “With  Mental 
Illness”  and  28.05  percent  of  the  total  population  ad- 
mitted. 

Psychotic  disorders  include:  1)  Schizophrenia; 

2)  Paranoid  Disorders;  3)  Schizoaffective  Disor- 
ders; 4)  Other  Psychotic  Disorders  and;  5) 
Schizophreniform  Disorders.  These  account  for 
26.00  percent  of  those  diagnosed  “With  Diagnosis 
of  Mental  Illness”  and  17.11  percent  of  the  total 
population  admitted. 

Mood  Disorders  include:  1)  Bipolar  Disorders; 
2)  Major  Depressive  Disorders  and;  3)  Depressive 
Neurosis.  These  account  for  14.9 1 percent  of  those 
diagnosed  “With  Mental  Illness”  and  9.81  percent 
of  the  total  population  admitted. 


Substance  disorders  such  as  Alcohol  Disorder 
and  Drug  Disorder  account  for  12.25  percent  of 
those  diagnosed  “With  Diagnosis  of  Mental  Illness” 
and  8.06  percent  of  the  total  population  admitted. 

The  other  mental  disorders  include:  1)  Adjust- 
ment Disorders;  2)Unspecified  Mental  Disorders; 

3) Unspecified  Mental  Disorders;  Non-Psychotic; 

4) Mental  Retardation;  5)  Anxiety  Disorders;  6)  Per- 
sonality Disorders,  7)  Somatoform  Disorders,  8) 
Sexual  Disorders  and;  9)  Developmental  Disor- 
ders. These  account  for  4.22  percent  of  those  di- 
agnosed “With  Diagnosis  of  Mental  Illness”  and 
2.78  percent  of  the  total  population  admitted.  These 
are  illustrated  in  Table  IV. 

DISCHARGES 

The  total  number  of  patients  discharged  to  the  com- 
munity over  this  15  ° year  span  was  3,676  or  39.7 
percent  of  the  total  population  admitted.  Of  those 
discharged,  1,882  (51.2  percent)  were  males  and 
1,794  (48.8  percent ) were  females.  The  remain- 
ing 5,577  (60.27  percent)  were  transferred  to  other 
areas  within  CFSH,  to  other  hospitals,  or  died. 

SUMMARY 
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A total  of  9,253  geriatric  patients  with  mental  ill- 
ness were  admitted  from  July  1979  to  December 
1995  to  the  Crafts-Farrow  State  Hospital,  a state 
psychiatric  facility  which  was  closed  in  1997. 
There  were  more  females  than  males  admitted,  and 
this  is  a reflection  of  their  longer  life  expectancy. 
The  longer  life  expectancy  also  explains  the  pre- 
dominance for  widowed  females  and  married 
males.  In  this  population,  the  percentage  of  the 
ethnic  population  roughly  reflects  the  ethnic  mix 
of  the  state.  While  nearly  a third  of  the  population’s 
educational  status  was  unknown,  the  remaining 
two-thirds  showed  a relatively  low  level  of  educa- 
tion. This  shows  the  lack  of  educational  opportu- 
nities for  this  population.  The  vast  majority  of 
admissions  were  based  on  an  emergency  status. 
This  may  be  indicative  of  mental  disability,  physi- 
cal impairment,  social  problems  or  a combination 
of  these  factors,  thereby  necessitating  legal  inter- 
vention. Patients  were  admitted  from  every  county 
in  the  state  with  more  admissions  coming  from  the 
more  heavily  populated  areas.  Of  the  primary  di- 
agnostic groupings,  over  one-third  of  those  admit- 
ted were  sub-grouped  under  “Without  Diagnosis 
of  Mental  Illness.”  Of  those,  almost  one-half  were 
Deferred/Undiagnosed,  over  a third  Social  and  over 
one-tenth  with  No  Mental  Disorder.  The  high  in- 
cidence of  these  diagnostic  sub-groupings  can  be 
explained  by  the  complex  co-existence  of  both 
clinical  and  psychosocial  issues  occurring  in  this 
population. 

Of  those  diagnostic  groupings  classified  under 
the  sub-grouping  “With  Diagnosis  of  Mental  Ill- 
ness,” the  most  frequent  was  Primary  Degenera- 
tive Disorder,  which  accounted  for  almost  one-fifth 
of  all  patients  admitted  and  over  one-fourth  of  those 
who  received  a diagnostic  sub-grouping  of  “With 
Diagnosis  of  Mental  Illness.”  This  finding  indi- 
cates that  Primary  Degenerative  Disorders  was  the 
most  frequent  primary  diagnostic  grouping  of  pa- 
tients hospitalized. 

The  remaining  groupings  classified  under  the 
sub-grouping  “With  a Diagnosis  of  Mental  Illness” 
in  their  order  of  frequency  were:  Schizophrenia, 
Alcohol  Disorder,  Other  Organic  Mental  Disorder, 
Bipolar  Disorder  and  Multi-Infarct  Dementia. 
Schizophrenia  and  Bipolar  Disorder  reflect  the  con- 
tinuation of  these  chronic  mental  disorders  into  old 
age  with  initial  onset  occurring  at  an  earlier  age. 


Alcohol  Disorder  emphasizes  the  vulnerability  of 
the  older  population  to  problems  with  alcohol.  The 
presence  of  other  Organic  Mental  Disorders  and 
Multi-Infarct  Dementia  denotes  the  susceptibility 
of  older  individuals  to  organic  conditions  other  than 
that  of  Primary  Degenerative  Disorder.  Finally, 
the  issue  of  placement  upon  discharge  for  these 
patients  was  highly  significant.  The  majority  of 
these  patients  did  not  go  back  to  the  community 
even  though  their  need  for  acute  psychiatric  care 
may  have  been  met.  This  was  often  because  of  a 
combination  of  factors  such  as  mental  disability, 
physical  impairment  and  chronic  medical  condi- 
tions as  well  as  the  lack  of  social  support.  These 
made  discharges  to  existing  community  programs 
difficult,  and  thereby,  required  transfer  to  other  ar- 
eas within  the  hospital  or  to  other  facilities. 

CONCLUSION 

This  paper  offers  an  insight  into  the  history  of 
mental  health  in  South  Carolina.  The  CFSH  was 
central  in  the  historic  past  of  mental  health  ser- 
vices for  the  geriatric  mentally  ill  patients  in  the 
state.  Many  changes  in  the  hospital  occurred  be- 
cause of  the  prevailing  social  climate  of  the  times. 
Innumerable  geriatric  mentally  ill  individuals  ben- 
efited from  opportunities  offered  by  the  hospital 
previously  unavailable  to  them.  Better  demo- 
graphic and  clinical  information  have  been  gained 
about  these  individuals  through  the  use  of  com- 
puters and  other  technological  advancement.  This 
has  allowed  the  development  of  improved  services 
necessary  to  meet  their  needs.  The  information 
gathered  in  this  study  is  offered  as  a basis  for  fu- 
ture planning  of  mental  health  services  for  geriat- 
ric, mentally  ill  individuals  in  South  Carolina. 
Hopefully,  this  study  will  enhance  the  quality  of 
services  provided  to  this  segment  of  the  popula- 
tion, both  in  South  Carolina  and  in  other  states. 
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INTRODUCTION 

The  inguinal  hernia,  despite  its  frequency  in  clini- 
cal medicine,  continues  to  present  challenging 
problems  for  the  physician  and  surgeon.  Although 
many  recent  major  technical  advances  have  oc- 
curred in  surgery,  the  current  management  of  an 
inguinal  hernia  remains  as  controversial  and  diverse 
as  it  was  in  the  time  of  Halsted  and  Bassini.  De- 
velopments in  the  management  of  an  inguinal  her- 
nia have  decreased  recurrence  rates  and 
postoperative  disability.  Currently,  adult  inguinal 
herniorrhaphy  accounts  for  15  percent  of  the  op- 
erations in  general  surgery  and  is  the  most  com- 
mon procedure  performed  by  the  general  surgeon.1 
Approximately  756,000  hernia  repairs  were  com- 
pleted in  the  United  States  in  1996. 2 Recurrent 
hernias  accounted  for  16  percent  of  hernia  repairs 
which  testifies  to  the  fact  that  the  perfect  surgical 
solution  to  this  problem  has  not  yet  been  devel- 
oped.3 

HISTORICAL  PERSPECTIVE 

Inguinal  herniation,  presenting  as  a bulge  in  the 
groin,  was  first  memorialized  in  stone  by  the  an- 
cient Greeks  and  was  mentioned  in  an  Egyptian 
papyrus  from  1500  BC. 4 A Phoenician  statuette  of 
900  BC  depicts  a bilateral  inguinal  hernia  treated 
with  tightly  fitting  bandages  used  as  a truss.  Celsus 
in  25  AD  advocated  an  incision  in  the  scrotum  with 
dissection  of  the  hernia  sac  off  of  the  cord  and  ex- 
cision. The  wound  was  left  open  to  granulate. 
Galen  in  200  AD  wrote  that  herniation  was  due  to 
the  rupture  of  the  peritoneum  with  stretching  of 
the  overlying  fascia  and  muscles. 

After  the  fall  of  Rome,  the  Christian  church  is- 
sued a proclamation  forbidding  surgery.  Conse- 
quently, the  practice  of  surgery  was  transferred  to 
barbers,  hangmen,  and  itinerant  “incisors”  whose 
techniques  were  subsequently  handed  down  in 
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families.  In  the  middle  ages,  herniation  was  treated 
mainly  with  trusses.  However,  castration  was  em- 
ployed along  with  simple  ligation  of  the  sac. 

After  the  renaissance,  autopsy  and  anatomic 
dissection  spread  throughout  Europe  and  knowl- 
edge about  inguinal  herniation  accumulated  rap- 
idly. Littre  reported  in  1719  a Meckel’s 
diverticulum  in  a hernia  sac.5  Heister,  in  1724,  dis- 
tinguished direct  from  indirect  inguinal  hernia  de- 
fects.6 Hunter,  in  1785,  described  the  congenital 
nature  of  some  indirect  hernias  with  the  processus 
vaginalis  being  continuous  with  the  tunica 
vaginalis.’  The  anatomic  era  culminated  in  the 
early  nineteenth  century  with  the  complete  ana- 
tomic description  of  the  inguinal  canal  with  con- 
tributions from  Scarpa,  Camper,  Cooper,  and 
Hesselbach.  Despite  these  important  advances  and 
the  introduction  of  anesthesia  in  1 846,  surgical  re- 
pair of  an  inguinal  hernia  made  little  progress  in 
the  first  half  of  the  nineteenth  century.  Any  at- 
tempt to  open  the  inguinal  canal  was  followed  by 
sepsis  and  recurrence  of  the  hernia. 

In  August  1865,  Joseph  Lister  successfully 
treated  an  open  fracture  of  the  tibia  with  undiluted 
carbolic  acid  dressing.  The  wound  healed  prima- 
rily and  his  experience  was  published  in  1867.4  In 
the  United  States,  Marcy  in  1871  published  an 
original  paper  on  antiseptic  herniorrhaphy  using 
Carbolized  Cat  Gut  Ligature.8  He  reduced  two  in- 
carcerated direct  inguinal  hernias  with  the  un- 
opened sacs  being  returned  above  the  internal  ring. 
Over  the  next  20  years,  reduction  in  the  infection 
rate  led  to  the  introduction  of  several  techniques 
for  the  surgical  repair  of  inguinal  hernias  with  little 
improvement  in  the  final  results. 

In  1884,  Edoardo  Bassini  developed  a hernia  re- 
pair where  he  restored  the  obliquity  of  the  inguinal 
canal.  A new  inguinal  floor  was  reconstmcted  using 
the  conjoined  fascia  with  the  use  of  interrupted  silk 
sutures.  His  procedure  slowly  became  known 
throughout  the  world  and  marked  the  beginning  of 
the  modem  era  of  inguinal  hernia  repair.9 
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Separately,  Halsted  developed  a procedure  simi- 
lar to  that  of  Bassini  which  transposed  the  cord 
above  the  external  oblique  aponeurosis  (Halsted 
I).10  The  Halsted  II  procedure  did  not  transpose 
the  cord,  but  added  the  imbrication  of  the  aponeuro- 
sis of  the  external  oblique  aponeurosis  in  the  clo- 
sure.11 Andrews  is  actually  credited  with  the 
description  of  the  external  oblique  imbrication,  and 
this  operation  is  known  as  the  Fergusson-Andrews 
operation.12  In  1898,  Lotheissen  described  the  use 
of  the  iliopectineal  ligament  (Cooper’s)  to  anchor 
the  medial  aspect  of  the  repair.13  This  was  popu- 
larized in  1948,  by  McVay,  whose  name  is  com- 
monly associated  with  this  repair.14  Despite  the 
proliferation  of  these  new  methods  of  repair,  re- 
currence rates  for  inguinal  hernia  repair  remained 
in  the  range  of  10-30  percent  and  were  thought  to 
be  underestimated.  In  1953,  Shouldice  reported 
the  Canadian  repair  for  inguinal  hernias.15  This 
method  used  four  layers  of  running  sutures  and 
resulted  in  a reduction  in  the  rate  of  hernia  recur- 
rence. The  Shouldice  Clinic  in  a series  of  200,000 
groin  hernias  repaired  since  1 945  reported  an  over- 
all recurrence  rate  of  one  percent.16  Although  these 
results  were  never  duplicated  by  others,  this  surgi- 
cal procedure  lead  to  fewer  recurrences  than  other 
conventional  repairs.  Recent  studies  report  recur- 
rence rates  of  five  to  six  percent  for  the  Shouldice 
method17  18  and  eight  to  ten  percent  for  Bassini  and 
McVay  repairs.19  The  longer  and  more  complete 
the  follow-up,  the  higher  the  recurrence  rate.19 

A preperitoneal  sutured  hernia  repair  which  used 
a transabdominal  rather  than  an  anterior  approach 
was  developed  in  1960  by  Nyhus,  Condon,  and 
Harkins.20  A two  percent  recurrence  rate  was  re- 
ported by  the  pioneers  of  this  preperitoneal  tech- 
nique. The  results  of  the  sutured  preperitoneal 
hernia  repair  in  the  hands  of  other  surgeons  reported 
recurrence  rates  of  16-35  percent.3  21 

A milestone  in  surgical  hernia  repair  was  the 
development  of  a biocompatible  prosthetic  mesh 
in  the  late  1950’s  by  Usher.22  The  use  of  prosthetic 
material  was  initially  recommended  for  very  large 
complicated  hernias  or  cases  of  multiple  recur- 
rences. This  conservative  use  of  mesh  was  chal- 
lenged by  Stoppa23  and  Lichtenstein.24  All 
laparoscopic  hernia  repairs  are  based  on  Stoppa’s 
work  with  the  placement  of  preperitoneal  mesh  to 
repair  recurrent  inguinal  hernias  which  could  not 


be  repaired  with  suture.  Stoppa  reported  a recur- 
rence rate  of  1 .5  percent.23  Other  centers  have  re- 
ported a recurrence  rate  of  26  percent  using 
Stoppa’s  original  technique.24  Lichtenstein  pio- 
neered the  idea  that  the  source  of  most  recurrences 
following  tissue  based  hernia  repair  was  suture  line 
tension  and  that  prosthetic  mesh  could  be  used  to 
eliminate  tension  in  all  hernia  repairs.25  His  ante- 
rior approach  with  the  routine  use  of  tension-free 
reconstruction  of  the  inguinal  floor  using  mesh  pro- 
duced low  recurrence  rates  which  have  been  dupli- 
cated by  many  authors.26  A meta-analysis  of  over 
three  thousand  repairs  from  five  different  centers 
had  a recurrence  rate  of  0.2  percent,  with  no  rejec- 
tion and  an  infection  rate  of  0.03  percent.26  In  1995, 
a survey  of  72  surgeons  who  had  performed  over 
1 6,000  tension  free  mesh  repairs  showed  a recur- 
rence rate  less  than  0.5  percent  with  an  infection 
rate  of  0.6  percent.27 

The  most  recent  development  is  that  of 
laparoscopic  hernia  surgery,  with  the  first  reported 
laparoscopic  hernia  repair  by  Popp  in  1990.28  Since 
then,  several  methods  have  been  developed  includ- 
ing transabdominal  preperitoneal  repair  (TAPP) 
with  and  without  the  use  of  mesh,  and  totally 
extraperitoneal  laparoscopic  repair  (TEP).  Propo- 
nents of  the  laparoscopic  approach  suggest  that  this 
method  provides  increased  patient  comfort,  de- 
creased recovery  time,  the  ability  to  repair  bilat- 
eral hernias  at  one  sitting  and  safer  repair  of 
recurrent  hernias.  Disadvantages  include  the  vio- 
lation of  the  peritoneal  cavity,  the  use  of  mesh,  the 
requirement  for  general  anesthesia,  and  the  in- 
creased cost  of  the  procedure  compared  to  an  ante- 
rior approach  hernia  repair. 

GENERAL  CONSIDERATIONS 
Diagnosis:  The  diagnosis  of  inguinal  hernia  in 
adults  is  best  made  on  physical  examination.  The 
exam  is  performed  with  the  physician  seated  in 
front  of  a standing  patient.  The  exam  should  con- 
sist of  observation  of  the  groin  for  evidence  of  a 
bulge  or  swelling  while  the  patient  performs  a 
maneuver  to  increase  intra-abdominal  pressure. 
This  is  then  repeated  with  the  index  finger  invagi- 
nated  into  the  external  ring  to  palpate  for  the  bulge 
or  the  transmission  of  pressure.  The  exam  is  then 
repeated  in  the  supine  position.  Differentiation 
between  a direct  and  an  indirect  inguinal  hernia  is 
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difficult  and  clinically  unimportant  as  the  opera- 
tive approach  is  unchanged  by  the  distinction. 
Ultrasound  is  the  most  accurate  non  invasive  test 
to  diagnose  an  inguinal  hernia  for  the  difficult  case 
where  physical  examination  is  not  accurate  due  to 
obesity,  pain,  or  presence  of  a cord  lipoma. 

Direct  Inguinal  Hernia:  In  a direct  hernia  the 
protruding  hernia  sac  does  not  herniate  through  the 
internal  ring.  The  transversalis  fascia  weakens  and 
the  hernia  protrudes  through  the  floor  of  the  in- 
guinal canal  in  Hesselbach’s  triangle.  Hesselbachs 
triangle  consists  of  an  area  of  the  inguinal  floor 
bounded  laterally  by  the  sheath  of  the  inferior  epi- 
gastric artery,  caudally  by  the  inguinal  ligament, 
and  medially  by  the  lateral  margin  of  the  rectus 
sheath.  The  direct  hernia  usually  presents  as  a dif- 
fuse weakness  and  general  bulging  in  Hesselbach's 
triangle. 

Indirect  Inguinal  Hernia:  The  indirect  hernia 
in  adults  consists  of  a protrusion  of  the  hernia  sac 
through  an  enlarged  internal  inguinal  ring.  This 
type  of  herniation  occurs  anterior  and  medial  to 
the  cord  structures  at  the  internal  ring  and  is  sur- 
rounded by  the  fibers  of  the  cremaster  muscle. 

Complications  of  Untreated  Inguinal  Hernia: 
Incarceration,  strangulation,  and  intestinal  obstruc- 
tion are  the  major  potential  complications  for  in- 
guinal hernias  which  are  not  repaired.  About  10-20 
percent  of  groin  hernias  may  undergo  incarcera- 
tion if  left  untreated.  Strangulation  begins  when 
the  blood  flow  to  or  from  the  incarcerated  viscus 
becomes  compromised.  Attempts  at  reduction  are 
worthwhile  and  should  be  successful  in  a majority 
of  patients  in  whom  they  are  attempted.  Reduc- 
tion of  an  incarcerated  hernia  allows  the  inflam- 
matory response  to  subside  and  elective  hernia 
repair  prior  to  discharge  from  the  hospital  is  man- 
datory. Any  incarcerated  hernia  that  cannot  be  re- 
duced should  be  treated  as  a strangulation  and  is  a 
surgical  emergency.  Incarcerated  hernias  do  not 
necessarily  cause  obstruction,  however,  strangu- 
lated hernias  usually  are  associated  with  the  signs 
and  symptoms  of  obstruction.  Therefore,  all  pa- 
tients with  bowel  obstruction  should  be  inspected 
for  signs  of  a hernia  and  all  hernia  patients  should 
be  examined  for  signs  of  obstruction. 

Complications  of  Hernia  Repair:  Complica- 
tions following  hernia  repair  differ  among  various 
operative  procedures.  In  general,  they  include  hem- 


orrhage, ischemic  orchitis  with  testicular  atrophy, 
injury  to  the  vas.  nerve  injury,  bladder  injury,  wound 
infection  and  recurrence.  Hemorrhage  during 
herniorrhaphy  commonly  may  occur  from  the  pu- 
bic branch  of  the  obturator  artery,  the  inferior  deep 
epigastric  vessels,  the  deep  circumflex  iliac  ves- 
sels, the  cremasteric  artery,  and  the  external  iliac 
vessels.  Injury  to  all  but  the  external  iliac  vessels 
can  be  ligated  because  of  extensive  arterial 
collateralization.  Placement  of  sutures  deep  into 
the  iliopubic  tract  or  in  the  shelving  edge  of  the 
inguinal  ligament  may  injure  the  external  iliac  ar- 
tery or  vein.  The  suture  should  be  removed  and 
direct  pressure  applied  to  achieve  hemostasis.  Di- 
rect repair  of  the  vascular  injury  rarely  is  neces- 
sary. Nerv  e injury  is  probably  the  most  significant 
intraoperative  complication  of  any  hernia  repair. 
Care  must  be  exercised  to  avoid  injuring  inguinal 
nerves  to  avoid  potential  long  term  disabling  ef- 
fects. Severed  nerves  when  identified  should  be 
transected  close  to  the  neurolemmal  sheath  to  pre- 
vent development  of  a neuroma.  Nerve  entrapment 
by  suture  or  mesh  is  the  most  significant  nerve  in- 
jury as  it  will  cause  chronic  discomfort  requiring 
correction.  Specific  nerve  block  or  nerve  ablation 
may  correct  the  problem,  but  an  occasional  re-op- 
erative procedure  may  be  required.  When  a sev- 
ered vas  is  recognized  at  surgery,  immediate 
surgical  repair  should  be  accomplished.  Continu- 
ity can  be  restored  using  magnification  with  fine 
absorbable  monofilament  sutures  over  an  internal 
removable  nylon  stent.  Surgical  repair  of  the  vas 
should  be  in  the  surgical  technical  competence  of 
any  surgeon  who  performs  hernia  repairs.  The  uri- 
nary bladder  can  be  injured  with  dissection  of  the 
medial  wall  of  a direct  hernia  repair.  Failing  to 
recognize  such  an  injury  is  much  worse  than  actu- 
ally causing  it.  Any  bladder  injury  can  be  easily 
repaired  in  two  or  three  layers. 

Recurrence  is  the  most  common  postoperative 
complication  following  repair  of  inguinal  hernia. 
Representative  recurrence  rate  after  three  to  six 
years  are  one  to  five  percent  for  indirect  inguinal 
hernias,  two  to  eight  percent  for  direct  inguinal  her- 
nias, and  two  to  twenty  percent  for  recurrent  in- 
guinal hernias.29- 30  Factors  that  determine 
recurrence  rate  include  missed  hernias,  technical 
errors,  suture  line  tension,  and  biologic  factors  such 
as  collagen  turnover  and  deposition.19 
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OPERATIVE  REPAIRS 
Bassini  Repair 

Until  recently,  the  most  commonly  used  procedure 
for  the  repair  of  inguinal  hernia  was  the  repair  in- 
troduced by  Bassini  in  the  1880s.9  Bassini’s  op- 
eration was  largely  misinterpreted  during  the  first 
half  of  the  20th  century.31  In  this  repair,  the  exter- 
nal oblique  aponeurosis  is  opened  over  the  inguinal 
canal  and  the  spermatic  cord  is  skeletonized.  Any 
indirect  hernia  sac  is  ligated  under  direct  vision  at 
the  level  of  the  internal  ring.  Originally  a triple 
layer  repair  was  performed  where  the  transversalis 
fascia  was  opened  and  included  with  the  internal 
oblique  muscle  and  transverse  abdominis  apo- 
neurosis and  fascia  and  sewn  with  interrupted  non- 
absorbable suture  to  the  iliopubic  tract  and  the 
shelving  edge  of  the  inguinal  ligament.  Most  sur- 
geons fail  to  incise  the  transversalis  fascia  and  in- 
clude it  in  this  repair  and  subsequently  employ  a 
variation  of  the  original  procedure.  Suture  line  ten- 
sion probably  accounts  for  most  recurrences  after 
the  Bassini  or  most  other  tissue  based  repairs. 

McVay  (Cooper’s  Ligament)  Repair 
The  McVay  (Cooper’s  Ligament)  Repair  requires 
that  the  medial  portion  of  the  iliopubic  tract  must 
be  excised  to  expose  the  medial  edge  of  the  femo- 
ral sheath  and  iliopectineal  ligament  (Cooper’s) 
ligament  for  the  placement  of  sutures.  This  repair 
always  requires  a relaxing  incision  at  the  point  of 
fusion  of  the  external  oblique  aponeurosis  and  the 
anterior  rectus  sheath  to  reduce  tension.  The  re- 
pair begins  at  the  pubic  tubercle  by  anchoring  the 
transverse  abdominous  aponeurosis  and  the  trans- 
versalis fascia  to  Cooper’s  ligament.  This  line  of 
interrupted  sutures  is  carried  to  the  femoral  sheath. 
A transition  suture  is  made  encompassing  Cooper’s 
ligament  as  well  as  the  anterior-medial  femoral 
sheath  with  the  transverse  abdominous  aponeuro- 
sis and  transversalis  fascia.  The  repair  is  then  con- 
tinued laterally  using  the  iliopubic  tract  to  anchor 
the  transversalis  fascia  and  transverse  abdominous 
aponeurosis.  The  suture  line  is  continued  until  the 
internal  ring  reapproximation  only  admits  a fin- 
gertip alongside  the  spermatic  cord.  The  cord  struc- 
tures are  replaced  in  the  normal  anatomical  position 
within  the  inguinal  canal  and  the  external  oblique 
aponeurosis  is  closed  over  the  cord. 


Shouldice  Repair 

This  method  involves  the  division  of  the  transver- 
salis fascia  from  the  internal  inguinal  ring  to  the 
pubic  tubercle.  The  posterior  wall  repair  is  accom- 
plished by  imbricating  the  lateral  and  medial  leaves 
of  the  divided  transverse  aponeurotic  fascial  fibers 
with  a continuous  monofilament  polypropylene 
suture.  The  superomedial  flap  is  brought  over  the 
inferolateral  flap.  The  first  suture  line  begins  at 
the  pubic  tubercle  and  is  sewn  in  a continuous  fash- 
ion up  to  the  internal  ring,  suturing  the  free  edge 
of  the  inferolateral  flap  to  the  underside  of  the 
superomedial  flap.  At  the  internal  inguinal  ring, 
the  cranial  portion  of  the  cremaster  may  be  included 
in  the  suture  line.  This  gives  additional  strength  to 
the  internal  inguinal  ring.  The  suture  line  is  then 
doubled  back  bringing  the  leading  edge  of  the 
superomedial  flap  to  the  shelving  edge  of  the  in- 
guinal ligament.  The  lacunar  ligament  is  included 
in  this  suture  line  to  obliterate  the  dead  space  me- 
dial to  the  femoral  vessels.  A second  suture,  be- 
ginning at  the  internal  ring,  brings  the  internal 
oblique  and  transversus  muscles  down  to  the  deep 
surface  of  the  inguinal  ligament.  At  the  level  of 
the  pubic  bone,  this  suture  doubles  back,  attaching 
the  same  structures  in  a more  superficial  plane  and 
the  suture  is  tied  to  itself  at  the  internal  ring.  The 
remainder  of  the  procedure  is  similar  to  other  an- 
terior repairs.  Recurrence  rates  for  the  Shouldice 
repair  are  low  and  most  recurrences  after  the 
Shouldice  repair  are  femoral  hernias.  Six  authors 
reporting  on  over  33,000  repairs  with  a 20  year 
follow-up  report  a 0.18  to  2.6  percent  recurrence 
rate.18  Other  reports  of  the  Shouldice  repair  have 
generally  not  been  as  successful.  A French  study 
in  1995  reported  a recurrence  rate  of  5.9  percent 
for  Shouldice,  eight  percent  for  Bassini,  and  a 
eleven  percent  recurrence  for  Cooper’s  ligament 
repairs.18  Higher  recurrence  rates  for  the  Shouldice 
repair  occur  when  polypropylene  is  substituted  for 
stainless  steel.18 

The  Tension-Free  Hernioplasty 
Although  the  use  of  prosthetic  materials  is  not  new 
to  hernia  surgery,  the  contributions  made  by 
Lichtenstein  with  the  introduction  of  the  tension- 
less mesh  hernia  repair  represent  a significant  ad- 
vancement in  hernia  surgery.  In  1976,  Lichtenstein 
advocated  the  use  of  mesh  in  primary  direct  her- 
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nias,  an  idea  that  was  neither  accepted  nor  popular 
at  the  time.32  He  postulated  that  the  flaw  in  in- 
guinal hernia  repairs  was  suture  line  tension  which 
was  an  integral  part  of  all  tissue  based  hernia  re- 
pairs.25 He  began  using  mesh  in  all  primary  hernia 
repairs  mainly  as  prophylaxis  against  recurrent  di- 
rect herniation  following  repair  for  indirect  hernia- 
tion. A mesh  plug  was  inserted,  tapered  end  first, 
through  the  internal  ring  into  abdominal  cavity.  The 
plug  was  then  anchored  in  place  using  interrupted 
absorbable  sutures.  This  mesh  plug  has  been  sub- 
sequently eliminated  from  the  procedure.  In  a di- 
rect hernia,  the  direct  sac  is  inverted  and  imbricated 
using  a nonabsorbable  suture  to  flatten  the  poste- 
rior wall  of  the  inguinal  canal.  All  indirect  and 
direct  hemioplasties  are  reinforced  with  a large 
piece  of  flat  mesh.  This  onlay  patch  is  placed  on 
the  anterior  surface  of  the  posterior  wall  of  the  in- 
guinal canal  from  the  pubic  tubercle  to  above  the 
internal  ring.  A slit  made  in  the  mesh  permits  egress 
of  the  spermatic  cord  and  the  tails  of  the  mesh  are 
overlapped.  This  method  is  also  suitable  for  all 
recurrent  hernia  repairs.  The  general  rule  which 
Lichtenstein  applied,  is  to  do  minimal  dissection 
to  free  the  direct  hernia  sac  to  its  base.  Less  tissue 
disruption  results  in  fewer  complications  and  im- 
proved patient  comfort.26,33’34 

Laparoscopic  Hernia  Repair 

Laparoscopic  methods  of  hernia  repair  like  the  ten- 
sionless repairs  have  been  developed  in  an  effort 
to  reduce  the  long  term  recurrence  rate  of  an  ante- 
rior repair  while  improving  the  short  term  disabil- 
ity. There  are  several  laparoscopic  methods 
currently  performed.  The  original  intraperitoneal 
onlay  mesh  method  (IPOM)  involved  laparoscopic 
access  to  the  peritoneal  cavity  and  placement  of  a 
patch  over  the  hernia  defect  which  was  stapled  into 
place.  This  method  has  been  abandoned  because 
of  concern  over  use  of  mesh  in  the  abdomen  where 
it  is  placed  in  direct  contact  with  the  intra-abdomi- 
nal contents.  The  transabdominal  preperitoneal 
repair  (TAPP)  involves  access  to  the  abdominal 
cavity  with  creation  of  peritoneal  flaps  in  the  in- 
guinal region  and  placement  of  a large  mesh  patch 
to  cover  all  potential  hernia  spaces.  The  patch  is 
fixed  to  the  transversalis  fascia  and  Cooper’s  liga- 
ment. The  peritoneum  is  then  closed  over  the  mesh 
to  prevent  contact  with  the  abdominal  contents.  The 


most  recently  developed  laparoscopic  procedure  is 
a total  extraperitoneal  approach  (TEP).  In  this  ap- 
proach, the  preperitoneal  space  is  entered  inferior 
to  the  umbilicus  with  a dissecting  balloon  which  is 
inflated  under  direct  vision.  Additional  trocars  are 
then  placed,  and  the  balloon  is  removed.  The  op- 
erating space  is  maintained  using  CO,  insufflation. 
The  remainder  of  the  procedure  is  similar  to  the 
TAPP  repair  with  a large  piece  of  mesh  used  for 
the  repair. 

The  advantages  of  laparoscopic  repairs  include 
the  ability  to  examine  and  repair  bilateral  hernias 
during  the  same  procedure,  repair  of  recurrent  her- 
nias without  crossing  previously  dissected  tissue 
plains,  and  earlier  return  to  normal  activity.  Dis- 
advantages include  requirement  for  general  anes- 
thesia, higher  surgical  costs,  and  a lack  of  long 
follow-up  data.  Multiple  recent  studies  have  been 
published  comparing  laparoscopic  to  open  hernia 
repair  with  mixed  results.  In  general,  the  data  in 
some  studies,  indicates  that  patients  treated  by  ex- 
perienced laparoscopic  surgeons  may  have  quicker 
recovery  times,  less  postoperative  pain,  and  an  ear- 
lier return  to  work. 

THE  FUTURE 

Currently,  four  different  hernia  repairs  exist  which 
produce  very  good  results.  The  most  efficient  an- 
terior repairs  are  the  Shouldice  technique  and  the 
Lichtenstein  technique.  The  laparoscopic  hernior- 
rhaphy procedures  of  transabdominal  preperitoneal 
repair  (TAPP)  and  the  total  extraperitoneal  repair 
(TEP)  have  been  developed  over  the  last  ten  years 
and  have  become  popular  among  patients  and 
among  some  surgeons.  The  recurrence  rate  asso- 
ciated with  herniorrhaphy  has  traditionally  been  the 
outcome  measure  of  choice  for  surgeons.  As  the 
actual  recurrence  rate  of  these  four  most  popular 
hernia  repairs  is  approximately  five  percent,  and 
probably  will  never  be  less,  new  parameters  for 
measuring  hernia  repair  results  have  been  intro- 
duced. Patient  centered  outcomes  such  as  pain, 
time  off  from  work,  functional  status,  quality  of 
life,  long  term  consequences  and  impact  on  the 
family  have  been  introduced.  This  data  permits  a 
more  comprehensive  assessment  of  any  hernia  re- 
pair but  are  difficult  to  measure  in  any  systematic 
and  reproducible  fashion.  Despite  the  large  num- 
ber of  clinical  trials  found  in  the  current  literature, 
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significant  bias  can  always  be  found.  Caution  is 
advised  in  reviewing  results  from  any  of  the  many 
reports  as  a recent  study35  of  open  herniorrhaphy 
showed  that  return  to  work  was  most  often  deter- 
mined by  the  patient’s  type  of  insurance  coverage 
rather  than  the  type  of  procedure  used  to  repair  the 
hernia. 

The  hernia  repair  used  should  be  determined 
by  the  type  of  hernia,  the  particular  patient  and  the 
skill  of  the  surgeon.  A selective  approach  is  the 
most  rational  way  to  provide  optimum  care  for 
patients  with  an  inguinal  hernia.36  The  primary 
indications  for  laparoscopic  repair  are  bilateral 
hernias  or  a patient  with  multiple  recurrent  her- 
nias. Contraindications  to  a laparoscopic  repair 
include  any  obvious  cardiopulmonary 
contraindications  to  a pneumoperitoneum.  Some 
patients  who  have  brain  lesions  should  not  undergo 
a laparoscopic  hernia  repair  as  a pneumoperito- 
neum increases  intracranial  pressure.  Another  con- 
traindication to  a laparoscopic  procedure  is  a giant 
scrotal  hernia  in  which  the  CO,  will  enter  the  scro- 
tum instead  of  inflating  the  abdomen.  It  is  diffi- 
cult to  laparoscopically  dissect  the  preperitoneal 
space  in  any  patient  who  has  undergone  a radical 
prostatectomy  or  had  previous  pelvic  irradiation. 
Elderly  males  are  likely  to  have  a large  hernia 
which  is  complicated  to  repair  using  a laparoscopic 
approach. 

The  anterior  approach  should  be  the  procedure 
of  choice  in  any  unilateral  inguinal  hernia.  The 
anterior  approach  should  also  be  used  in  any  pa- 
tient with  a contraindication  to  a laparoscopic  pro- 
cedure. Though  several  authors  recommend  a 
Lichtenstein  or  Shouldice  hernia  repair  with  local 
anesthesia  only,  there  are  significant  reservations 
with  use  of  only  this  type  of  anesthesia.  Local 
anesthesia  is  difficult  to  use  properly  in  hernia  sur- 
gery and  obtain  a sufficient  and  comfortable  level 
of  intraoperative  anesthesia.  Surgeons  who  use 
local  anesthesia,  also  administer  considerable 
amounts  of  intravenous  medications  for  concomi- 
tant intraoperative  conscious  sedation.  A spinal 
or  general  anesthesia  may  be  more  appropriate  than 
local  anesthesia  in  many  of  these  hernia  patients. 
A spinal  or  general  anesthesia  will  permit  a faster 
operative  procedure  with  no  intraoperative  pain 
experienced  by  the  patient. 

The  Shouldice  repair  should  not  be  used  in  any 


patient  in  which  the  floor  of  the  inguinal  canal  is 
normal.  An  inguinal  floor  dissection  should  only 
be  performed  if  a direct  hernia  is  present.  Unnec- 
essary dissection  of  Hasselbach’s  triangle  causes 
unnecessary  pain,  more  suturing,  and  subsequent 
increased  tension.  It  also  creates  an  unnecessary 
potential  for  postoperative  complications  such  as 
nerve  damage.  The  primary  indication  for  a 
Shouldice  repair  is  a diffuse  direct  inguinal  hernia. 

The  Lichtenstein  hernia  repair  is  very  success- 
ful for  many  reasons.  It  is  a tension  free  repair 
which  can  be  used  to  cover  many  types  of  poten- 
tial hernia  defects,  not  just  the  current  defect.  In 
terms  of  prevention  of  recurrence,  it  is  important 
to  address  all  potential  hernia  defects  at  the  initial 
surgical  procedure.  The  tension  free  Lichtenstein 
repair  is  rapid,  easy  to  perform,  and  also  easy  to 
teach  to  residents.  Most  surgeons  who  perform 
large  numbers  of  hernia  repairs  indicate  that  the 
use  of  mesh  in  the  Lichtenstein  repair  produces  a 
tension  free  repair  which  is  associated  with  mini- 
mal postoperative  pain  and  a fast  recovery.  Unfor- 
tunately, there  are  disadvantages  of  the  Lichtenstein 
repair.  The  genital  branch  of  the  genitofemoral 
nerve  is  draped  over  the  top  of  or  directly  under- 
neath the  mesh.  In  some  cases,  the  ilioinguinal 
nerve  has  been  dissected  free,  and  it  is  also  draped 
on  top  of  the  mesh.  These  nerves  can  become  en- 
trapped as  the  result  of  a fibroblastic  reaction  to 
the  mesh.  The  use  of  mesh  in  premenopausal 
women  has  been  associated  with  the  occasional 
development  of  a fibromyalgia  like  syndrome  or 
chronic  inguinal  pain  without  the  development  of 
a recurrent  hernia. 

Laparoscopic  hernia  repairs  are  a technically 
difficult  procedure  to  learn.  There  is  always  a learn- 
ing curve  for  new  surgical  procedures.  This  learn- 
ing process  depends  on  the  complexity  of  the 
laparoscopic  procedure,  the  aptitude  and  technical 
skill  of  the  surgeon  who  is  attempting  to  master 
the  various  types  of  laparoscopic  surgical  tech- 
niques and  the  skill  of  the  surgeon  who  is  trying  to 
teach  the  laparoscopic  procedure. 

The  TAPP  is  the  most  frequently  performed 
laparoscopic  hernia  repair.  In  every  TAPP  series, 
there  is  an  incidence  of  small  bowel  obstruction 
due  to  herniation  of  the  bowel  through  the  perito- 
neal closure.  The  TAPP  is  technically  easier  to 
perform  than  other  laparoscopic  techniques  espe- 
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dally  in  indirect  hernias.  The  incision  in  the  peri- 
toneum enables  the  surgeon  to  readily  detach  the 
indirect  sac  from  the  cord  structures.  In  the  TEP 
procedure,  the  indirect  sac  remains  intact  and  must 
be  dissected  free  from  within  the  preperitoneal 
space. 

The  TEP  repair  solves  many  major  objections 
to  the  TAPP  procedure.  The  TEP  repair  does  not 
enter  the  peritoneal  cavity  and  does  not  require  clo- 
sure of  the  peritoneum  over  the  mesh.  Unfortu- 
nately, the  extraperitoneal  space  created  during  the 
TEP  approach  is  frequently  smaller  than  obtain- 
able with  the  TAPP  procedure.  The  TAPP  proce- 
dure is  the  best  initial  method  to  learn  the  technique 
of  laparoscopic  inguinal  hernia  repair.  Once  the 
preperitoneal  anatomy  and  the  laparoscopic  tech- 
nique are  mastered,  then  conversion  to  the  TEP 
repair  is  not  difficult. 

Early  reports  comparing  the  TEP  and  TAPP 
laparoscopic  procedures  results  are  almost  identi- 
cal. The  causes  of  recurrences  after  laparoscopic 
hernia  repairs  are  (A)  inadequate  dissection,  (B) 
placement  of  too  small  a mesh,  (C)  lateral  eleva- 
tion of  the  mesh,  and  (D)  inadequate  fixation  of 
the  mesh.  The  most  serious  complication  of  either 
laparoscopic  procedure  has  been  severe  bleeding 
from  a femoral  vein  injury. 

A major  development  to  reduce  the  technical 
difficulty  of  laparoscopic  hernia  repair  would  be 
the  development  of  an  intraperitoneal  onlay  mesh 
(fPOM)  which  avoids  the  problem  of  bowel  ob- 
struction and  fistulization.  Amid  has  reported  a 
new  composite  which  consists  of  a layer  of  mesh 
that  is  covered  with  an  impervious  membrane 
which  avoids  the  problem  of  bowel  obstruction  or 
fistulization. The  intestinal  side  of  the  compos- 
ite will  not  adhere  to  the  bowel.37  An  IPOM  would 
reduce  the  complexity  of  the  current  laparoscopic 
hernia  procedures  and  some  of  its  complications. 
This  new  composite  mesh  has  not  seen  wide  clini- 
cal use  because  of  concerns  about  erosion  of  the 
prosthesis. 

Conceptually,  for  any  given  anatomic  defect,  the 
best  hernia  repair  is  as  much  a function  of  the 
surgeon’s  skill  as  the  technology  employed.  Fu- 
ture research  in  hernia  surgery  will  address  two 
factors.  Genetic  research  will  focus  on  the  objec- 
tive of  preventing  development  of  a hernia.  The 
second  area  of  research  will  be  the  introduction  of 


the  next  generation  of  biomaterials  and  surgical 
techniques  that  will  minimize  the  extent  of  the  her- 
nia repair,  reduce  the  amount  of  time  required  to 
perform  the  surgical  operation,  and  facilitate  the 
postoperative  recovery  of  these  patients. 
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Table  1 

Comparison  of  Five  Summers  for  Days  Exceeding  90  Degrees  Fahrenheit* 

Days  (n) 


June 

Julv 

August 

Three  Month  Total 

1995 

9 

27 

16 

52 

1996 

10 

17 

5 

32 

1997 

5 

17 

13 

35 

1998 

20 

26 

15 

61 

1999 

6 

19 

25 

50 

* Average  of  weather  data  from  three  sites:  Charleston,  Columbia  and  Greenville/Spartanburg 


INTRODUCTION 

The  clinical  spectrum  of  heat-related  illness  is  well 
known,  ranging  from  heat  cramps  to  exhaustion  to 
fatal  heat  stroke.  Prior  to  the  computerization  of 
emergency  room  visits  in  1996  in  S.C.,  the  impact 
of  such  illness  was  limited  to  death  certificates  and 
inpatient  records.1-2  Now,  one  can  examine 
outpatient  morbidity  as  reflected  in  emergency 
room  visits  during  the  critical  months  of  June,  July, 
and  August,  over  a five  year  period,  and  relate 
meteorological  parameters  to  acute  episodes  of 
illness.  Nationally,  urban  centers  are 
overrepresented  in  heat  illness  compounded  by  air 
pollution  and  dense  housing.  South  Carolina,  as  a 
more  rural  state,  may  differ  from  more  urbanized 
states,  in  its  episodes  of  heat  illness. 

METHODS 


* Address  correspondence  to  Dr.  Schuman  at 
MUSC  Agromedicine  Program/OEM  Program,  19 
Hagood  Ave.,  Ste.  305  HOT,  P.O.  Box  250805, 
Charleston,  SC  29425. 


Hospital  discharges  were  retrieved  for  all  five  years 
(1995-1999),  but  emergency  room  visits  were  only 
available  for  four  years  (1996-1999).  The  data 
source  is  the  South  Carolina  Uniform  Billing  Data 
from  the  Office  of  Research  and  Statistics  of  the 
South  Carolina  Budget  and  Control  Board. 
Demographic  data  and  length  of  stay  were  tabulated 
for  the  following  ICD  codes:  heat  stroke  (992.0), 
heat  syncope  (992.1),  heat  cramps  (992.2),  heat 
exhaustion  due  to  water  depletion  (992.3),  heat 
exhaustion  due  to  salt  depletion  (992.4),  heat 
exhaustion  (992.5),  heat  fatigue  (992.6),  heat  edema 
(992.7),  other  unspecified  heat  effect  (992.8), 
unspecified  (992.9),  place  of  occurrence,  home 
(E849.0),  place  of  occurrence,  farm  (E849.1), 
excessive  heat  due  to  weather  (E900.0),  and 
excessive  heat  of  unspecified  origin  (E900.9). 

RESULTS 

In  Table  1 , five  summers  are  compared  for  the  three 
months  of  June,  July,  and  August,  averaging  three 
meterologic  sites  (Charleston,  Columbia,  and 
Greenville/Spartanburg).  September  was  omitted 
because  of  small  numbers  of  days  exceeding  90 
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Table  2 

Summers  Compared  by  Meteorology  and  by  Morbidity,  1995-1999 

Year 

90°+  davs 

ER 

IP 

Deaths 

(n) 

(n) 

(n) 

(n) 

1996 

32 

746 

71 

6 

1997 

35 

822 

87 

2 

Average 

33.5 

784 

79 

4 

1995 

52 

1,281* 

122 

3 

1998 

61 

1,240 

119 

3 

1999 

50 

1,303 

111 

9 

Average 

54.3 

1,275 

139 

5 

ER  = emergency  room  visits, 

IP  = 

inpatient  hospitalizations 

* ER  for  1995  estimated,  using  the  1996  ratio  of  ER/IP  = 746/71 

= (10.5  x 

122),  1,281  visits. 

Table  3 


Emergency  Room  Visits  and  Hospitalizations  in  South  Carolina  for 
Weather-Related  Heat  Illness 


Cases  (n) 


Year 

ER 

IP 

Total 

Ratio  ER/IP 

1995 

1,281* 

122 

1,403 

10.5/1* 

1996 

746 

71 

817 

10.5/1 

1997 

822 

87 

909 

9.5/1 

1998 

1,240 

119 

1,359 

10.4/1 

1999 

1.303 

177 

1.480 

7.4/1 

5,393 

576 

5,968 

9.4/1 

ER  = emergency  room  visits 

IP  = inpatient  hospitalizations 

ND  = data  not  available 

*estimated  from  1996  ratio  of  ER/IP  = 10.5  x 122 


degrees  Fahrenheit.  Clearly  1995,  1998,  and  1999 
had  more  heat-stressful  days  (52,  61,  and  50)  than 
1996  and  1997  (32  and  35). 

In  Table  2,  the  three  measures  of  morbidity  are 
listed  for  1995-99,  comparing  the  two  lower-stress 
years  1996  and  1997  with  the  higher-stress  years 
1995,  1998,  and  1999. 


Note  that  the  missing  data  (before 
computerization)  for  emergency  visits  during  1995 
can  be  estimated  by  multiplying  the  inpatient 
number  (122)  by  a ratio  (10.5)  derived  from  the 
1996  pattern  (746/71).  Clearly  the  average 
morbidity  for  ER  and  IP  visits  for  the  less-stressful 
years  1996-1997  (784  and  79  respectively)  is 
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distinctly  less  than  the  years  of  greater  meteorologic 
stress,  (1995,  1998,  1999)  with  averages  of  1,275 
ER  visits  and  1 39  IP  visits.  By  contrast,  the  average 
number  of  deaths  (4  versus  5)  does  not  suggest  any 
meteorologic  pattern. 

In  Table  3,  the  five  year  trend  for  weather-related 
heat  illness  can  be  examined,  with  little  variation 
in  the  ratio  of  ER  to  IP  visits.  Assuming  that  the 
missing  1995  ER  number  is  best  estimated  from 
the  next  year  ratio  of  10.5/1,  a five  year  total  results 
in  5,393  ER  visits  and  576  IP  visits.  Heat-related 
deaths  are  routinely  underreported  to  health 
departments,  except  during  the  most  dramatic  heat- 
waves in  large  urban  areas,  and  tend  to  be  coded  as 
primarily  cardiovascular  or  cerebrovascular 
terminal  events.2 

The  total  impact  of  5,968  documented  and 
estimated  inpatient  and  outpatient  visits  related  to 
heat  stress  is  considerable,  averaging  1,194 
illnesses  per  summer. 

In  Table  4,  the  available  ER  and  IP  data  for  the 
five  summers  are  listed  by  age  groups,  gender,  and 
race.  Note  that  the  average  age  of  inpatients  (57.9 
years)  exceeds  the  average  age  of  outpatients  (37.8 
years)  by  two  decades.  This  is  not  surprising 
clinically  since  older  heat- victims  often  need  more 
than  outpatient  treatment.  Death  certificates 
indicate  that  the  23  fatalities  averaged  64.3  years 
of  age.  Overall,  male  patients  exceeded  females 
by  a ratio  of  3,351/1,336,  or  2. 5/1.0;  white  patients 
exceeded  black  patients  by  2,717/1,856,  or  1. 5/1.0. 
However,  compared  to  the  statewide  1990  census, 
1.5  is  less  than  the  2.3  white/black  ratio  expected, 
suggesting  that  blacks  are  overrepresented  in  these 
statistics. 

In  Table  5,  the  average  days  of  hospitalization 
for  576  patients  ranged  from  2.8  in  1998  to  4.7 
days  in  1995,  averaging  4.0  days  for  the  five  year 
period. 

In  Table  6,  weather  related  heat  illness  cases  are 
listed  by  county  of  residence,  as  a total  number  for 
the  five  year  period,  and  as  a rate  per  1,000 
population. 

In  Table  6,  heat  illness  rates  are  listed  for  the 
top  seven  counties  of  the  state,  and  total  cases  are 
listed  for  the  top  six  counties.  Among  the  top  six 
counties  in  total  cases,  only  Florence,  Richland, 
and  Lexington  are  higher  than  the  1.2/1000 
statewide  average  rate:  1.7,  1.4,  and  1.4, 


respectively.  Among  the  top  seven  counties  as  a 
rate,  Florence  is  exceeded  by  six  counties.  Consider 
Darlington,  with  a base  population  of  only  65,000. 
It  tops  the  list  with  a rate  of  2.7/1000  and  a total  of 
176  cases,  which  averages  at  least  35.2  cases  per 
year  (1995  outpatient  data  missing).  Florence 
county  is  represented  on  both  lists,  (rates  and  total 
cases),  with  a total  of  205  cases,  or  at  least  41.0 
cases  per  year.  Assuming  these  county  differences 
are  not  due  to  chance  variation,  one  may  ask,  are 
the  counties  different  meteorologically,  or  different 
in  some  other  way?  Agriculturally,  Florence  and 
Darlington  counties  represent  two  of  the  larger  crop 
producing  counties  (in  cash  receipts  and  in  number 
of  acres  in  farm  land),  with  mid-summer  daily 
exposures  to  high  levels  of  heat  stress  among  field 
workers.  The  other  high-rate  counties  of  Fairfield, 
Allendale,  Barnwell,  Dillon,  and  Marlboro  also 
represent  rural  populations  at  agricultural  risk  of 
weather-related  heat  illness. 

IMPLICATIONS  OF  PREVENTABLE 
WEATHER-RELATED  HEAT  ILLNESS 

What  are  the  economic  implications  of  preventable 
cases  of  weather-related  heat  illness  in  South 
Carolina  during  the  years  1995-1999?  In  Table  7, 
costs  for  patient  visits,  inpatient  and  outpatient,  are 
estimated  by  multiplying  the  number  of  cases  over 
the  five  year  period  by  the  heat  related  illness 
D.R.G.  (Diagnosis  Related  Group)  reimbursement 
rate  and  the  average  emergency  room  charge  for 
heat  illness.  The  total  estimated  medical  costs  are 
over  three  million  dollars  for  IP  cases,  and  two 
million  dollars  for  ER  cases,  totalling  at  least  five 
million  dollars  for  five  summer  seasons. 

Inpatient  and  emergency  room  costs  do  not 
include  physician  fees  and  indirect  costs  (loss  of 
income,  future  compensation  in  the  case  of  death, 
vocational  rehabilitation,  etc.)  In  addition,  for  a 
single  hospital  (MUSC)  actual  generated  charges 
for  inpatient  care  in  cases  of  heat-related  illness 
averaged  two  and  one  half  times  the  D.R.G. 
reimbursement. 

WHICH  HEAT  CASES  AND  COSTS  ARE 
PREVENTABLE? 

In  Table  8,  the  “Excess  Case”  model  is  based  on 
comparison  of  usual  or  normal  morbidity  of  the 
relatively  cooler  summers,  1996  and  1997,  with 
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Table  5 

Average  Days  of  Hospitalization  for  Weather- Related  Heat  Illnesses  in 
South  Carolina,  N=576  Patients 


Year 

Davs 

1995 

4.7 

1996 

3.5 

1997 

4.2 

1998 

2.8 

1999 

4.6 

Table  6 

Rank  Order  of  Leading  South  Carolina  Counties,  for  Weather-Related  Heat  Illness, 

1995*  - 1999,  as  a Rate  (cases/1,000  population)  and  as  Total  Cases. 

Rates  in  Descending  Order  and  Totals  (Cases  (n) 

Countv 

Rate 

Total  Cases 

Darlington 

2.7 

176 

Fairfield 

2.6 

058 

Allendale 

2.1 

024 

Barnwell 

1.9 

041 

Dillon 

1.8 

055 

Marlboro 

1.8 

054 

Florence 

1.7 

205 

Total  Cases  (n)  in 

Descending  Order  and  Rates 

County 

Rate 

Total  Cases 

Richland 

1.4 

406 

Charleston 

1.2 

346 

Spartanburg 

1.2 

279 

Greenville 

0.8 

276 

Lexington 

1.4 

261 

Florence 

1.7 

205 

State  of  S.C.  (46  counties) 

Rate/1000  population  and  Total  Cases 

S.C. 

1.2 

4,354** 

* 1 995  data  for  inpatients  only 

**  excludes  334  cases,  county  of  residence  unknown  or  non-residents 

the  morbidity  of  the  three  more  stressful  summers 
of  1995,  1998,  and  1999.  Using  this  theoretical 
model,  at  least  60  inpatient  cases  and  49 1 outpatient 
cases  could  have  been  prevented,  at  a savings  of 
$314,040  and  $319,150,  respectively,  or  a total  of 
$580,690  per  summer!  Consider  how  such  savings 
of  lives  and  costs  could  be  realized.  Implementing 


preventive  medicine  guidelines  to  overexposed 
persons  (workers  and  others)  during  90°  and  higher 
days  should  lower  the  morbidity,  at  least  to 
“average”  summer  levels.2 

DISCUSSION 

Computerization  of  emergency  room  as  well  as 
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Table  7 

Heat  Illness  Costs,  Estimated  from  D.R.G.*  Reimbursement  for  IP  Care  and  ER  Visit 

Charges** 

Cost  of  IP  = 576  x $5236  DRG  for  heat  illness 

=$3,015,936 

Cost  of  ER  = 4,090  x $500  for  ER  costs 

=$2,045,000 

Total 

=$5,060,936 

* = Diagnosis  Related  Group 

**  = IP  = inpatient  hospitalizations,  ER  = emergency  room  visits 

Table  8 

Estimated  “Excess”  Medical  Costs  of  Preventable  Cases  of  Heat  Illness: 

Assume  Heat  Advisories  Observed,  Comparing  Two  Average  Summer’s  Morbidity  with 
Three  Summers  of  Excessive  Heat  and  Morbidity 


Year 

ER 

IE 

Deaths 

90°  + Davs 

1996 

746 

71 

06 

32 

1997 

822 

87 

02 

35 

Average 

784 

79 

04 

33.5 

1995 

1 ,28  la 

122 

03 

52 

1998 

1,240 

119 

03 

61 

1999 

1,303 

111 

09 

50 

Average 

1,275 

139 

05 

54.3 

Average  Excessb 

491 

60 

01c 

20. 8d 

ER  = emergency  room  visits 
IP  = inpatient  hospitalizations 
a/Estimate,  using  1996  ratio:  746/71  = 10.5 

b/Estimated  “Excess”  Heat  Illness  per  Summer  = (95/98/99  Average)  - ( 96/97  Average) 
c/No  estimated  cost  for  death 

d/  “Excess”  days  of  heat  stress  = (1995/1998/1999  Average)  - (1996/1997  Average) 


inpatient  visits  for  heat  illness  in  S.C.  for  1996- 
1999  permits  an  estimated  figure  for  1995,  and  a 
five  year  perspective.  In  contrast  to  previous 
studies,  focused  on  mortality  in  urban  settings 
during  heat  waves,  this  study  documents  an 
enduring  problem  of  overexposure  to  heat  stress  in 
a state  with  a large  rural  population.  While  there 
are  meterologic  differences  between  the  Low 
Country,  Pee  Dee  and  Piedmont  counties,  statewide 


cases  suggest  an  important  rural  component, 
specifically  overexposure  in  agricultural  settings, 
affecting  younger  workers  (average  age  37.8  years 
in  ER  data)  as  well  as  higher-risk  older  workers, 
(average  age  57.9  years  in  IP  data).  The  medical 
science  of  heat  illness  prevention  is  clear,  proven 
in  large  scale  operations  by  the  U.S.  military  under 
severe  heat  stress.  Since  no  age,  race,  or  gender 
group  is  immune  to  heat  illness,  prevention  of 
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overexposure,  dehydration  and  hyperpyrexia  is  not 
only  prudent,  but  cost-effective. 

Quote:  “ More  persons  in  the  U.S.  are  killed  each 
year  by  excessive  heat  than  by  lightning, 
hurricanes,  tornadoes,  floods,  and  earthquakes 
combined. 
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When  office  visits  and  home  health  visits 
are  not  enough,  what  do  you  do? 

When  your  patient  is  not  following  orders. 

When  your  patient  is  talking  about 
trying  natural  remedies. 

Eido„1™s,rong,  RPh"  y°“;  Patl?nt  has  more  questions 

Chief  Consultant  Pharmacist  ^an  yOU  have  time  tO  ailSWCr. 

What  Should  You  Do? 

Call  your  medication  management  experts. 

Sandlapper  Consultant  Pharmacists 

They  will  come  to  your  office  to 
consult  with  your  patients. 


e-mail:  eearmstrong@compuserve.com 


ur  Prescription  For  Health’' 
days:  10-1  lam  on  W1SW  1320am 
Armstrong  Pharmacist  Host 
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Y2K.7.  MYTH,  MAGIC,  AND  MUGGLES:  HARRY  POTTER  AND  THE 
FUTURE  OF  MEDICINE 

It  is  our  choices,  Harry,  that  show  what  we  really  are,  far  more  than  our  abilities. 

— Albus  Dumbledore  to  Harry  Potter 


The  patient  reader  who  has  endured  these  musings 
on  the  new  millennium  will  recall  our  conviction 
that  while  the  future  of  medicine  is  bright  indeed, 
that  of  the  medical  profession  is  unclear.  Medi- 
cine is  perhaps  The  Greatest  Gift  to  Mankind , to 
borrow  the  title  of  a new  popular  history.  How- 
ever, the  medical  profession,  having  finally  attained 
credibility  based  on  science  introduced  in  the  Nine- 
teenth and  Twentieth  Centuries,  faces  a new  real- 
ity: much,  perhaps  most  of  what  we  do  can  probably 
be  done  equally  well  by  people  who  do  not  have 
the  hard-won  Medicinae  Doctor  degree.  Where  can 
we  find  the  inspiration  to  take  us  forward?  I found 
a measure  of  inspiration  from  an  unlikely  source: 
the  Harry  Potter  novels  by  the  British  author,  J.  K. 
Rowling. 

Medicine,  if  it  is  to  remain  a profession  and  not 
just  another  way  to  earn  a living,  needs  heroes.  It 
needs  not  so  much  the  heroes  of  great  discover- 
ies— the  Harveys,  the  Jenners,  the  Pasteurs,  the 
Listers,  the  Flemings — as  it  does  the  heroes  of  ev- 
eryday life,  physicians  who  treat  their  calling  as  a 
sacred  trust,  who  willingly  subjugate  their  egos  and 
personal  best-interests  in  lives  of  service  to  their 
fellow  humans.  And  so  what  is  a hero?  What  Jo- 
seph Campbell  called  the  monomyth  of  the  uni- 
versal hero  goes,  in  brief,  like  this.  An  ordinary 
person,  residing  in  his  or  her  hut  or  castle,  is  called 
to  adventure  by  a mysterious  person.  Leaving  be- 
hind the  familiar,  he  or  she  enters  an  unknown  realm 
and  finds  a series  of  tests  and  helpers  in  the  con- 
text of  a struggle  between  good  and  evil.  The  chal- 
lenges culminate  in  a supreme  ordeal.  If  our  hero 
prevails — as  invariably  happens  in  fiction — he  re- 
turns to  the  world  with  a boon  to  humankind,  an 
elixir  that  restores  to  society  something  it  had  lost. 
Campbell  taught  that  the  monomyth  should  apply 


to  us  all.  And  why  not? 

Enter  Harry  Potter.  Harry  suffers  tragedy  as  an 
infant  when  the  evil  Lord  Voldemort  kills  his  par- 
ents and  tries  to  kill  him,  too.  Left  with  a scar  in 
the  shape  of  a lightening  bolt  on  his  forehead,  Harry 
is  raised  by  his  only  relatives,  the  Dursleys.  Being 
Muggles  (that  is,  ordinary  people),  the  Dursleys 
fear  magic  and  try  to  suppress  Harry,  making  him 
live  in  a cupboard  beneath  the  staircase.  Harry 
gradually  comes  to  realize  that  he  has  unusual  pow- 
ers. Still  pre-adolescent,  he  is  called  to  enter 
Hogwarts  School  of  Witchcraft  and  Wizardry  by  a 
gentle  giant  named  Rubeus  Hagrid.  The  schooFs 
motto,  Drago  Dormiens  Nunquam  Titillandus 
(“never  tickle  a sleeping  dragon”)  is  apt,  for  dan- 
ger lurks  everywhere.  Harry  encounters  numerous 
obstacles,  finds  friends  and  helpers,  overcomes  ad- 
versity, and  in  each  of  the  four  novels  to  date  ac- 
complishes something  that  makes  his  world  a better 
place.  The  immense  popularity  of  the  Harry  Potter 
novels  attests  to  the  basic  human  need  for  myth 
and  the  recognition  that  a latent  archetypal  hero 
lies  within  each  of  us. 

If  the  monomyth  of  the  universal  hero  gives 
Rowling’s  novels  their  instructive  value,  it  is  her 
use  of  magic  that  makes  them  fun.  Basing  her  prin- 
cipal characters  on  classical  mythology  and  litera- 
ture, Rowling  writes  with  a zany  sense  of  humor 
that  has  enabled  her  to  make  millions  of  readers 
out  of  a generation  habituated  to  television  and 
video  games.  Just  about  everything  that  happens 
at  Hogwarts  involves  magic  including  the  school's 
key  sport,  quidditch,  an  aerial  game  played  on 
broomsticks.  But  on  reflection,  I am  struck  by  how 
much  of  what  we  take  for  granted  in  medicine 
would  have  seemed  magical  to  our  ancestors.  Sur- 
gery without  pain  . . . antibiotics  . . . computer- 
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based  imaging  studies  . . . mapping  the  gene.  . . 
and  the  list  goes  on.  However,  and  as  we  began 
these  essays,  our  magic  involves  a knowledge  of 
good  and  evil;  it  can  be  used  for  better  and  for 
worse.  At  Hogwarts,  the  Dark  Arts  are  ever  present. 
Lord  Voldemort,  whose  name  is  French  for  “flight 
of  death,”  destroys  people  to  obtain  more  power 
for  himself.  Will  magic  be  used  for  personal  power 
or  public  good?  This  is  the  tension  at  Hogwarts, 
and  so  it  is  for  us. 

And  then  there  are  the  Muggles,  the  ordinary 
people  who  lack  the  heritage  and/or  training  to 
become  wizards  or  witches.  Often  they  cannot  even 
see  the  magic  because  of  special  charms  used 
against  them.  Some  of  the  students  at  Hogwarts 
are  pedigreed  witches  or  wizards,  while  others  have 
Muggles  for  parents.  A few  students,  notably 
Harry’s  arch  rival  Draco  Malfoy,  would  like  to  ban- 
ish anyone  with  Muggle  ancestry.  We  are  shown, 
however,  that  Muggles  can  be  quite  useful — for 
example,  there  is  Hermione  Granger,  one  of  Harry’s 


best  friends,  an  indefatigable  problem  solver.  In 
medicine  we,  too,  would  have  our  Muggles — the 
legions  of  “health  care  providers”  who  lack  the 
coveted  M.D.  degree.  Yet  we  must  remember  that 
it  is  not  we  who  own  the  magic.  The  magic  be- 
longs to  society;  we  are  merely  its  caretakers.  We 
must  have  the  faith  that  what  is  good  for  society 
will  also  be  good  for  us. 

In  the  fourth  and  most  recent  Harry  Potter  novel, 
the  evil  Voldemort  is  restored  to  his  former  self, 
setting  the  stage  for  an  inevitable  showdown  that 
will  be  Harry’s  supreme  ordeal.  Albus  Dumbledore, 
the  wise  headmaster  of  Hogwarts,  tells  the  students: 
“We  are  only  as  strong  as  we  are  united,  as  weak  as 
we  are  divided.”  Is  this  not  the  message  also  for 
the  medical  profession?  If  we  can  just  remember 
this  one  maxim,  the  third  millennium  surely  holds 
greatness  for  our  profession  that  we  cannot  even 
begin  to  imagine! 

— CSB 
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GREENWOOD  HOSPITAL1 

A meeting,  backed  by  physicians  of  the  commu- 
nity, was  held  in  July  1907  to  discuss  plans  to  build  a 
hospital  for  Greenwood.  Both  men  and  women  at- 
tended the  public  organizational  meeting  at  the  court 
house,  and  the  women  expected  the  men  to  serve  di- 
rectly in  the  undertaking.  However,  a prominent  law- 
yer urged  that  the  project  be  left  to  the  women  “be- 
cause they  have  more  time  and  enthusiasm  for  it.” 
And  so  it  was.  Led  by  Dr.  R.  R Epting,  interested 
ladies  of  the  town  organized  The  Greenwood  County 
Hospital  Association  May  14,1908,  and  elected  of- 
ficers and  directors  — all  women. 

Mrs.  B.  F.  Duckett,  first  president,  served  for  one 
year.  Then  Mrs.  E.  D.  Andrews  was  elected  presi- 
dent. Mrs.  Andrews  served  until  the  women 
gave  up  their  management  of  the  hospital  in  1942. 
Mrs.  H.  J.  Brinson  was  elected  a board  member  in 
1908  and  served  until  1942.  Others  who  served  as 
long-term  board  members  were  Mrs.  G.  W.  Rush,  Mrs. 
E.  H.  Williams,  Mrs.  S.  C.  Hodges,  Mrs.  H.  V.  R. 
Schrader  and  Mrs.  A.  Rosenberg. 

In  the  beginning  the  women  struggled  valiantly 
with  bazaars,  entertainments  and  suppers  to  raise 
money  for  the  hospital,  and  they  purchased  the  site 
on  September  14,  1909.  Thereafter,  the  men  helped 
substantially  with  contributions  in  the  nature  of  stock 
certificate  purchases  and  service  on  an  advisory  board 
and  on  building  committees.  Various  citizens  made 
contributions  of  $150  each  to  furnish  a room  in  the 
hospital,  and  a shower  was  held  which  provided  lin- 
ens, pillows  and  other  items.  Physicians  and  surgeons 
furnished  the  operating  room. 

In  1911,  Greenwood  Hospital  opened.  It  oper- 
ated until  1942  under  the  guidance  of  a board  of 
women  trustees,  who  then  turned  it  over  to  a board 
of  men.  This  board  of  men,  who  guided  the  hospital 
until  1951,  consisted  of  John  B.  Sloan,  R.  B.  Curry, 
Douglas  Featherstone,  H.  E.  Keifer,  Jr.,  of  Ware 
Shoals,  J.  C.  Self  and  F.  E.  Grier.  In  their  letter  of 
acceptance  the  men’s  board  wrote:  “We  are  well 
aware  of  the  untiring  efforts  of  your  board  over  a 
period  of  30  odd  years  and  we  consider  it  one  of  the 
most  outstanding  contributions  ever  made  to  Green- 
wood. No  other  community,  city  or  county,  can  boast 
of  a hospital  such  as  Greenwood’s  due  to  the  work  of 
a small  group  of  civic-minded  women.” 

The  actual  management  of  Greenwood  Hospital 
was  always  in  the  hands  of  a superintendent  who  had 


full  authority.  There  were  twelve  superintendents  in 
the  40  years:  Miss  Elizabeth  White,  Sara  Rodgers, 
Wilhelmina  Foell,  Lena  Baumberger,  Moeina  Pyron. 
Emma  Ligon,  Beulah  Mitchell,  Anne  Lunney.  Dr.  H. 
B.  Morgan,  W.  J.  Richards,  Mrs.  Frances  Eanes.  and 
George  M.  Stockbridge. 

On  April  16,  1944,  a disastrous  tornado  struck 
Greenwood,  killing  seven  persons  in  the  city  and  one 
at  Ninety-Six,  and  causing  great  property  loss.  Green- 
wood Hospital  was  one  of  the  buildings  badly  dam- 
aged. The  twister  tore  off  the  roof,  smashed  win- 
dows and  injured  some  patients,  but  miraculously, 
no  patients  or  staff  were  killed.  Temporary  medical 
facilities  were  set  up  in  the  USO  Club  uptown  and 
other  buildings  that  were  spared  by  the  storm.  A few 
days  later  J.  C.  Self  announced  the  plan  of  the  Self 
Foundation  to  build  a big  modem  hospital  in  Green- 
wood. Although  badly  overcrowded  and  in  great  need 
of  renovation  in  its  last 

years,  The  Greenwood  Hospital  was  nursed  along 
until  the  end  of  World  War  II  when  plans  for  the  new 
hospital  could  be  implemented.  The  Greenwood 
Hospital  served  the  city,  county  and  area  for  40  years 
- from  the  fall  of  1911  to  November  1,  1951,  when 
the  Self  Memorial  opened.  The  whole  project  had 
started  from  scratch  and  with  no  endowment.  The 
community-owned  Greenwood  Hospital  ended  its 
career  in  1951  free  of  debt,  having  been  operated 
entirely  from  its  revenues  plus  small  amounts  from 
the  county  and  from  Duke  Foundation  for  charity 
patients.  The  old  hospital  was  held  in  honor  and  af- 
fection for  its  long  service.  After  Self  Memorial  was 
put  in  service,  the  old  hospital  on  the  comer  of  West 
Creswell  and  Edgefield  Street  was  remodeled  and 
used  as  a home  for  nurses.  The  tornado  that  hit  Green- 
wood Hospital  on  April  16,  1944,  “spawned"  Self 
Memorial  Hospital,  but  that  is  another  story.2 
— Jane  McCutchen  Brown, 

Curator,  Waring  Historical  Library 

ENDNOTES 

1.  Special  thanks  are  extended  to  Anne  Magruder  of  the 
Hospital  Foundation,  Mary  Ella  Ruff,  Preston  Nisbet. 
Ken  Flinchum  for  their  assistance  in  gathering  the 
information  for  this  cover  story,  and  to  Warren  Cobb 
of  The  Museum  in  Greenwood  for  the  pictures. 

2.  Index  Journal.  Centennial  Edition.  “Old  Greenwood 
Hospital  Opened  in  1911  Served  County  40  Years" 
September  14,  1957 
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JANUARY 


Friday  January  26,  2001 

Greenwood,  SC:  Self  Memorial  Hospital  - 
AHEC  Auditorium 

Medical  Technology  Conference 

SPONSOR:  Self  Memorial  Hospital 

DESCRIPTION:  Will  provide  physicians  with  the 
latest  technical  information  on  products  they  use 
in  their  everyday  routine. 

TARGET  AUDIENCE:  All  physicians 

FACULTY:  Self  Memorial  Hospital  medical  staff 
and  guests 

TUITION:  $25  for  non- Self  Memorial  Hospital 
medical  staff 

CONTACT:  Gary  Goforth,  MD,  or  Glenda  Cook; 
(864)  227-4724 

CREDITS:  4 hours,  AMA  Category  1 

FEBRUARY 


Saturday  - Sunday  February  10-11,  2001 

Charleston,  SC:  Lightsey  Conference  Center, 
College  of  Charleston 

3rd  Annual  Sickle  Cell  Disease  Conference 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  Designed  for  primary  care 
providers  who  care  for  children  with  sickle  cell 
disease,  management  of  common  complications 
and  will  have  special  emphases  on  pain  and 
neuropsychological  complications . 

TARGET  AUDIENCE:  Pediatricians,  family 
physicians  and  nurse  practitioners 


FACULTY:  Guest  and  MUSC  faculty 

TUITION:  $175 

CONTACT:  Odessa  Ussery;  (843)  876-1925 

Friday  - Saturday  February  23-24,  2001 

Charlotte,  NC:  Renaissance  Charlotte  Suites 
Hotel 

2nd  Annual  Update,  in  Ob/Gyn  Ultrasound 

SPONSOR:  Carolinas  Healthcare  System 

DESCRIPTION:  This  update  in  obstetric  and 
gynecologic  applications  of  ultrasound  is 
presented  in  an  effort  to  expand  the  knowledge 
base  of  diagnostic  ultrasound  in  obstetrics  and 
gynecology  as  well  as  define  appropriate 
clinical  indications  for  utilization  of  this 
diagnostic  modality. 

TARGET  AUDIENCE:  Physicians  and 
sonographers 

TUITION:  $240  for  physicians,  $125  for 
sonographers 

CONTACT:  Mary  Anne  Cox;  (704)  355-3942 

CREDITS:  13.5  hours,  AMA  Category  1 

MARCH 


Saturday  March  17,  2001 

Augusta,  GA:  Radisson  Riverfront  Hotel 

4th  Annual  Progress  in  Infectious  Diseases 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

DESCRIPTION:  This  course  will  focus  upon  the 
most  effective  management  of  common  infectious 


disease  problems. 

TARGET  AUDIENCE:  Family  practice,  internal 
medicine 

FACULTY : Physicians,  physician  assistants,  nurse 
practitioners 
TUITION:  $65 

CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  7.25  hours,  AMA  Category  1 

Monday  - Wednesday  March  19-21,  2001 

Charleston,  SC:  Charleston  Place  Hotel 

Ob/Gyn  Spring  Symposium 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  State  of  the  art  developments  in 
the  treatment  of  both  male  and  female  infertility, 
clinical  approaches  for  gynecological 
management  of  polycystic  ovarian  disease,  pelvic 
infections,  and  premenstrual  syndrome;  and  recent 
advances  in  contraception 
TARGET  AUDIENCE:  Obstetricians  and 
gynecologists 

FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Pam  Benjamin;  (843)  876-1925 

Wednesday  - Friday  March  21-23,  2001 

Greenville,  SC:  Embassy  Suites  Hotel 

45tn  Annual  Greenville  Postgraduate  Seminar,  A 
Primary  Care  Update 
SPONSOR:  Greenville  Hospital  System 
DESCRIPTION:  A primary  care  update  featuring 
topics  in  the  areas  of  Adult  Medicine,  Women’s 
Health,  Geriatrics,  and  Pediatrics. 

TARGET  AUDIENCE:  Family  practice  physicians, 
internists,  pediatricians,  nurse  practitioners, 
physician  assistants,  pharmacists 
CONTACT:  Amanda  Andrews;  (864)  455-6478 
CREDITS:  20.25  hours,  AMA  Category  1 

Thursday  - Saturday  March  22-24,  2001 

Charleston,  SC:  Mills  House  Hotel 

Office  Practice  of  Primary  Care 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  Update  for  the  primary  care 
practitioner 

TARGET  AUDIENCE:  Family  physicians, 
internists 

FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Pam  Benjamin;  (843)  876-1925 


Monday  - Tuesday  March  26-27,  2001 

Charleston,  SC:  Charleston  Place  Hotel 

11th  Charleston  Pulmonary  Update 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  Pulmonary  update  for  the  primary 
care  practitioner 

TARGET  AUDIENCE:  Internists,  family 
physicians 

FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Odessa  Ussery;  (843)  876-1925 

Friday  - Saturday  March  30-31,  2001 

Columbia,  SC:  Seawells  Banquet  Center 

2 3>d  Annual  Carolina  Cup  Symposium:  Update  in 
Clinical  Pediatrics  and  Family  Medicine 
SPONSOR:  USC  School  of  Medicine  - Palmetto 
Richland  Memorial  Hospital  CME  Organization 
DESCRIPTION:  Update  on  subjects  in  pediatrics 
and  family  medicine 

TARGET  AUDIENCE:  Pediatricians,  family 
practice,  and  other  primary  care  physicians 
FACULTY:  Gary  Marshall,  MD;  Tom  Irons,  MD; 

Wayne  Weart,  PharmD;  and  others 
TUITION:  $150 

CONTACT:  Steven  Hasterok;  (803)  434-421 1 
CREDITS:  6.75  hours,  AMA  Category  1 


SCMA  COMMITTEE  ON  CME 

Stacey  V.  Brennan,  MD,  Chair 
Charles  Michael  Collins,  MD,  Vice-Chair 
Stoney  A.  Abercrombie,  MD 
Gene  E.  Burges,  MD 
Sami  B.  Elhassani,  MD 
Gary  D.  Harter,  MD 
James  B.  Harris,  MD 
James  L.  Haynes,  MD 
Baxter  F.  McLendon,  MD 
Shailendra  B.  Patel,  MD 
Terry  A.  Payton,  MD 
Ben  C.  Pendarvis,  MD 
William  M.  Simpson,  Jr.,  MD 
Ian  Smith,  MD 
Susan  Stoll  B.  Tate,  MD 
Robert  M.  Sade,  MD,  Speaker  of  the  House 


PAAC?  RPP?  PHYSICIANS’  FAMILY  SUPPORT? 

Physician  A:  Hey,  what  is  the  PAAC  anyway? 

Physician  B:  You  know.  It’s  that  group  of  doctors  we  have  here  in  South  Carolina  who  help  any  of  us  who 
are  having  trouble. 

Physician  A:  What  do  you  mean  “trouble?”  Like  what  kind  of  trouble? 

Physician  B:  Well,  I know  a guy  who  was  worried  that  he  might  be  drinking  too  much  but  he  didn’t  dare 
talk  to  anybody  about  it  because  he  sure  didn’t  want  to  lose  his  license  or  anything.  Face  it.  As  a physician, 
we  have  a lot  at  stake;  a lot  to  lose. 

Physician  A:  So  what  did  your  friend  do?  Who  did  he  call? 

Physician  B:  He  heard  about  the  PAAC,  the  Physicians’  Advocacy  and  Assistance  Committee,  from  a 
colleague.  The  guy  also  told  him  about  the  RPP,  which  is  fairly  new.  That’s  the  Recovering  Professional 
Program  and  it  provides  all  kinds  of  confidential  help  to  health  care  professionals.  Anyway,  he  made  a 
couple  of  calls  and  found  the  RPP  web  site.  It  was  a big  relief  for  him  to  find  out  that  he  could  ask  questions 
and  get  help  anonymously  without  endangering  his  career  or  license  or  anything. 

Physician  A:  What  does  PAAC  actually  do? 

Physician  B:  Like  I said,  it  is  a group  of  doctors  here  in  South  Carolina  who  have  had  various  problems 
themselves  - substance  abuse,  legal  problems,  licensure,  or  malpractice  problems.  They  are  divided  into 
regional  teams  to  provide  peer  support  for  fellow  physicians.  I know  they  do  a kind  of  “doctors’  AA”  called 
Caduceus  with  weekly  support  group  meetings. 

Physician  A:  Where  does  the  Physicians’  Family  Support  come  in? 

Physician  B:  That’s  for  spouses.  You  know  our  spouses  are  usually  the  first  ones  to  pick  up  on  problems. 
But  then  they  don’t  know  who  to  call  or  where  to  turn  either.  There  are  also  people  to  call  for  them  to  get  help 
for  themselves.  It  is  a great  network.  We’re  really  lucky  here  in  South  Carolina  to  have  such  a good  program. 

Physician  A:  Thanks  for  the  scoop.  Who  would  I actually  call  or  how  would  I make  contact? 


Recovering  Professionals  Program  (RPP) 
24-hour  RPP  Helpline:  (877)  349-2094 
Jack  White,  Director:  (803)  737-9280 

(803)  737-9137 

web  site:  www.scrpp.org 


Physicians’  Advocacy  and  Assistance 
Committee  (PAAC) 

Cathy  Boland  (SCMA):  (800)  327-1021,  ext.  232 
Barbara  Clark:  (864)  654-5680 

Terry  Clark,  MD  (864)  654-5680 

web  site:  www.scmanet.org 


— Kaye  Borgstedt  and  Barbara  Clark 
PAAC  Appointees,  2000-2001 
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classifieds 


ANESTHESIOLOGY,  DERMATOLOGY, 
FAMILY  PRACTICE,  ORTHOPAEDIC  SUR- 
GERY, OTOLARYNGOLOGY,  PATHOLOGY, 
PULMONARY  - CRITICAL  CARE,  RHEU- 
MATOLOGY, AND  VASCULAR  - GENERAL 
SURGERY:  Practice  opportunities  exist  in  local 
medical  facilities  and  with  private  practice  groups 
in  Orangeburg  County  for  experienced  practitio- 
ners and  graduating  residents/fellows.  All  posi- 
tions include  salary  or  minimum  net  income 
guarantee  and  a relocation  allowance.  Located  at 
the  junction  of  1-26  and  1-95,  35  minutes  to  Co- 
lumbia and  70  minutes  to  Charleston.  Area  known 
for  its  gardens,  golf,  hunting  and  fishing  (Lake 
Marion).  Achieve  financial  success  in  a non-com- 
petitive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The  Regional 
Medical  Center  at  (800)  866-6045. 


GOOD  OPPORTUNITY  FOR  PHYSICIANS: 

Full  or  part-time  in  Lancaster,  South  Carolina. 
Good  working  environment,  competitive  salary. 
Please  fax  resume  to  Margaret  Moore  at  (803)  285- 
6119. 

PHYSICIANS  NEEDED:  For  locum  tenens  and 
permanent  assignments  in  the  Carolinas.  Openings 
include:  Family,  Pediatrics,  OB-GYN,  and  Inter- 
nal Medicine.  Come  join  our  group  of  over  100 
physicians,  make  top  wages  and  have  the  flexibil- 
ity you  need  for  your  lifestyle.  Fax  your  cover  let- 
ter and  CV  to  Physician  Solutions,  Inc.,  at  (919) 
845-1947  or  call  us  at  (919)  845-0054  and  let’s 
get  started. 

WALTERBORO,  SOUTH  CAROLINA:  Profes 
sional  office  space  for  lease.  Perfect  for  physicians’ 
offices.  Directly  across  from  Colleton  Medical 
Complex,  Walterboro,  S.C.  Please  call  Carew  Rice 
at  (843)  524-3109. 
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